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REPORT OF THE HEALTH SUVERY & 
DEVELOPMENT COMMITTEE 

VOLUME I 


A SURVEY OF THE STATE OF THE PUBLIC HEALTH 
AND OF THE EXISTING HEALTH ORGANISATION 

INTRODUCTION 

Tlie Health Survey and Development Committee was appointed 
by the Government of India in October 1943 to make (a) a broad 
survey of the present position in regard to health conditions and 
health organisation in British India, and (b) recommendations 
for future developments. The letter dated 25th October 1943 from, 
the Government of India to the Chairman of the Committee in 
regard to its appointment and work is reproduced below and the 
press communique referred in the letter is given as Appendix 5G. 
in Volume III of this report. 

“ I am directed to forward a copy pf the press communique- 
announcing the appointment of the Health Survey and 
Development Committee. The terms of reference of the 
Committee will, as stated in the communique, be to make a 
broad survey of the present, position in regard to health 
conditions and health organisation in British India and tc 
make recommendations for future development. The terms 
of reference have been framed in general terms in order to 
leave the fullest possible freedom to the Committee in its 
treatment of the subject matter of the inquiry. 

2, A survey of the whole field of public health and medical 
relief has not hitherto been attempted. The immediate 
necessity for initiating such a survey has arisen from the fact 
that the time has come to make plans for postwar development 
in the health field. The Government of India consider that 
such plans should be based on a comprehensive review of the 
health problem. 

3. It will be observed that the terms of reference mention 
firstly a survey of existing conditions and organisation and 
secondly suggestions for future development. The Govern¬ 
ment of India regard the first item as of no less importance 
than the second. A survey which will give a general picture’ 
of the present position and which will indicate, and place io 
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proper perspective, the causes of a low level of health and the 
problems to be solved must he of the greatest value to all who 
are concerned with problems of health. A review' which 
extended to all factors which have a direct or indirect bearing 
on the health of' the community would cover a very large range 
of Government and private activity. The Committee has been 
constituted to review' primarily those activities which can 
reasonably be regarded as falling within the scope of health 
administration. Turning to the question of future develop¬ 
ment it is unlikely that any committee would he able to produce 
within a limited period a solution for each of the many varied 
problems in the health field and it is recognised that in some 
cases the Committee may be able to do no more, within the 
limitations under which they have to perform their task, than 
to suggest various possible directions in which a solution may 
>be sought or to indicate the need for further special inquiry 
The Committee may w’ish to consider the question of indicat¬ 
ing, where possible, both short-term objectives—objectives 
which might reasonably he expected to he reached within a 
period of four to five years—and objectives w'hich will 
necessarily require a longer period for attainment. 

4. One of the difficulties with which the Committee will he 
confronted is that of finance. Financial considerations clearly 
cannot be ignored. Plans based on the assumption that 
unlimited funds will be available for recurring expenditure 
will have little practical value. On the other hand it would 
be equally unwise to assume that expenditure on health 
administration will in the future be limited to the sums w'hich 
were expended in the pre-war years. It is desirable, therefore, 
to plan boldly, avoiding on the one hand extravagant pro¬ 
grammes which are obviously incapable of fulfilment and on 
the other halting and inadequate schemes which could have 
no effect on general health standards and which would bring 
little return for the expenditure involved. 

5. The Committee will have power to appoint sub¬ 
committees for the consideration of particular subjects and to 
appoint to such sub-committees persons who are not members 
of the Committee but whose special knowledge of the subject 
matter of the inquiries will be of value. 

6. War conditions must necessarily impose limitations on 
the Committee’s activities and procedure. The difficulties of 
•obtaining accommodation in the large towns and the necessity 
for restricting railway travel will make it impracticable for 
the Committee as a body to tour. It will be possible for small 
.groups or sub-committees to visit particular places for a specific 
purpose but it is hoped that in view of the prevailing 
•conditions the number of members of such groups or sub¬ 
committees will be restricted to the minimum. Reference 
should also be made to the collection of statistical and other 
material. Most provincial administrations have already a very 
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heavy burden to bear owing to the abnormal conditions and it 
will be difficult for them to collect voluminous statistics and 
other material specially for the Committee. Provincial 
Governments, however, have a large amount of material readily 
available in published reports or elsewhere and it is hoped 
that the Committee will find that such material will in most 
cases be adequate for the Committee’s purpose. It will of 
course be possible for the Committee to supplement the 
information available in such reports by examining selected 
witnesses. 

7. Reference has been made above to the preparation of 
plans by Governments for post-war development. It is clear 
that, if the cessation of hostilities is not to find Governments 
unprepared, the completion of such plans cannot be long 
delayed and it is, therefore, important that the results of the 
Committee’s inquiry should be available as soon as possible. 

8. The Government of India are aware that the task which 
.they have entrusted to the Committee is one of great difficulty. 
The great range and variety of problems which go to make 
the single problem of preventing and curing disease and raising 
the general standard of health of the community, the varying 
conditions and stages of development in different Provinces, 
and the special needs of urban and rural areas and of the 
industrial and agricultural populations, are all factors which 
make the subject to be investigated a matter of great 
complexity. In addition the difficulties must inevitably be 
■ enhanced by the present abnormal conditions. The Govern¬ 
ment of India are satisfied, however, that the time has come 
wdien the inquiry must be undertaken and I am to express 
their gratitude to you and the members of the Committee who, 
in spite of other heavy claims on their time, have agreed to 
serve on this Committee.’'’ 

2. We addressed ourselves to the task before us by dividing 
ithe wide field to be covered between 5 Advisory Committees dealing 
with the subjects of (i) public health, (ii) medical relief, (iii) profes¬ 
sional education, (iv) medical research and (v) industrial health. 

These Advisory Committees, which were composed of members 
of the Health Survey and Development Committee and of ad hoc 
co-opted members specially qualified to assist them in their task, 
were entrusted with the work of conducting detailed investigations 
into the subjects allotted to them, close liaison between them 
being ensured,by inter-committee meetings and by periodic joint 
discussions. The composition of these Advisory Committees is 
shown in Appendix 57. It w 7 as felt necessary for the Health 
Committee to establish contact through tours in the Provinces with 
actual health conditions in the country and put to the test of such 
personal investigation as might be possible the character of the 
health services available to the public. For this purpose, the 
Committee was divided into 4 groups whose tours covered every 
Province in India except Assam and Baluchistan. Owing to the 
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limitations imposed by existing difficulties in connection with 
travelling and accommodation and by the over-riding time factor, 
touring had inevitably to be of a very restricted nature both in 
regard to the ground covered and the time expended. The necessity 
for the presentation of our report as early as possible had been 
repeatedly emphasized and any detailed examination of medical’ 
institutions, health conditions and the various health services open 
to the public, which would have postulated close and extended' 
investigations, was therefore impracticable. 

It may be remarked that the Good enough Committee in the 
United Kingdom, with very much more restricted terms of reference- 
covering as they did only the subjects of medical education and 
research and dealing with a country much smaller and more 
homogeneous than India, took about 26 months to complete its 
task. We have taken the same period of time to produce our 
Report which covers a much wider field and deals with more 
complex and difficult conditions. The visits paid to the Provinces- 
had, for the reasons stated, perforce to be shorter and more cursory 
than we should have liked them to be. Nevertheless even these- 
visits served a most useful purpose in disclosing defects and 
lacunae in the medical services available to the country, in showing 
some of the more important weaknesses in the existing medical 
and public health organisation and in establishing contact with 
interested public opinion, professional and otherwise, at various- 
centres in the country. 

3. A list of subjects under our consideration was prepared in. 
some detail and copies of it were circulated to the Provincial 
Governments with a request for comments and suggestions im 
regard to any in the wide range of subjects included in the list. 
Individuals and organisations were invited to give - written and 
oral evidence before the Committee’s touring groups in respect of 
any particular problems in which they might be specially 
interested. - Retailed questionnaires were drawn up by the Advisory 
Committees and were sent to the Heads of Medical Departments in 
the Provinces, to the Principals of Medical Colleges, Superinten¬ 
dents of Hospitals, Public Health Authorities, all Medical 
Associations in the country and to a number of individual medical 
men and social workers in the Provinces. As a result of these 
requests for evidence, criticism and suggestions, over 200 memo¬ 
randa were received and about 450 witnesses offered themselves for 
examination by the Touring Groups, the Advisory Committees and 
the main Health Committee itself. Information in regard to the- 
written memoranda considered by us is given in Appendix 58 of 
Volume III. Wherever it was possible to draw upon the experience 
of professional men and social workers outside our own ranks, the 
various Advisory Committees took full advantage of this source of 
assistance. Expert Committees composed of such individuals with 
special knowledge or experience of the subjects concerned were 
constituted to advise them in regard to basic medical educa¬ 
tion, dental education, pharmaceutical education, tuberculosis, 
mental hygiene and medical' research. A special conference of 
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representatives of the nursing profession in India was held under 
•our auspices to survey existing conditions and make recommenda¬ 
tions for the future. We also had the privilege of discussions 
with Mr. Yeatts in regard to vital statistics and the population 
problem and with 1’rofessor B. P. Adarkar on the subject of medical 
benefits for workers. We desire to express our deep sense of 
•obligation to all those who gave so freely of their time, and at 
•considerable sacrifice of personal convenience, travelled long 
•distances to place their great technical knowledge and experience 
;at our disposal in connection with our work. 

At an early stage of our deliberations, we recognised that a 
study of the health work and services in foreign countries would be 
• of the utmost value in formulating our own proposals. This, 
'however, was found to he impracticable. Not only did the 
limitations imposed by the time factor render this so but the 
•difficulty of transport for what would have had to be a considerably 
large and representative delegation of the Committee, put visits 
-abroad out of the question under existing conditions. The next 
best course hod, therefore, to he adopted and G distinguished 
workers in the medical world from the United Kingdom, the United 
States and Australia were invited to come to India to assist us in 
•our task. They were followed later by a representative of the 
Soviet Government and the Committee had the benefit, at an early 
stage of its sittings, of meeting Professor A. V. Hill, F.R.S., and 
•discussing with him problems pertaining to medical education and 
medical research. The main object of inviting these visitors from 
abroad was not to seek adviee in regard to our own peculiar 
problems but to obtain from workers of the highest standing in 
their respective countries with practical experience of many 
•common problems, information as to how these were being dealt 
with elsewhere, what difficulties had been experienced and what 
the trends of thought were in countries most advanced in providing 
medical and public health services for their people. Further, by- 
showing them conditions as they exist in India, we hoped to 
■ascertain how far these conditions were comparable with those 
prevailing in their respective countries so that we might be able 
to draw, with greater confidence, our own conclusions as to how 
far measures adopted elsewhere were likely to be fruitful in the 
•case of India. 

In regard to Russia, we were particularly anxious to know 
■something about the conditions which prevailed before the drive 
began to improve medical and health facilities for the Russian 
people, how far those conditions approximated to conditions 
prevailing at the moment in India and by what measures the great 
■success that has been attained under the Soviet regime in this 
regard was achieved. 

We wish to record our debt of gratitude for the most valuable 
assistance we have derived from our contact with these visitors 
and the detailed information which they r made available to us 
ithrmigh an examination conducted by us over many days. 
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Nor must we forget to mention the most valuable help we 
received from Lt.-Col. C. A. Boztnan, the Acting Public- 

Health Commissioner and Lt.-Col. 1). P. McDonald, 
without whose ungrudging assistance we should not have been- 
able to complete our task in the time that we have. 

A part-time committee such as ours is peculiarly dependant, 
on its Secretariat and we feel we must make specific mention, 
of the willing and efficient help we received from ours. IV 
Dr. K. C. K. E. Raja, our Secretary, we owe a very special debt.. 
His knowledge, experience and capacity for work proved to be a 
never-failing reservoir from which we drew heavily at every turn. 
We desire to make specific acknowledgment of the invaluable- 
assistance he lias given to us. We should also like to express our 
warm appreciation of the work of our Assistant Secretary,. 
Mr. Dwarka Dass, who kept the machinery of our Secretariat 
working at a remarkably high level of efficiency under most 
difficult and trying conditions. 

Finally, to our Joint. Secretaries, who never spared themselves,, 
we are also greatly indebted for their devoted labours. 


CHAPTER I 


A BRIEF SURYEY OF THE STATE OF THE PUBLIC HEALTH" 

1. In this volume of our report we shall attempt to draw a. 
picture of the state of the public health in the country and of the 
existing health organisation. While the succeeding chapters will- 
deal with various aspects of health administration in some detail, we 
shall endeavour here to give a bird’s eye view of the situation. 
In attempting to do so it seems essential to exclude the abnormal 
conditions which arose out of the world war. The entry of Japan, 
into the war in December 1941 marked the stage at which war 
conditions began to have serious adverse effect on India. The 
statistical and other information, which have been included for- 
the purpose of throwing light on the state of the public health, 
have generally been limited to the year 1941 and ihe preceding 
period of ten years, 

2. The term health implies more than an absence of sickness in- 
the individual and indicates a state of harmonious functioning of the- 
body and mind in relation to his physical and social environment, so- 
as to enable him to enjoy life to the fullest possible extent and to- 
reach his maximum level of productive capacity. In every commu¬ 
nity there are three classes of persons, namely, those whose level 
of health is so low that they are victims of disease, others who, 
while they manifest no definite signs of sickness, are yet so- 
devitalised that the possible range of their physical and mental 
achievements is considerably restricted and a third class consisting 
of those who are blessed with an abundance of life and vigour. 
An assessment of the state of the public health in a country should,, 
therefore, he based on information relating to all these three 
classes of people, But data regarding positive health are more 
difficult to collect than those relating to sickness and mortality 
and, in all countries, statistical and other information regarding 
the formeT is available on a much more limited scale than informa¬ 
tion in respect of the latter. This is particularly so in India,, 
and in the brief review of health conditions presented in the- 
succeeding paragraphs, attention will be confined mainly to 
statistics of ill-health and death. 


Tabi.e I.—A comparison of Indian mortality rates and expectation 
of life u-ith those of certain other countries 



Country 

Death 

rate 

(1937) 

i 

Infantile 

mortality 

Expectation of life at birth 

No. 

rate 

(1937) 

Males 

Females 

1 

New Zealand 

1 

9-1 

31 

65-04 

67-88 (1931). 

*2 i 

Australia 

9-4 

38 

63-48 

67-14 (1932-34). 

3 

Union of South Africa . 

10-1 

37 

57-78 

61-48 (1925-27). 
(European popula¬ 
tion). 

4 

Canada 

10-2 

76 

59-32 

61-59 (1929-31). 



CHAPTEB I 


Table I.— 4 comparison of Indian mortality rates and expectation 
of life with those of certain other countries —contd. 


Serial 

No. 

Country 

Death 

rate 

(1937) 

Infantile 

mortality 

rate 

(1937) 

Expectation of life at birth 

Males 

Females 

5 

United States of America 

11 2 

54 

59-12 

62-67. 






(White population). 





47-55 

49 51. 






(Negro population). 






(1929-31). 

6 

Germany 

11-7 

64 

59-86 

62-75 (1932-34). 

•7 

England and Wales 

12-4 

58 

58-74 

62-88 (1930-32). 

8 

Italy .... 

14-2 

109 

53-76 

56-00 (1930.32). 

9 

France 

15-0 

65 

54-30 

59-02 (1928-33). 

JO 

Japan .... 

17-0 

106 

44-82 

46-54 (1920-30). 

11 

Java yt 

18-8 




12 

Palestine . . tB 

18-9 

153 



13 

Federated Malay States 

19-9 

147 



14 

Ceylon 

21-7 

158 



15 

British India 

22'4 

162 

26-91 

26-56 (1921-30). 

16 

St. Settlements 

22-5 

156 



17 

Egypt .... 

27-2 

165 




3. It will be seen that India's death rates for the community, 
:as a whole, and for infants (children under one year of age) rank- 
high in comparison with the corresponding rates of most of the 
countries mentioned above. The rates relate to 1937 because they 
are the latest available from the annual epidemiological reports 
of the League of Nations. Similar rates for British India 
in 1941 were 21'8 per 1,009 population and 158 per 1,000 live 
births; they do not affect the position of India in the tabular 
statement. The level of health in the country, as judged by these 
rates, is therefore low. The figures for expectation of life tell the 
same tale because they express, in terms of the probable length 
of life of the individual, the cumulative effect of the specific 
mortality rates at different ages in respect of the two sexes: the 
higher the specific death rates in a community the smaller will 
be the expectation of life. 

4. The specially vulnerable groups in any community are 
children, particularly those in the first year of life, and old people. 
In addition, women at the reproductive ages are exposed to special 
risks during pregnancy and child-bearing, and maternal morbidity 
and mortality are factors which require special consideration in 
estimating the state of the public health. 
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A BRIEF SURVEY OF THE STATE OF THE PUBLIC HEALTH 


The rates of mortality among infants and children and among 
mothers are examined below in greater detail. 

'Deaths among Infants and Children 

5. Deaths among infants and among children under 10 years of 
age in British India and in England and Wales are shown below 
as percentages of the total deaths at all ages in the two countries. 

Deaths at specific age-periods shown as percentages of the 
total deaths at all ages 


— 

Under 

one 

year 

1-5 

years 

5*10 

years 

Total 

under 

10 

years 

i British India (average for 193A-39) . 

| 

24-3 

]8'6 

65 

48-4 

England & Wales (1938) .... 

6-8 

i 

21 

ii 

100 


It will be seen that, in India, nearly half the total deaths 
are among children under 10 years of age and that, of the mor¬ 
tality in this age group, one half takes place within the first 
year of life. Tne percentage for England and Wales in every 
age group shown above is very much smaller. 

Maternal Mortality 

6. The recorded rates for maternal mortality in the provinces 
vary considerably, ranging from such low figures as 0 06 per 1,000 
births to about 12 per 1,000. These figures give an incorrect 
picture of the actual situation as revealed by special enquiries 
conducted in limited areas in different parts of the country. 
Taking into consideration the results of these enquiries, a special 
Committee appointed by the Central Advisory Board of Health 
to report on maternity and child welfare work in India came 
to the conclusion in ” 1938 that the rate for the country .as 
a whole “is probably somewhere near 20 per 1,000 live 
births ” 

7. It has been estimated that, in British India, mffternal deaths 
total annually about 200,000. With such a large mortality, the 
number of women suffering from varying degrees of disability 
and discomfort as a result of child-hearing must he very much 
larger, probably about four millions if estimates,^ made elsewhere, 
of the proportion of oases of mortality due to maternal causes to 
those of morbidity from the same causes can be iaken as an 
approximate guide for India. It is clear that any plan for 
improving the health of the community must pay special attention 
to the development of measures for adequate health protection to 
■mothers and children. 
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The Prevalence of Diseases 

8. The average annual numbers of deaths in British India, 
during 1932-41, from the epidemic diseases of cholera, smallpox 
and plague and from certain groups of causes, under which the 
remaining deaths are compiled, are shown below. The figures in 
brackets give the deaths under each head as percentages of the 
total number of deaths. 


Average Annual Death* in British India., during 1932-1941 , 
excluding Burma 


Cholera 

Smallpox 

Plague 

Fevers 

Dysentery 

and 

diarrhoea 

Respira¬ 

tory 

diseases 

Other j 
causes ; 

Total. 

144,924 

(2-4) 

09,474 

(M) 

30,932 

(0-5) 

I 

3,622,809 

(58-4) 

261,924 

(4-2) 

471,802 

(m 

1,399,490 

(23-8) 

6,201,434 

(100-0) 


A striking feature of this table is that a number of diseases 
are grouped under such headings as * fevers ’, ‘ respiratory 
diseases’ and ‘other causes’. The reason for this is that the 
organisation for reporting births, deaths and cases of infectious 
diseases is of a primitive type, particularly in the rural areas, 
where the greater part of the population lives. In these areas 
the village watchman is the reporting agent and the degree of 
accuracy regarding the cause of death is so low that only classi¬ 
fication into such large groups such as ‘ fevers ’ and ‘ respiratory 
diseases ’ seems to be justified. The largest single cause oi death 
under ‘fevers’ is undoubtedly malaria and, under ‘respiratory 
diseases tuberculosis. In the sections dealing with these 
diseases we have attempted to give as much information as is 
possible regarding their incidence but, in the absence of a well- 
developed health organisation over the country as a whole, and 
of a satisfactory agency for the registration of vital statistics,, 
any estimates that are made in respect of these and other diseases 
must necessarily be conjectural. As regards cholera, smallpox 
and plague the people are familiar with their symptoms and, 
although no completeness of registration can be claimed, the 
recorded figures give a clearer indication of their incidence than 
in respect of most other diseases. These three (cholera, smallpox 
and plague) together contributed only 4-0 per cent, of the total 
mortality during the period 1932-41. Thus, compared with 
malaria and tuberculosis, the total extent of suffering, incapacita¬ 
tion and death caused hr them appears to be definitely smaller. 
Nevertheless, it must be remembered that a disease like smallpox 
is perhaps more easily prevented than most other infectious diseases- 
and should have been prevented long ago. India continues to he 
the largest reservoir of smallpox infection, although vaccination 
against it was the first preventive measure introduced into the 
eountrv and has been practised on a large scale for the past 
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seventy, or eighty years. The reasons for the failure to eliminate 
the disease or to reduce its incidence to negligible proportions are 
many, but their detailed consideration in this brief review of 
existing conditions does not seem justified and has, therefore, been 
postponed to that portion of the report which deals with smallpox. 

9. Endemic diseases such as leprosy* filariasis, guineaworm 
infection and hookworm disease are responsible for a considerable 
amount of morbidity in the country, although their contribution 
towards mortality is relatively small. Special investigations 
carried out in different parts of the country have thrown light on 
the extent of incidence of these diseases. Such information as is 
available will be given in the chapter dealing with the history of 
the chief diseases. 

10. To sum up, the present low state of the public health in India, 
is reflected in the wide prevalance of disease and the consequent 
high rates of mortality in the community as a whole and, in 
particular, among such vulnerable groups as children and women 
in the reproductive age period. It is considered that at least 50 per 
cent, of the existing mortality in the country is preventible and 
should therefore be prevented. 

CAUSES OF THE LOW LEVEL OF HEALTH IN INDIA 

11. The maintenance of the public health requires the fulfilment 
of certain fundamental conditions, which include the provision 
of an environment conducive to healthful living, adequate 
nutrition, the availability of health protection, preventive and 
curative, to all members of the community irrespective of their 
ability to pay for it and the active co-operation of the people in 
the maintenance of their own hea'lth, The large amount of pre¬ 
ventible suffering and mortality to which reference has already 
been made is mainly the result of an inadequacy of provision in 
respect of these fundamental factors. Environmental sanitation 
is at a low level in most parts of the country, mal-nutrition and 
under-nutrition reduce the vitality and power to resistence of 
an appreciable section of the population and the existing health 
services are altogether inadequate to meet the needs of the people, 
while lack of general education and health education add materially 
to the difficulty of overcoming the indifference with which the 
people tolerate the insanitary conditions around them and the 
large amount of sickness that prevails. 

The causes responsible for the present low level of health are 
considered below in greater detail. 

The Prevalence of Insanitary Conditions 

12. The wide prevalence of insanitary conditions in rural and 
urban areas is so well known that it seems hardly necessary to 
provide any evidence in support of it. Existing provision for the 
disposal of night-soil and rubbish and for protected water supply 
will be discussed in those sections of the report which deal with 
them, and we need not go into these details here. But, in order to 
give some idea of the conditions prevailing in the rural areas, 
we may quote the results of certain surveys of the villages in the 
Punjab carried out by tbe Public Health Department of that 
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Province. The Director of Public Health took the following as 
■criteria for wh&t he termed a “ sanitated village ” : — 

1. a water supply protected from surface contamination; 

2. drains for the removal of waste water; 

3. regular removal of filth and refuse outside the village to 

a place prepared for their reception. 

The Director of Public Health pointed out i^ his annual report 
for 1936 that, of a total of 35,871 villages in the province, only 
382 villages distributed over 27 districts (or about 1 per cent.) satis¬ 
fied these conditions and could be considered as “ sanitated As 
the result of a continued drive to improve village sanitation, the 
number of “ sanitated ” villages rose to 5,470 by 1943 or 15-2 per 
cent, of the total. The criteria laid down can be considered as 
only minimum standards of environmental sanitation and, although 
some progress has been achieved in this province, much more 
remains to be done. Similar information is not available for 
other provinces but there is no reason to assume that the conditions 
in. them are in any way better than in the Punjab, Indeed, it 
may well be that, in some, they are worse. 

Nutrition 

13. Defective nutrition may take two forms resulting either 
from an ill-balanced diet, which fails to provide the required 
constituents of food in their proper proportions, or from the energy 
value of the food being insufficient to provide for all the activities 
of the individual concerned; the former constitutes mal-nutrition 
and the latter under-nourishment. Many persons suffering from 
under-nourishment are also the subjects of mal-nutrition. Both 
these forms of defective nutrition impair the health and working 
capacity of human beings. Continued under-nourishment produces 
a state of semi-starvation. Dr. Aykroyd, the Director of the Nutri¬ 
tion Research Laboratories, Coonoor, has said that an insufficient 
and ill-balanced diet is typical of the food consumed by millions in 
India. 

14. In India about 80 to 90 per cent, of the food consumed by 
the people consists of cereals. Such figures as are available suggest 
that the average annual production of cereals in the country in 
1939-43 fell short of the necessary requirements of the population 
by about 22 per cent.* In regard to other articles of diet such as 
vegetables, fruits, milk, meat, fish and eggs the quantities now 
produced will have to be increased several times before adequate 
amounts will become available for the proper nutrition of the 
people. It will thus be .seen that the diet of the population as a 
whole is seriously defective both in quality and quantity. 

Inadequacy of the existing Medical and Preventive Health Organisations 

15. This question may be considered from the point of view of 
the strength of health personnel, the number of medical institu¬ 
tions, the quality of service rendered by them and the bed strength 
available for the hospitalisation of patients. 

* Report of the Food Grains Policy Committee, Government of India, 
(1943) quoted by the Report of the eleventh meeting of the Nutrition 
Advisory Committee of the Indian Research Fund Association (March 1944). 
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16. Some idea of the magnitude of the task to be accomplished 
in increasing trained personnel of various types within the next 
25 years may he obtained from the following figures: — 


Class of 
personnel 

Number 

avail- 

able 

now 

Ratio of numbers 
in column 2 to 
the present 
population of 
British India 
(300 millions) 

Existing 
ratio in the 
United 
Kingdom 

Suggested 
ratio to be 
attained in 

1971 in British 
India with an 
estimated 
population of 
370 millions 

Number 
required' 
in 1971 

i 

2 

3 

4 

5 

6 

Doctors . 

47.400 

1 to 6,300 

l to 1,000 

1 to 2,000 

185,000 

Nurses 

7,000 

1 to 43,000 

1 to 300 

1 to 500 

740,000 

Health visitors 

750 

l to 400,000 

1 to 4,770* 

1 to 5,000 

74,000 

Midwives 

5,000 

1 to 60,000 

-1 to 618t 

1 to 4,000 (or 
l per 100 
births) 

92,500 

JQ u a 1 i fled 
Pharrn cists. 

75 

1 to 4,000,000 

1 pharmacist 
to 3 doctors 

1 pharmacist 
to 3 doctors 

62,000 

Q u a 1 i fi ed | 
Dentists J 

1,000 

1 to 300,000 

1 to 2,700 

1 to 4,000 

92,500 


We have given existing standards in the United Kingdom hut 
have suggested for India lower ratios as the targets to be aimed at 
during the next quarter of a century. The reason is that the 
available numbers in the various categories of personnel are so small, 
that even the attainment of the suggested ratios by 1971 will involve 
concerted, intensive and unremitting effort, on an unprecedented 
scale, by the authorities concerned. The figures in column (2) 
are based on information obtained from the Provincial authorities 
and relate generally to 1942 or 1943. The population of British; 
India on which the ratios in column (3) are based is estimated 
at 300 millions. The population in column (5) is estimated as 
370 millions by the year 1971. The increase of population, 
in British India between 1911 and 1941 was approximately 
64 millions. Even if the rate of growth remains the same, the 
increase in a particular decade will be influenced by the size of 
the population at the beginning of that period, and the relatively 
large increase in India’s population during 1921-41 may, there¬ 
fore, be expected to make the absolute increase in the later decen- 
nium relatively higher. Nevertheless, it has been assumed that 
the probable increase during the next thirty years will not exceed 
75 millions and the estimate for 1971 is therefore taken as. 
370 millions, as the enumerated population of British India in 1941 
was about 295 millions. 

17. Of the 47,400 doctors available in the country only about 
13,000 are reported to be on the staff of medical institutions main¬ 
tained bv Governments and other agencies. The remaining 

* Based on 1935 figure. 

t Based on 1943 figure. 

X Persons who have had training acceptable in countries where legislation, 
controlling pharmacy exists. 
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medical men must therefore be in private practice. The tendency 
is for the latter to concentrate in urban areas. For instance, in 
Bengal, the ratio of doctors to the population is three and a half' 
times more in urban than in rural areas. In Sind the proportion 
is much higher, the doctor to population ratio in urban centres 
being about 49 times that for the rural areas. When it is remem¬ 
bered that about 90 per rent, of the total population live in 
villages, the extent to which provision for skilled medical aid is 
lacking in the country as a whole becomes emphasised. 

Before any reasonably rapid expansion of health services can 
be carried out, the available numbers of health personnel under 
the different categories will have to be increased considerably. 
The provision of facilities for training should, therefore, have 
.the highest priority in the health programme we put forward. 

18. The average population served in each province, during 1942 
by one medical institution (hospitals and dispensaries considered 
together) is shown below : — 


Province 

Average population 
served by a medical 
institution in J942 

Province 

Average population 
served by a medical 
institution in 1942 


Rural 

I'rban 


Rural 

l-rban 

.1. Sind* 

22,904 

7,630 

7. OriBBa . 

52,548 


5,276 

2. N.-W.F.P. 

34.053 

9,369 

S. Bombay 

34,927 


7,127 

3. Punjab 

30,925 

15,188 

9. Bibar \ 

62,744 


8,630 

4. Assam 

44,562 

172,962 

10. C.P. it Berar 

66,008 

. 

1,379 

. 5. Bengal 

6. Madras 

37,996 

42,672 

19,730 

28,496 

11. U.P. . 

105,626 


7,668 


•While the exteut of provision for medical relief in urban and 
rural areas varies considerably among the Provinces, the rural 
population has everywhere been less adequately provided for than 
.the urban. The inhabitants of the rural areas live more widely 
dispersed than those of the urban and the medical aid given by 
an institution becomes to that extent more restricted. In the 
United Provinces there were 102,473 villages at the 1941 census 
and the average number of villages for a rural population of 
105,626 shown in the'table is 224. These figures should help to 
give some idea of the inadequacy of the existing provision of 
•medical institutions. 

19. Apart from the insufficient number of hospitals and dispen¬ 
saries available for providing medical relief to the people, the 
quality of the service rendered by these institutions leaves much 
to be desired. During our tours in the provinces we noticed 
that, in most dispensaries and out-patient departments of hospitals, 
the time devoted to patients was so short as to make it perfectly 
obvious that no adequate medical service was given to the people. 
For instance, in one dispensary the average number of cases seen 
in an hour was 75. The time given to a patient, therefore, 
averaged 48 seconds. In another dispensary the time was about 

* These figures relate to the year 1939. 
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a minute. The inadequacy of' the number of doctors employed 
is, therefore, evident. In addition, the medical officers in charge 
-of many dispensaries have, for long periods, been out of touch 
with modern medical practice without an opportunity to work in 
.a well conducted hospital, such as the better class institutions 
located at the headquarters of districts. The quality of the 
medical aid given by such men must necessarily be low. Other 
defects include unsatisfactory conditions in regard to the design 
•of, and accommodation in, medical institutions, considerable over¬ 
crowding in the wards and grave insufficiency of the nursing stab. 

20. We also desire to draw attention to the grave difficulties to 
which the poorer classes are put in securing medical aid at public 
hospitals and dispensaries. They frequently come from consider¬ 
able distances and may have to spend a whole morning before they 
are seen by the doctor. The sympathetic attention and courtesy 
which they are entitled to expect from the hospital stab are often 
;absent. We recognise that the great insufficiency of existing staff 
may, in part, explain this, but we feel bound to drai- the attention 
•of the authorities concerned to these defects in tbt administration 

• of medical institutions in the interests of ensuring a better stan¬ 
dard of service to the people. All the steps that are necessary 
to remove these defects should be taken without delay. Apart 
from the fact that the poorer sections of the community have the 
right to demand fair treatment at the hands of the hospital staff, 
we feel that the one condition which we have stressed for ensuring 
the success of the future health programme, namely, the active 
support and co-operation of the people in the day-to-day func¬ 
tioning of the organisation, cannot be fulfilled without a radical 
■change in the existing state of affairs. 

21. The number of beds available in British India, including 
those for the treatment of general and special diseases, is about 
73,000 or about 1 bed to 4,000 of the population. The following 
figures compare British India with England and Wales and the 
United States of America in this respect: — 

U.S.A.10'48 beds per 1,000 population. 

England and Wales . . 7'14 ,, ,, 1,000 ,, 

British India . . . 024 ,, ,, 1,000 ,, 

22. The question may be considered from another point of view. 
In England it has been estimated that, with the existing morbidity 

: and mortality rates, the minimum standards should be 10 beds 
per 1,000 of the population. On this basis the number of beds 
required for India will be over 40 times the present provision. 
When it is remembered that the mortality rate in England is 

• only half that of India and that the morbidity rate in the iatter is, 
therefore, bound to be much higher than in England, adequate 

, institutional care would seem to require an expansion of hospital 
accommodation which may well be about 80 or 90 times the pre- 
. sent provision. 

23. Some idea of what can be achieved in increasing hospital 
: accommodation can be obtained from wffiat has been done in Soviet 
. Russia within a period of about a quarter of a century. In 1914 
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the number of beds per 1,000 of population was 0 98. By 1910 
it had risen to 4'60, an increase by over four and a half times. 

24. As regards the preventive health organisation, a certain, 
number of provinces have District Health Officers in charge of rural 
health administration in all their districts, some others have such, 
officers only in a limited number of districts, while the remaining 
provinces have the Civil Burgeon in combined charge of medical 
and public health activities. The extent to which health officers, 
have been appointed in municipalities also varies widelv in the 
provinces. The total number of sanitary or health inspectors 
employed in British India is about 3,000 while it has been estimated 
that the number required will be in the neighbourhood of 12,000. 
The existing number of midwives is probably 5,000, while, for 
adequate service to the people, 100,000 are considered nec'essarv. 
The total number of health visitors in the country is about 700 or 
750 while, for the supervision of the work of 100,000 midwives about 
20,000 health, visitors will 'be required. The number of woman 
doctors with special training in maternity and child welfare work 
is about 70 or 8C and, of these, only a dozen are women graduates- 
in medicine with adequate special training in maternity and child 
welfare work. 

25. Thus it will be seen that the existing organisations for 
curative and preventive health work in India are altogether inade¬ 
quate for the tasks with which they are confronted. On the 
medical side, the existing staffs are hardly able to do anything 
more than struggle with the large*numbers of patients crowding 
into hospitals and dispensaries. On the public health side, the • 
energies of the skeleton staff employed in the provinces have, so far,. 
been concerned mainly with measures for the control of epidemic 
diseases, and even this task is being performed with insufficient 
results. A wide expansion of the curative and preventive health 
services should therefore form an important part of our programme ■ 
of future health development in the country. 

General Education and Health Education 

26. The purpose that general education has in view is to develop • 
the individual into a useful citizen; the purpose of health education 
is to inculcate the principles of healthful living in order to secure 
the full co-operation of the individual in the maintenance of his 
own health. Without general education the task of imparting 
instruction in health matters becomes difficult. Apart from 
the handicap that illiteracy places on health education by restrict¬ 
ing the methods of appeal to the spoken word or to visual demon¬ 
stration, education in its wider sense is essential in order to 
promote a general raising of the standard of culture in the com¬ 
munity and to quicken the sense of civic responsibility of the 
individual. The insanitary conditions associated with rural and 
urban life in the country can, to a large extent, be mitigated if 
the individual feels a sense of responsibility towards his neighbour. 
Speaking generally, while the Indian home is kept fairly clean, 
the sense of responsibility of the average person in regard to > 
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community hygiene seems not infrequently to be conspicuous by 
its absence. It is clear that the development of civic conscious¬ 
ness is essential if an improvement of environmental hygiene is 
to be effected. The importance of general education and health 
education for creating this civic consciousness cannot be over¬ 
emphasised. v 

27. The percentage of literate persons in British India at the 1941 
census was only 12'5. Apart from this low figure, the quality of 
general education now imparted in primary schools is of a very 
low standard and a large proportion of the persons, whose educa¬ 
tional career terminates at the primary school stage, lapses into 
illiteracy. 

28. As regards health education, the low standards of personal 
and environmental hygiene met with among large sections of the 
people in urban and rural areas indicate that the measures so far 
taken to educate them in the hygienic mode of life will have to be 
strengthened considerably if their co-operation is to be secured 
for the maintenance of their otvn health and for keeping up a 
high standard of community hygiene. 

The Social Background of Ill-health 

29. In addition to the causes for the low level of health discussed 
in the preceding paragraphs mention should be made of certain 
social factors which are also important in this connection. These 
include unemployment and poverty and certain Bocial customs 
such as the purdah and early marriage. Further, the people view 
with apathy the large amount of preventible sickness and mortality 
which exists in their midst and this outlook has no doubt been 
largely due to the continuance of the existing state of affairs through 
many generations, to which the inadequacy of the available health 
services has been an important' contributory factor. Measures 
designed to change this outlook are essential, if a definite improve¬ 
ment in the public health is to be achieved. 

30. Unemployment and poverty produce their adverse effect on 
health through the operation of such factors as inadequate nutri¬ 
tion, unsatisfactory housing and clothing and lack of proper 
medical care during periods of illness. While recognising that it 
is not within the scope of our enquiry to suggest ways and means 
by which poverty and unemployment should be eliminated, we 
feel that our survey of the causes of ill-health in India will not be 
complete without drawing attention to the profound influence that 
these factors exert on the health of the community. In a reaffirma¬ 
tion of the principles regarding health policy in connection with 
discussions on the Beveridge report, the British Medical Association 
emphasised that “ the health of the people depends primarily upon 
the social and environmental conditions under which they live 
and work, upon security against fear and want, upon nutritional 
standards, upon educational facilities, and upon the facilities for 
exercise and leisure 


* 


xv-4 


British Medical Journal for 7th August 1943. 
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31. The effects of the purdah on the health of those who 
observe this custom are perhaps more marked in respect of 
tuberculosis than any other disease.* In a paper entitled “ Tuber¬ 
culosis in the Zenana ” + dealing with this problem in Ludhiana, 
Dr. Rose A. Riste, Director of Tuberculosis and X-Ray Depart¬ 
ments of the Women’s Christian Medical College, Ludhiana, 
Punjab, has given evidence of the effect that this custom has on 
the incidence of the disease. 

“ The earlier seclusion, including the burqa , of the Moham¬ 
medan girl shows its effect in the earlier rise of her tuberculosis 
death rate, to 44'46 in the 10 to 14 age group as against her 
Hindu sister’s, 1881. Their brothers’ rises were slight: to only 
6‘88 for the Mohammedan youth and to 12-70 for the Hindu. A 
few years later, during the universally critical period of child¬ 
bearing, practically all members of these purdah families get the 
full effect of their seclusion, and their death ratio soars.” 

32. As regards early marriage no information is available from 
the 1941 census. At the 1931 census a rather unusual pheno¬ 
menon was observed, namely, that the proportions of married 
males and females under 15 years of age, which had steadily 
decreased at each successive census after 1881, suddenly showed 
increases in 1931. The relevant figures are quoted from the 
Census of India, Volume I, Part I, 1931. 


Number of married per 1,000 of those aged. 0~15 years 


Sex 

1881 

1891 


1911 

1921 

1931 

Males.. ' , 

63 

39 

170 

59 

102 

54 

150 

51 

77 

Females ..... 

187 

144 

181 


This sudden rise was stated by Dr. Hutton, the Census Com¬ 
missioner, to have been “ due to the enormous number of infant 
marriages which took place in the six months’ interval between 
the passing of the Karda Act and its coming into operation ”. 
He also stated, that, in many cases, “ the children married in all 

* In our opinion the views expressed about the effects of purdah on 
the health of those who observe this custom are erroneous and based upon 
insufficient information of the practice of purdah. To our knowledge no 
scientific investigation has so far been carried out anywhere in India to 
evaluate the effects of purdah alone on health generally and rate of incidence 
of tuberculosis particularly. 

The extract quoted from the report of Dr. Riste seems to us to be based 
upon entirely insufficient data, as we feel that there are several very 
important factors which may be responsible for the rise in the incidence 
of tuberculosis in that particular age group of Muslim girls as against 
their Hindu sisters of the same age group, which do not seem to have 
been taken into account. 

A. H. Butt. 

Khapija Shcffi Tvabji. 

M. A. Hameed. 

+ Indian Medical Gazette, September 1938. 
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this haste were the merest infants”. The Sarda Act came into 
force on 1st April 1930 and it made the minimum age for marriage 
for girls 14 years, which is too low for placing the strain of 
maternity on a growing girl. A social custom which 
impelled the people to marry even infants in anticipation of legal 
prohibition dies hard and, although no later information is 
available regarding the age distribution of married women, it 
may not be unreasonable to assume that child marriages in close 
proximity to the permissible age of 14 must still be common in 
the country. The ill-effects of child marriage on the mother’s 
health are indicated in the following figures for maternal mortality 
quoted from a report on an investigation into the subject carried 
out about 17 years ago in Madras Presidency by the Provincial 
Public Health Department. 


* Age period .Maternal death rate per 

1,000 confinements. 

Under 15 ..40-51 

15 to 19.23-74 

20 to 24 . . ' . —-ajv .... 17-91 


33. The higher risk of maternal mortality at the lower age 
periods is clear. Death is often only the final release from a period 
of suffering and incapacitation. The higher death rate for girl 
mothers is bound to be accompanied by a larger proportion of cases 
suffering from varying degrees of discomfort and disablement in 
comparison with child-bearing women at later ages. 

34. No measures designed to improve existing conditions can 
produce lasting success unless the people are aroused from their 
apathy to tolerate the insanitary conditions around them and the 
large amount of sickness that prevails, can be overcome. Towards 
this end it is desirable that the people should be associated with 
the measures that are undertaken for the improvement of their 
health. A spirit of self-help should be created among the people 
through the development of co-operative effort for the purpose of 
promoting curative and preventive health work. In the pro¬ 
gramme of health development, which we put forward, the need 
tor securing the active co-operation of the people in the day to 
day functioning of the health organisation should be prominently 
kept in view. 

35. To sum up, the factors responsible for the low level of ill- 
health in India include, among others, the prevalence of mal¬ 
nutrition and under-nutrition among appreciable sections of the 
people, the serious inadequacy of existing provision for affording 
health protection to the community and a group of social causes 
■consisting of poverty and unemployment, illiteracy and ignorance 
of the hygienic mode of life and certain customs such as the 
purdah and early marriage. The cumulative effect of these factors 

* Quoted from toe “ Report on an Investigation into the causes of 
Maternal Mortality in the City of Madras ” by Dr. (now Sir) A. Laksh- 
manaswamy Mudaliar. 


19 






CHAPTER I 


is seen in the incidence of a large amount of preventible morbidity 
and mortality in the community. The continued prevalence of 
such conditions for many generations has probably helped to create 
in the minds of the people an attitude of passive acceptance of the 
existing state of affairs. This attitude will have to be overcome 
and their active co-operation enlisted in the campaign against 
disease, insanitation and undesirable personal and community 
habits, if any lasting improvement in the public health is to be 
achieved. 
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CHAPTER II. 

HISTORY OF HEALTH ADMINISTRATION IN INDIA 

Administrative Organisations at the Centre, at the Headquarters of 

Provincial Governments and in Local Areas and their Inter¬ 
relationships 

Introduction 

1. The early efforts of health administrations were directed to 
the alleviation of suffering and to the rehabilitation of the sick. The 
idea of prevention came later, partly as the result of the observation 
that diseases were often communicated from the patient to those in 
close association with him. Thus arose the conception of segregation 
of the sick and of the enforcement of quarantine against those who 
were in contact with patients. These measures were carried out in 
Europe and Asia against diseases such as plague and leprosy many 
centuries before the causes for their incidence had become known. 

2. In the early days, the enforcement of such preventive mea¬ 
sures was sought to be achieved mainly by incorporating these 
practices in the life of the community and by strengthening their 
observance through the compelling force of religious sanction. The 
provision of medical aid to the people developed mainly as a doctor- 
patient relationship, without an attempt to organise the service on 
the basis of meeting the requirements of the community as a whole. 
Religious organisations had frequently a prominent part to play 
in the establishment of such treatment facilities and the range of 
ministration was generally restricted to limited sections of the 
population. The modern conception of a simultaneous application 
of preventive and remedial measures to maintain the health of the 
individual and of the community was absent in those days. Not 
was there an adequate recognition of the role that environmental 
hygiene plays in the preservation of health. The reasons for 
these are not far to seek. It was the development of modern 
sciences, such as bacteriology, parasitology and pathology, in the 
latter half of the last century which brought to the forefront the 
importance of specific organisms as the causative agents for indi¬ 
vidual diseases and indicated clearly the particular modes of spread 
of these diseases. The gradual evohition of rational methods for 
their control was a natural sequel to the development of such 
knowledge. The recognition that patients were active disseminators 
of infection has led to the acceptance of the need for their segre¬ 
gation and treatment. The prevention of the spread of infection 
from the patient to those who are healthy requires, in many cases, 
active interference by man with the natural environment, in order 
to control the multiplication of insect and other carriers of infec¬ 
tion or to remedy the harmful effects of contamination of air, 
water and food by material likely to cause disease, whether it be 
derived from human or other sources. It has thus become recog¬ 
nised that the coordinated application of curative and preventive 
measures can alone help to secure an adequate control over the 
incidence of disease. This remark applies not only to conditions 
of ill-health in which invasion by an outside organism is the main 
causative factor but also to those diseases, such as diabetes or gout, 
where a derangement of the normal functioning of the body is (he 
principal cause. In such cases a change in the previous mode of 
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life of the patient is essential and preventive health work now 
includes, in addition to environmental hygiene on the lines already 
indicated, education of the patient to the adoption of' the desired 
changes in his habits. This comprehensive conception of what a 
community health service should undertake has led to the develop¬ 
ment of modern health administration, in which the State makes 
itself responsible for the establishment and maintenance of the 
different organisations required for providing the community with 
health protection on the wide basis indicated above. It is clearly 
beyond the capacity of individuals or of groups to secure for them¬ 
selves these facilities from their own resources. Moreover, the 
enforcement of many of these measures requires legal sanction and 
governments are alone in a position to arm themselves with the 
necessary legal powers. 

3. It will thus be seen that the active promotion of the public 
health is a comparatively modern conception. We believe that 
Great Britain led the way in the development of health administra¬ 
tion, both in its legislative and administrative aspects. It is less 
than one hundred years since, in that country, legislation towards 
the control and improvement of the health of the individual and 
the community acquired, in the words of the great exponent of 
Preventive Medicine Dr. (later Sir) John Simon, “ the virtue of 
the imperative mood ”. In that country and in the West generally 
the latter half of the nineteenth century saw, aB has already been 
pointed out, a growth in knowledge in all branches of medical 
science far beyond anything that had occurred in the previous 
centuries. The assimilation and application of this knowledge even 
in Europe were a gradual process. In India the rate of progress in 
health administration has been much slower. We shall describe 
briefly below the successive stages of its development. Before doing 
so, reference may be made to one aspect of health administration in 
which Tndia differs from other countries. In the latter the provision 
of medical relief for the community has largely developed in the past 
through the efforts of voluntary agencies and through the growth of 
an independent medical profession. In India, on the other hand, 
medical relief was accepted by the State as its responsibility from the 
beginning. Indeed, it received much more attention than the 
development of those preventive health measures which may collec¬ 
tively be termed “ public health activities ”. In the paragraphs 
that follow we shall confine attention to the development of public 
health administration as apart from medical administration. 

The Development of Public Health, Administration in India 

4. We may refer to four landmarks in the history of public 
health administration in the country. These are: 

(1) the appointment of a Royal Commission to enquire into 

the health of the army in India in 1859; 

(2) the report of the Plague Commission in 1904 following the 

outbreak of plague in 1896; 

(3) the Reforms introduced by the Government of India Act 

of 1919 and 

(4) the Reforms introduced by the Government of India Act 

of 1935. 
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5. The Royal Commission of 1859, which was appointed to 
enquire into the conditions of health of the army in India recom¬ 
mended measures not only for the army but also for the civil popu¬ 
lation. In accordance w r ith its suggestions “ Commissions of Public 
Health ” were established in the provinces of Madras, Bombay and 
Bengal in 1804. The Commissions in Madras and Bengal put 
forward far-reaching recommendations, which included the employ¬ 
ment of trained public health staffs in towns and in districts. But 
these recommendations were not carried out and no comprehensive 
policy in regal'd to the development of preventive health services 
was laid down. Certain administrative posts were, however, created 
at the Centre and in the Provinces. The officers concerned were 
designated Sanitary Commissioners. In addition to advising 
Governments and local bodies on sanitary matters these officers 
were entrusted with the control of vaccination against smallpox 
in their respective areas. In 1888, in view of the recent creation 
of local bodies, municipal and rural, the Government of India 
“ issued a resolution drawing the attention of local bodies and 
village unions to their duties in the matter of sanitation ”, The 
success achieved by such efforts was, however, negligible except 
in the larger cities. Each provincial Sanitary Commissioner had 
only one assistant to work with him and, apart from this lack of 
adequate technical staff, the main emphasis continued to be laid, 
during the period, on the development of medical relief. Medical 
administrators did not give preventive medicine its proper place. 
We recognise that, for this, there was some excuse. The vast 
numbers of India’s Sick presented a field so obviously demanding 
attention that it was to the practice of curative medicine that, by 
far, the majority of the doctors in the State health service turned. 
Lay administrators, therefore, naturally tended to regard provision 
for hospital facilities and attention to the sick as of more import¬ 
ance than arrangements to meet the fundamental requirements of 
the community and the individual in regard to environmental 
hygiene. Without these requirements being met, the attempt to 
cure the sick of a continent, though embarked upon courageously, 
was doomed to failure. 

The Outbreak of Plague in India in 1896 and the Report of the Plague 
Commission in 1904 

6. The outbreak of plague in India in 1896 had a great effect on 
the people and on Government. We may quote in this connection 
the remarks of a former Sanitary Commissioner with the Govern¬ 
ment of India 

“ When plague appeared it was not a new disease to India, 
hut it was new to the present generation of Indians and it has 
exacted a very heavy toll of deaths, all over the country. The 
strangeness of the disease, the unpopularity of the measures taken 
to control it and impotence of these measures, have served to rouse 
the people from their apathy and concentrate the attention of all, 
but especially of the educated classes, on sanitation in a way that 
nothing else could have done. The more enlightened have begun 
to grasp the fact that much of the present sickness is preventable 
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and much of the mortality unnecessary, to realise in short the 
importance of sanitation, the economic value of health and the 
wastefulness of sickness and premature death. This is shown by 
their demand for better water, bettor food, better housing, better 
drainage. The movement once started will certainly increase and 

gather force. At the same time plague has not been 

without its effect on Government. Previous to the advent of this 
disease it had been the generally accepted opinion that sanitation 
was the work of any medical officer and required no special trail¬ 
ing. A special sanitary staff had therefore not been considered of 
any very great importance. When plague appeared the staff was 
inadequate and unprepared; action was taken on general principles 
and sanitary measures were adopted, which, with further study 
of the etiology, we now know, were unsuitable and could do little to 
check the spread of the disease. The waste of life, time, money 
and effort that resulted has impressed on Government the necessity 
of being prepared in future.” 

7. The report of the Plague Commission in 1904 recommended 
the strengthening of the public health services and the establish¬ 
ment of laboratories for research and for the preparation of vaccines 
and sera. The action taken to implement those recommendations 
included the creation of a Medical Research Department under the 
Central Government, the establishment of the Indian Research 
Fund Association for promoting research into medical problems 
and annual grants from the central funds to the provinces to assist 
in the execution of public health works, such as drainage and 
water supply, and in the strengthening of public health personnel 
by additions to the existing posts of Deputy Sanitary Commissioners 
under Provincial Governments and of health officers under local 
bodies. But the total effect of such measures on the health problems 
of a sub-continent like India was necessarily small. Attention was 
directed mainly to urban centres while about 90 per cent, of the 
country’s population lived widely dispersed in villages. Unless 
the preventive health organisation could be brought as close to this 
large section of the community as possible, there was little chance 
of any appreciable reduction in the incidence of preventable 
morbidity and mortality. 

The Reforms introduced by the Government of India Act of 1919 

8. As far back as 1914 the Government of India stated that its 
policy was to keep the control of research under itself but to 
decentralise other branches of health administration by transferring 
them to Provincial Governments. The Government of India Act 
of 1919 gave statutory sanction to this transfer of functions. 
Medical administration, including hospitals, dispensaries and 
asylums and provision for medical education, public health and 
sanitation and vital statistics, with certain reservations in respect 
of legislation by the Indian Legislature, were transferred to the 
provinces. In addition, in the provinces Ministers responsible to 
the legislature were entrusted with the administration of such 
departments as health, education, agriculture aud cooperation. 
The results of these changes were of a marked character. The 
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Ministers were anxious to promote the growth of education, medical 
relief and preventive health measures as far as funds permitted. 
The establishment of trained public health staffs for rural and 
urban areas which the “ Commissions of Public Health ” had 
recommended in the sixties of the last century was taken up in 
earnest and, after the introduction of the Reforms of the 1919 
Government of India Act, the organisation of such services was 
a marked feature in a number of provinces. Indeed, there has 
been, since that time, far greater public health activity in the 
provinces than ever before. 

9. The administrative changes brought about in the provinces 
by the 1919 Act were also accompanied by certain detrimental 
effects. These are mainly in the field of local body health adminis¬ 
tration and we shall deal with them in the section relating to that 
subject. 

10. The health functions of the Centre became reduced, under 
the Act, mainly to India’s international health obligations, includ¬ 
ing port quarantine and marine hospitals, the census and legislation 
in respect of certain subjects such as the interprovincial Bpread of 
infectious disease. 

The Reforms introduced by the 1935 Government of India Act 

11. Under this Act the distribution of health functions between 
the Centre and the Provinces has remained practically unaltered. 
At the same time, a larger measure of autonomy has been granted 
to the Provinces than in the Government of India Act of 1919, 
with the result that the Provincial Legislatures and Provincial 
Governments are unfettered in the development of internal health 
policy and its implementation. It is against this background of an 
existing demarcation of health functions between the Centre and 
the Provinces that we shall have to consider our proposals for the 
development of health administration in India. 

12. Under this Government of India Act there are three lists of 
subjects for legislation, (1) the Federal Legislative List, (2) the 
Provincial Legislative List and (3) the Concurrent Legislative List. 
The subjects included in the first and second lists conform broadly 
to the division of functions between the Centre and the Provinces, 
which we have briefly indicated above. The Concurrent List con¬ 
sists of two parts. Part I includes such subjects as the medical 
profession, lunacy and mental deficiency, and poisons and dangerous 
drugs. Part II includes factories, the welfare of labour and 
prevention of the extension of infectious and contagious diseases 
from one unit, of the Federation to another. In regard to the 
subjects under the Federal and Provincial Lists, the executive power 
is vested in the Central and Provincial Governments respectively. 
In, respect of those under the Concurrent List, the executive power 
is vested in the Provincial Government. For the subjects under 
Part II of this list, the Central Government will, however, have 
the power of giving directions to the provinces if the necessary 
provision for this purpose is made in the Ceafcrtri Act decline with 
any of these subjects. 
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Health Administration at the Centre 

13. Until quite recently, the Central Government used to exer¬ 
cise its main health functions, so far as the civil population is 
concerned, through the Department of Education, Health and 
Ixinds, On 1st September 1945 a separate Health Department was 
constituted, thus fulfilling partially a recommendation which we 
have made in this report. We understand that, while a separate 
secretariat is now in charge of health matters, the Minister res¬ 
ponsible for the portfolio of health has also other subjects to deal 
with. We have recommended that there should be a Minister who 
can devote undivided attention to health administration alone. 

14. Certain other departments of the Government of India are 
also concerned with health functions in specific fields, in pursuance 
of the responsibilities of the Centre under the Federal and Concur¬ 
rent. Lists. For instance, the Labour Department deals with 
factories and the welfare of labour, the Finance Department with 
dangerous drugs and opium, the Home Department with lunacy 
and mental deficiency and poisons, and the Defence Department 
wdth the health administration of cantonments. Further, the Hail¬ 
way Board is concerned with the health of railway employees. 

15. We shall now indicate, in some detail, the functions of the 
Central Health Department. These include the following subjects 
in the Federal and Concurrent Legislative Lists: — 

(1) federal agencies and institutes for research, for profes¬ 

sional or technical training or for the promotion of 
special studies where the research, training or special 
studies are related to medicine or public health; 

(2) port quarantine; seamen’s and marine hospitals and 

hospitals connected "with port quarantine; 

(3) the medical profession and other professions whose activi¬ 

ties are related to medical relief and public health, e.g., 
the nursing profession, the pharmaceutical profession, 
the profession of dentistry and 

(4) the prevention of the extension from one unit to another 

of infectious or contagious diseases. 

16. This Department also deals with those subjects in the 
Provincial Legislative' List which are shown below, in so far as the 
Centre may be concerned : — 

(1) public health and sanitation; hospitals and dispensaries; 

registration of births and deaths; 

(2) local government; 

(3) education, medical and public health; 

(4) supply and distribution of cinchona and quinine; 

(5) adulteration of foodstuffs and drugs and 

(6) scientific societies concerned with medicine and public 

health. 
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Tbe TechnJoal Health Organisation at the Centre 

17. On the technical side the Member in charge of the Health 
Department has two advisers, the Director General, Indian Medical 
Service, and the Public Health Commissioner with the Government 
of India. 

18. The Director General, Indian Medical Service, advises the 
Government of India on all questions of a medical nature. He, as 
head of the Indian Medical Service, is responsible to see that that 
Service is kept up to its strength. He advises Government on the 
promotion of officers to the administrative posts. In peace time 
his technical staff consists of two assistants, a Deputy Director 
General, Indian Medical Service, who is responsible to the Director 
General for the administration of the office establishment and an 
Assistant Director General, who is in administrative control, under 
the Director General, of the civil medical stores depots. The 
Public Health Commissioner with the Government of India acts, 
in addition to his main duties, as Staff Officer on public health 
matters to the Director General, Indian Medical Service. 

19. The Public Health Commissioner is the adviser to the 
Government of India on all public health matters including those 
relating to India’s international health obligations and the medical 

' aspects of overseas pilgrim and emigration traffic, and he is 
responsible to that Government for health administration at air 
and sea ports. He is also responsible for the consolidation and 
issue of vital statistical returns for British India as a whole and 
for an annual report to the Government of India on the health of 
the country. He used to he normally the representative of the 
Government of India on the Office Internationale d’Hygiene 
Publique in Paris and on file Health Committee of the League of 
Nations in Geneva. He has ordinarily two technical assistants, 
a Deputy Public Health Commissioner and an Assistant Public 
Health Commissioner. 

20. Both the Director General and the Public Health Commis¬ 
sioner are closely associated with the promotion of medical research 
in India. The former is the administrative head of the Medical 
Research Department maintained by the Government of India, 
while the latter is mainly responsible for its actual administration 
under the control of the Director General. In the Indian Research 
Lund Association, which is the largest body concerned with the 
promotion of medical research in India, both hold important posi¬ 
tions. They are members of the Governing Body of the Associa¬ 
tion. The Director General is the Chairman of tbe Scientific 
Advisory Board of the Association, which controls the scientific 
aspects of research and recommends the sanctioning of grants for 
speoific enquiries. The Public Health Commissioner is the Secre¬ 
tary of the Association and of its Governing Body as well as of 
the Scientific Advisory Board. He is also in charge of the day 
to day administration of the Association. 

21. In addition to these duties, the two officers participate in the 
health activities of a number of voluntary organisations, either as 
chairmen or as members. These organisations inchide the Indian 
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Red Cross Society, the-Tuberculosis Association of India and the 
Indian Councils of the St. John's Ambulance Association and 
the British Empire Leprosy Relief Association. In addition, 
these officers are also members of certain committees concerned 
with the direction of special fields of health activity such as the 
Central Committee of the Pasteur Institute of India, the Governing 
Body of the School of Tropical Medicine, Calcutta, and the Countess 
of Dufferin Fund. Either one or both of them are on all these 
Committees. It will thus be seen that, apart from the technical 
advice they place at the disposal of the Central Government and 
of the Provincial Governments, if so desired by the latter, they 
are able to assist in promoting the activities of a number of organi¬ 
sations. The first four voluntary organisations are engaged in 
advancing their specific forms of health work on an all-India basis 
through a number of branches in the Provinces and States. 

The Need for Coordination of Central and Provincial Health. Activities 
and the Establishment of the Central Advisory Board of Health 

22. As has already been stated, the provinces are autonomous in 
regard to all matters relating to internal health policy and adminis¬ 
tration. This position has been in existence, to a large extent, 
since 1921 when the Government of India Act of 1919'was brought 
into operation. Since that time the importance of providing machi¬ 
nery for coordinating the health activities of the Centre and the 
Provinces became increasingly evident as the years elapsed. In 
the circumstances, when the Government of India Act of 1985 was 
brought into force in April 1937, the Government of India decided 
that the time had arrived to establish an organisation for bringing 
together the Centre and the Provinces on a common platform to 
discuss health matters. It was also recognised that such discussions 
should bring, within their scope, the Indian States, because the 
contiguity of their territories with British India created common 
problems and interests in health matters. In June 1937 the Govern¬ 
ment of India established the Central Advisory Board of Health 
for this purpose under the chairmanship of the Member in charge 
of Health in the Viceroy’s Executive Council and with members 
consisting of the Health Ministers in the provinces and of repre¬ 
sentatives from a certain number of Indian States (at first three 
States, later increased to four). In addition to the Member in 
charge at the Centre, the representatives of the Government of 
India include the Director General, Indian Medical Service, the 
Public Health Commissioner and representatives of the Defence and 
Railway Departments, because the health problems of the civil 
population are often closely associated with those with which these 
departments are concerned. A woman member is also generallv 
nominated bv the Government of India. The Board has so far 
held five meetings at intervals of about 18 mouths. Various matters 
of common concern in regard to health administration were dis¬ 
cussed at. these meetings and decisions (pvaeticallv unanimous on 
all occasions) were reached. In addition, the Board has made 
definite contributions to the study of specific health problems 
through the reports of the special committees appointed hv it to 
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investigate suck problems. While, therefore, a certain amount of 
valuable work has been done, the recommendations made by the 
Board have, unfortunately, been carried out only to a very limited 
extent. For this the adVerse conditions arising out of the war 
are partly responsible. But we believe that there is another reason 
also. Health planning and its execution must, in our view, be a 
continuous process and, in this process, the nature and range of 
cooperation between the Centre and the Provinces will have to be 
something more than the exchange of views which the meetings of 
the Board have so far provided. If our proposals for health deve¬ 
lopment in the country are to be successfully implemented, active 
cooperation and assistance must take the place of academic discus¬ 
sions at such meetings. While we must defer, to the next volume 
of our report, a discussion of the measures which we consider 
necessary to develop and maintain such cooperation, we may men¬ 
tion here our view that the Centre will have to assist the Provinces 
with financial aid and technical advice in regard to their health 
schemes, if any reasonably rapid advance iB to be effected. We 
mention this only to point out that the provision of suitable 
technical advice b} r the Centre will necessitate the employment of 
a much larger staff than the meagre establishments that now 
exist in the offices of the Director General and Public Health 
Commissioner. Health administration has, indeed, become so 
ramified as the result of developments in various fields that adequate 
technical competence in specific spheres of activity can be attained 
only by prolonged specialisation. 

Central Health Legislation 

23. Legal provisions regarding health matters are scattered over 
some 40 ana odd enactments dealing with diverse subjects. 
Examples are the Quarantine Act, 1825, the Indian Merchants’ 
Shipping Act, 1859, the Indian Penal Code, 1860, the Vaccination 
Act, 1880, the Medical Act, 1886, the Indian Railways Act, 1890, 
the Births, Deaths and Marriages Registration Act, 1896, the 
Epidemic Diseases Act, 1897, the Code of Criminal Procedure, 1898, 
the Glanders and Farcy Act, 1899, the Indian Factories Act, 1911, 
the Indian Steam Vessels Act, 1917, the Indian Red Cross Act, 
1922, the Indian Mines Act, 1923 and the Cantonments Act, 1924. 
These legal provisions were made on different occasions to meet 
varying requirements and their administration is often in the 
hands of different authorities. A programme of future health 
development should take into consideration the need for, and tho 
possibility of, bringing together as many of the health functions 
as possible under a unified authority such as a Ministry of Health 
and of so relating the exercise of health duties still left for 
administration by other authorities, to the general health adminis¬ 
tration of the country as to permit of the enforcement of desirable 
minimum standards of performance in the different spheres of 
activity and of the pooling of all available resources iu personnel 
and material. For instance, in any area, a coordinated programme 
of development of the health services for the general population, 
industrial workers, prisoners and railway employees can avoid 
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unnecessary waste of public funds through the duplication of 
institutions, personnel and equipment in many directions and such 
a programme will also probably promote efficiency. To serve these 
purposes it may be necessary to enact a comprehensive Public 
Health Act. Existing health legislation in various enactments can 
be included in such an Act and, where necessary, amendments and 
additions can be incorporated in order to meet the growing needs 
-of modern health administration. 

The Centrally Ad miniate red Areas 

24. Delhi Province, Coorg, Ajmer-Merwara and Baluchistan are 
under the control of the Central Government and are known as 
Centrally Administered Areas. The health administration of these 
areas, more particularly of the last three, generally leaves much to 
be desired. Mention should be made of the serious attempt made 
to control malaria in the Delhi urban area with a large measure of 
success. 

Health Administration In a Province 

25. Provincial health administration is, under normal condi¬ 
tions, in charge of a Minister responsible to the Legislature. As 
in the case of the Centre this Minister has generally charge of the. 
administraton of a number of other departments also. He has two 
technical advisers who are responsible, subject to his control, for 
the administration of the Medical and Public Health Departments 
respectively. In the three provinces of Madras, Bombay and 
Bengal the former is called the Surgeon General and in most of 
the other provinces, the Inspector General of Civil Hospitals. The 
Officer in charge of the Public Health Department is known as 
the Director of Public Health. In the North-West Frontier 
Province these posts are combined while, in each of the two most 
recently created provinces of Orissa and Sind, a single officer 
controls medical and public health activities for the general popula¬ 
tion as well as the health administration of jails. He is designated 
the Director of Health and Prison Services. In all the other 
provinces the health administration of jails is in the technical 
charge of a separate officer, the Inspector General of Prisons, who 
works under the provincial Minister in charge of prisons. 

2b. Under certain existing rules the post of the head of the civil 
medical service in the Governors’ Provinces. is reserved for a 
certain class of officers in the Indian Medical Service. The right 
of choosing the incumbent of this post rests with the Provincial 
Government, but the selection has to be made from a panel of 
names drawn up by the Central Government. As regards the 
Director of Public Health, the position is different and the Provin¬ 
cial Government may appoint, at its discretion, either an Indian 
Medical Service officer or an officer belonging to the Provincial 
Public Health Service. 

27. Under the provisions of Section 246 of the Government of 
India Act, 1935, a certain number of posts in the provinces has been 
reserved by the Secretary of State for members of the Indian 
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Medical Service. It is understood that one of the reasons underly¬ 
ing such reservation is the acceptance, by the Secretary of State, 
■of the principle that British officers in civil employment under the 
■Crown should be ensured medical service by British medical 
personnel. 

It may also be mentioned that a certain number of posts under 
the Central Government has also been reserved for the civil 
branch of the Indian Medical Service under section 246 of the 
Government of India Act, 1935. 

28. While, in certain provinces, the preventive health service has 
undergone a considerable development during the past two decades, 
in others no such expansion has taken place. The latter, while 
they have a Director of Public Health and a few assistants to 
help him, have not yet organised health staffs for rural and urban 
areas in the districts. In these provinces, preventive health 
■duties form part of the responsibility of the Civil Surgeon in each 
district. The duties of the latter in connection with medical 
administration as well as his professional work in the district 
headquarters hospital and his private practice generally take up 
so much time that the public health functions, which he is 
required to perform, remain largely undischarged. We shall 
content ourselves here with this brief reference to the differences 
between individual provinces in respect of the public health service 
and shall describe in a separate chapter, the existing organisations 
for preventive and curative health work in the provinces and the 
extent to which they are able to fulfil the tasks that are expected 
of them. 

Provincial Health Legislation 

29. In the provinces also, legal provision in regard to health 
matters lies scattered over a number of Acts, and there is therefore 
need for the enactment of consolidated Public Health Acts in the 
provinces also. At present there is only one province (Madras) 
which has a comprehensive Public Health Act satisfying reason¬ 
ably the requirements of modern health administration. 

The Relationship between the Curative and Preventive Departments 
of Health 

30. We may at this stage digress to review briefly the relation¬ 
ship between the curative and preventive departments of health 
both at the Centre and in the Provinces. 

31. At the Centre the Public Health Commissioner deals directly 
with the Government of India in matters relating to international 
health and he is responsible to that Government for sea and air 
port health administration. In these and in the collection and 
publication of epidemiological information from the provinces, 
he functions in an independent capacity and is not subject to the 
control of the Director General. On the other hand, he acts 
as a “ staff officer in public health ” to the Director General as 
regards the administration of the Medical Research Department 
and certain institutions maintained by the Central Government. 
Again, in respect of research, there is close relation between these 
officers, as the Director General is the Chairman and the Public 
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Health Commissioner the Secretary of the Scientific Advisory 
Board of the Indian Research Fund Association. At the Centre 
the position seems therefore to tie that, while the Public Health 
Commissioner is independent of the Director General in respect 
of health matters generally, he is, in certain respects, subordinate 
to that officer. While there exists some difference between indi¬ 
vidual provinces in the relationship between the officers in charge 
of the two departments, the position is, broadly speaking, that, 
the two departments function independently of each other. With 
the large expansion of the Public Health Department in a number 
of provinces after the introduction of the Reforms under the 1919 
Government of India Act, the independent existence and separate 
functioning of the two departments have become well established 
in such provinces. Before the expansion took place the Civil 
Surgeon was in charge of both curative and preventive duties and, 
if there was a recognition of the need for developing public health 
work (as in the case of the province of Madras), the method 
adopted to deal with the extra work was to give the Civil Surgeon 
a Sanitary Assistant with the status of an Assistant Surgeon in 
the provincial medical service. 

32. The separation of the two departments has, in our view, 
helped to secure greater attention and support for the relatively new 
and developing preventive health service. At the same time, with 
the lapse of years, the results of their working independently of each 
other and of the consequential incoordination of effort' are becoming 
more and more evident. In many branches of health activity the 
curative and preventive aspects cannot be separated without lower¬ 
ing the efficiency of the service to the people. For instance, a 
maternity and child welfare organisation cannot be built up on 
satisfactory lines without including in it the service which health 
visitors and midwives give in the homes of the people as well as 
the facilities for diagnosis and treatment required in respect of 
many forms of maternal ill-health and for the institutional care 
of difficult cases of childbearing, which the medical department 
can provide. These remarks apply equally to the control of infec¬ 
tious diseases, including tuberculosis, leprosy and venereal diseases. 
Even in those provinces in which the preventive health service 
has been best developed, the existing organisations are so under¬ 
staffed and so ill-equipped with institutional and other facilities 
that the service they are able to offer to the people is of a very low 
standard. If the two departments are to function separately an 
unnecessary duplication of institutions, personnel and equipment 
seems inevitable, if reasonable standards of service are to be 
attained. In putting forward our proposals for the country’s 
future health service, the question will therefore have to be consi¬ 
dered as to whether the two departments should continue to work 
separately or whether they should coalesce into a single organi¬ 
sation. 

Health Administration in Local Areas 

33. Local bodies are responsible for health administration in 
their respective territories. The legal provisions defining their 
duties and powers are incorporated in the Self-government Acts 
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which, have brought them into existence. Large municipal cor- 

E orations such as those of Calcutta, Bombay, Madras and Karachi 
ave been constituted by special Acts. Other municipalities in the 
provinces, in which these cities are situated, and all municipalities 
in other provinces are governed by a single municipal Act in each 
province, passed by the Provincial Legislature concerned. 

34. District Boards constitute the local authorities for the non¬ 
municipal areas in the districts. In some provinces, e.g., the 
Punjab and Bombay, Local Boards, whose jurisdiction covers a 
limited part of the District Board area, also exist and these are 
subordinate to the District Boards. In addition, smaller units of 
local self-government, such as Village Panchayats exist in certain 
provinces and Union Boards in others. These are subject to the 
control of the District Board. 

35. Broadly speaking, the powers conferred on these authorities 
in respect of health matters relate to general sanitation, control of 
infectious disease, regulation of housing construction, control of 
the purity of food and water supplies, abatement of nuisance and 
registration of vital statistics. The health duties and powers 
conferred on the different types of local bodies vary, however, to 
a considerable extent. Municipal authorities have generally larger 
powers than rural local bodies. 

36. Speaking generally, all local bodies have the power to 
appoint and control their own establishments, including the health 
staff. In certain provinces, however, Provincial Governments have 
made themselves responsible for the maintenance of cadres of health 
officers for both urban and rural areas, e.g., Madras and the 
United Provinces. In the Punjab provincialisation of the service 
of health officers has been carried out only in respect of the rural 
areas. In those provinces in which local bodies appoint their 
own health officers, control by the Provincial Government is ensured 
by the statutory requirement that the prior sanction of the latter 
should be obtained for their appointment or dismissal. Other 
members of the public health staff maintained by local bodies are 
generally appointed and controlled by the local authorities them¬ 
selves. 

37. The general level of efficiency of health administration by 
local bodies is low. Some of the causes which contribute to this 
state of affairs are: — 

(1) the financial resources of these bodies are, in the majority 
of cases, insufficient to maintain adequate services 
staffed with well qualified personnel; 

(2) the executive power is generally vested in an elected 
Chairman who often finds himself powerless to enforce 
the law against vested interests in the absence of a 
public opinion sufficiently strong to demand such 
enforcement in the interests of the community and 

(3) the local health officer and the Provincial Director of 
Public Health can only give advice to the Chairman and 
cannot ensure that such advice will be carried out even 
where it is urgently required in the public interest, as 
in the case of measures to control epidemics. 
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38. It may be mentioned that legislative and administrative 
^measures taken by the Government of Madras have helped to remedy 

such defects to a large extent in that province. For instance, 
the executive powers of the Chairmen of municipalities in the field 
of general administration have been transferred statutorily to 
Commissioners appointed and controlled by the Provincial Govern¬ 
ment. The executive powers relating to health administration 
have been transferred to the local health officer. The Director of 
Public Health has been empowered to make recommendations to 
local bodies regarding the measures he considers necessary to 
improve local health administration and, subject to the concurrence 
of the Provincial Government, he is entitled to enforce the execu¬ 
tion of these recommendations by the local authorities concerned. 
As regards expenditure on local health administration, municipali¬ 
ties are required to set aside 30 per cent, and district hoards 
12| per cent, of their respective, annual reveuues for this purpose. 

39. The ultimate responsibilitv for the. improvement of local 
health administration rests on the Provincial Government concerned, 
administration rests on the Provincial Government concerned, 
which has been, given by the Provincial Legislature consider¬ 
able powers of supervision and control over the administra¬ 
tion of local bodies. It can also acquire any further powers that 
may be required. Madras has shown the way as to how, through 
combined legislative and administrative measures, a much needed 
improvement in this field of administration can be effected. 
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CHAPTER III. 

MEDICAL RELIEF AND PREVENTIVE HEALTH WORK IN 
THE PROVINCES 

1. Having considered briefly in the previous chapter the adminis¬ 
trative organisations for medical relief and preventive health 
work in the provinces, we shall describe here, in some detail, the 
existing facilities in these two fields of health administration. W e 
shall deal with medical relief first. 

Medloal Relief 

2. In the three provinces of Madras, Bombay and Bengal the 
administrative officer in charge of the medical department is 
known as the Surgeon General, while in other provinces the corres¬ 
ponding officer is the Inspector General of Civil Hospitals. The 
officer responsible for medical administration in a district is the 
civil surgeon. He is in charge of the district headquarters 
hospital, is the inspecting officer for all other public hospitals and 
dispensaries in the district and is, in ceftain provinces, responsible 
for public health administration also. In addition many calls 
are made on his time by his having to serve on various committees, 
official and voluntary, which are interested in health problems. A 
district is divided into sub-divisions which are normally in the medi¬ 
cal charge of an officer of the provincial medical service, who holds 
a medical degree. He administers the sub-divisional hospital and 
looks after dispensaries in his own area. The hospitals and dispen¬ 
saries in a sub-division are usually under the control of Government 
or of local bodies. The medical officers in charge of these are gene¬ 
rally provincial service men with the qualification of licentiates. 

3. In order to indicate the extent of medical relief available to 
the people we propose to give a series of tabular statements in 
which are shown the number of registered medical practitioners 
and of medical institutions as well as the staff and bed strength 
of the latter in individual provinces. We shall first deal with 
registered practitioners in the provinces. 


Medloal Practitioners (1941-42) 





Doctors*' registered 

Ratio of 
registered 
medical 
practitioners 
to population 

Provinces 



Gradu¬ 

ates 

licen¬ 

tiates 

Total 

Assam ..... 
Bengal ..... 
Bihar 



191 

4,586 

991 

1,165 

7,690 

2,262 

1,359 

12,276 

3,253 

1 to 7,509 

1 to 4,913 
l to 11,171 

Bombay ... 

•Central Provinces and Berar . 
Delhi. 



4,430 

279 

174 

4,971 

874 

82 

9,401 

1,153 

256 

1 to 2,218 

1 to 14,582 

1 to 3,586 

Madras ..... 
North-Weet Frontier Province , 
Orisaa. 



2,974 

121 

129 

5,056 

161 

535 

8,030 

282 

064 

1 to 6,145 

1 to 10,773 

1 to 13,145 

Punjab. 

Sind. 

United Provinces 


1 

1,994 

155 

1,827 

4,330 

323 

2,421 

6,324 

478 

4,048 

1 to 4,494 

1 to 9,487 

1 to 13,586 

Total 

• 


17,654 

29,870 

47,524 

1 to 6,300 
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4. Taking the population of British India as 300 millions, the 
proportion of doctors to population (considering graduates and 
licentiates together) is approximately 1:6,300. In England and 
the United States of America the corresponding proportions are 
1:1,000 and 1:750 respectively. We feel that, in comparing such 
ratios, great caution should be exercised because a number of 
factors must be taken into consideration in determining the opti¬ 
mum proportion of doctors to the population. Such factors include 
the incidence of morbidity in the community; the type of medical 
relief which the people desire, for instance, whether xt should be a 
general practitioner sendee catering to their needs or a State organi¬ 
sation offering comprehensive diagnostic and treatment facilities to- 
all; the nature of population distribution in the country, viz., whe¬ 
ther it be concentrated in a relatively small number of places or dis¬ 
tributed widely over the country as a whole, and various other 
matters. A mechanical application of existing ratios in other coun¬ 
tries to India is not therefore justified. Nevertheless, it seems fairly 
reasonable to conclude that the existing proportion in India, of 
doctors to population will have to be raised considerably if the stand¬ 
ard of facilities for medical relief is to be made to approach the 
levels already attained in England and in the United States. 

5. Turning to individual provinces the figures are not in them¬ 
selves sufficient to show the true position with regard to the avail¬ 
ability of medical attention. On the face of it one doctor to 
2,218 persons in the province of Bombay may appear to be, by 
no means, an unreasonable figure. One to 4,494 in the Punjab 
or 1:4,913 in Bengal might be held to be, at any rate, better than 
/l: 13,586 in the United Provinces and 1:14,582 in the Central 
Provinces and Berar. A correct picture of the situation will, 
however, be obtained only if the distribution of the available 
doctors in each province between rural and urban areas is also 
taken into consideration. The fact that the rural population is 

•'generally 7 about eight or nine times as large as that of urban centres 
and that this population lives widely dispersed necessitates that 
the vast majority of the doctors should devote themselves to rural 
medical relief it the facilities available in both types of areas are 
to be reasonably similar. We have, unfortunately, been unable 
to obtain the necessary figures for every province in order to com¬ 
pare the distribution of doctors between rural and urban areas. 
In Bengal it is understood that the doctor to population ratio in 
urban centres is about three and a half times that in rural areas. 
In Sind the corresponding proportion between urban and rural 
areas is as high as 49:1. Taking these into consideration as well 
as the figures showing the distribution of medical officers working 
under official agencies in these two types of areas, we believe that 
it may 7 not be far from the truth if the conclusion is reached that 
at least 70 or 75 per cent, of the total number of available doctors 
in the country must be practising in urban centres. If this esti¬ 
mate is even approximately correct, it will be seen that the medical 
care which the inhabitants of rural areas obtain from those who- 
practise modern scientific medicine, is very much less than that 
which the urban population receives. 
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Medical Institutions 


6. In the following table the number of medical institutions in 
individual provinces is shown in relation to their respective 
populations: — 


Provinces 

Hof 

Dif 

Urban 

pitals 

ipensari 

Rural 

lad 

ea 

Total 

Average 
urban popu¬ 
lation served 
by one medi¬ 
cal insti¬ 
tution 

Average 
rural popu¬ 
lation served 
by one medi¬ 
cal insti¬ 
tution 

(1) 

(2) 

(3) 

W 

(5) 

(6) 

Assam .... 


59 

229 

288 

4,756 

43,337 

Bengal .... 


304 

1,511 

1,815 

19,730 

37,996 

Bihar .... 


125 

528 

853 

18,630 

62,744 

Bombay .... 


318 

442 

758 

17,127 

34,927 

■Central Provinces and Berar . 


184 

223 

TiTl 

11,379 

66,008 

Delhi .... 


21 

13 

34 

33,128 

17,096 

Madras .... 


278 

972 

1,248 

28,498 

42,672 

North-West Frontier Province 


59 

123 

182 

9,359 

34,053 

Orissa .... 


21 


181 

15,278 

52,548 

Punjab .... 


287 

778 

1,065 

15,188 

30,925 

Sind .... 


73 

154 

227 

12,215 

23,668 

United Provinces . 

• 

388 

458 

844 

17,688 

105,626 


In every province the population to be served by a single 
medical institution is definitely more in rural than in urban 
areas. Another striking feature of the table is the disparity 
between the provinces regarding the ratio of institution to popula¬ 
tion in respect of both rural and urban areas. The number of 
medical institutions at present available is, in every province, far 
too small to provide a reasonable standard of meaical service to 
the people, particularly in the rural areas. The lowest provision 
for the rural population is in the United Provinces. The average 
number of villages to be served in this province by a medical 
institution is 224. It seems fairly certain that an appreciable 
proportion of those living in rural areas may, throughout their 
lives, receive no medical aid from either a hospital or a dispensary. 


7. Apart from the actual number of institutions we shall now 
consider the bed accommodation available in them to serve the 
needs of the people. 


Provinces 

Total 
number 
of beds 

Ratio of 
bed to 
population 

No. of beds 
to 1,000 of 
the popula¬ 
tion 

Assam. 


1,489 

1 to 8,729 

0115 

Bengal. 

f m 

10,905 

1 to 6,530 

0181 

Bihar . 

• 

6,025 

1 to 6,031 

0106 

Bombay ...... 

. 

7,979 

1 to 2,613 

0-383 

Central Provinces and Berar 

, . 

2,738 

1 to 8,140 

0-163 

Delhi. 

• 

1,382 

1 to 664 

1-506 
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Provinces 

Total 
number 
of bedB 

Ratio of 
bed to 
population 

No. of beds 
to 1,000 of 
the popul i- 
tion 

Madras ....... 

mm 

1 to 3,339 

0-299 

North-West Frontier Province . 


1 to 1,626 

0-615 

Orissa.. 


1 to 6,298 

0-159 

Punjab ....... 

12,307 

1 to 2,300 


Sind. 

2,057 

1 to 2,205 

0-454 

United Provinces ..... 

11,219 

1 to 4,500 

0-222 


8. The above figures may be compared with the corresponding 
rates of bed strength in certain other countries, which are shown 
below: — 


— 

Ratio of beds 
per 1,000 of 
population 

Remarks 

(year) 

United States .. 

1048 

(1942) 

United Kingdom . 

7 14 

(1933) 

France . ....... 

3-72 

(1929) 

Germany ..... . 

8-32 

(1927) 

u. s. s. r.. 

4-66 

(1940) 

British India ...... 

0-24 



9. Apart from the inadequacy of the existing number of medical 
institutions and of the inpatient accommodation they provide to 
serve the needs of the people, their construction and equipment 
leave much to be desired. This remark applies to even some of 
the larger hospitals situated in the district headquarters towns and 
cities in the provinces. Reviewing medical institutions in Madras, 
which are generally situated in spacious compounds and are by no 
means designed entirely unsatisfactory, we discovered that, in 
two out of the five teaching institutions which we visited, there 
was no provision on the premises for the disinfection of infective 
bedding and clothing. In the Stanley Hospital, the Women and 
Children’s Hospital and the Government Ophthalmic Hospital in 
Madras City, the outpatients departments do not approach modern 
requirements of even non-teaching hospitals and, indeed, their 
reconstruction on an extensive scale will be required. The labora¬ 
tories in these hospitals are only clinical side-rooms. The existing 
conditions at the Irwin hospital in Delhi also call for adverse 
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comment. The design of the whole hospital is such as to increase 
the difficulties of the auxiliary medical staff in carrying out their 
duties, while the outpatient department is quite inadequate to 
meet the needs of a modern hospital. The Hindu Rao hospital, 
Delhi, is hopelessly out of date and, in our opinion, is so unsuit¬ 
able for a medical institution as to require its early replacement 
by a more satisfactory building. In Bengal we may cite a typical 
Sadar hospital at Faridpur. At the time of our inspection, this 
hospital was clean and seemed to he well run with the limited staff 
available; the buildings, however, wore old and in need of con¬ 
siderable repair. There was great overcrowding in the wards, 
accommodation for stores was inadequate and the high pressure 
steriliser needed immediate repair. Laboratory arrangements 
were practically non-existent. At Dacca the general impression 
produced after a visit to the Mitford Hospital was that it was 
reasonably satisfactory. Accommodation in the nurses’ quarters 
was, however, wholly .inadequate. The kitchen attached to these 
quarters was dark, was situated only ten yards from the dysentery 
and cholera ward and was not fly-proof. The facilities in the 
outpatients department were insufficient for treatment and teach¬ 
ing purposes. At Hyderabad (Sind) we noted in the Civil Hospital 
that there were no quarters for the nurses. Further, the nursing 
staff employed was deplorably short, there being but one sister 
and three nurses for 150 beds. The Sukkur Civil Hospital was 
not built as a hospital, it having been intended originally for 
police lines, and both equipment and accommodation were quite 
unsatisfactory. We do not propose to continue the story. We 
hope we have said enough to indicate that considerable capital 
expenditure will be needed in the provinces to improve the 
existing hospitals in the larger towns and in the headquarters 
of districts. 

10. We may now r turn to the dispensary, which should play an 
important part in the provision of medical relief to the rural 
population. Rural dispensaries too are, in many cases, func¬ 
tioning quite unsatisfactorily. The buildings, in which they are 
housed, are often inadequate to serve the purpose for which they 
are intended and their staff and equipment are also unsatisfactory. 
A single doctor, struggling with the help of a compounder, to 
deal with some hundreds of patients faces an almost impossible 
task. We noted, during our tours in the provinces, that the 
average time devoted to a dispensary patient may be as short as 
three-quarters to one minute. In such circumstances any reason¬ 
ably correct diagnosis of the patient’s - condition would appear to 
be impossible. In most, cases the supply of drugs and dressings 
is quite insufficient to meet the needs of the patients. Arrange¬ 
ments for patients to wait for their turn for examination require 
radical improvement, particularly in the case of women and 
children. The fact that the medical officers in charge of many 
of these dispensaries are often out of touch* with modern medical 
practice, because they have had no opportunity of working in a 
w T ell conducted hospital for many years, also helps to render the 
medical aid given by them to be of a low standard. 
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Nursing Staff 


11. The position regarding the nursing staff is even worse. The 
number of nurses employed in public medical institutions in the 
different provinces is given below: — 


Province 

Nurses employed in 

medical institutions 

Rural 

j Urban 

European 
and Anglo- 
Indian 

Indian 

Total 

European 
and Anglo- 
Indian 

Indian 

Total 

Bengal ..... 

13 

29 

42 

392 

536 

928 

Bihar. 

17 

26 

43 

97 

196 

293 

Bombay ..... 

2 

42 

44 

211 

957 

1,108 

Central Provinces and Berar 

4 

25 

29 

31 

177 

208 




& 




North-West Frontier Province 

1 

12 

13 

5 

94 

99 

Orissa. 

3 

4 

7 

ii i 

27 

38 

Sind. 












United Prdvinces 









' ■ 



Assam .... 


48 ! 

48 

14 


14 

Delhi. 



*« 

104 

200 

1 

304 


The position in regard to nursing personnel indicated above 
is extremely unsatisfactory. Taking into consideration the fact 
that proper nursing is an essential part of modern medical practice, 
the numbers now employed in individual provinces reflect a state 
of affairs which will not be tolerated in any country in Europe 
or America. In those countries the optimum proportion of nurses 
to hospital beds is taken as 2-5: l. On this basis the total number 
employed in certain provinces is hardly sufficient to provide 
adequate nursing staff for even a single hospital of five hundred 
beds. Examples are Orissa, Sind and North-West Frontier Pro¬ 
vince. In the United Provinces with a population of over 50 
millions, the total number of nurses employed is 257. If this 
country is to achieve, within a reasonable period, the nursing 
standards existing in other parts of the world, where health 
administration has advanced far more than in India, serious 
consideration will have to he given to the problem of producing 
and employing this class of auxiliary personnel on a much larger 
scale than has been attempted in the past. 

Speolal Hospitals 

12. We give below, in tabular form, the numbers of various 
types of special institutions in the provinces. The information is 
based partly on what has been supplied to us by the Director 
General, Indian Medical Service, and partly on what we obtained 
from provincial authorities in reply to a questionnaire which we cir¬ 
culated. We may also mention that, in addition to these institu¬ 
tions, there are in the country three special hospitals for children, 
two of them in Bombay and the third in Madras. While it is true 
that many hospitals, which provide medical care for women, also 
treat children, institutions devoting themselves entirely to the latter 
are, it is understood, limited to the three mentioned above. 

40 







list of special hospitals and other institutions. 


MEDICAL RELIEF AND PREVENTIVE HEALTH WORK IV THE PROVINCES 


Ill 

ill 

►®w 

If 

IM 

00 

5§ 

: ^ : : : §3 : : : : : : 

III 

v 8 a 

S°w 

3s 

oo © s* 1 © u> © © oi 

«-• m »- oi w «* »n ® 

• £ Ol • • ‘ 04 

¥ 

3 

o 

55 

*■« »■» 07 01 «-* 77 — © 

1 

s 

I s 

5| 

II 

•n cc kti of ci so m « 

x n e © x n r- n 

• © ** <c «_ • 3 • w oo -< 04 

of "*-f Cl" ' cf ’ ^ 

s 

55 

7? © CO 07 © Cl 71 TO — © 


2*3 

I g« 
3.2^ 

3-3 

gl 

X r- r-«- 7i —< to O oi f? « -»• 

©■■*©©© ©to — -* GO 

Cl 01 -*• -h CO • -* 

6 

55 

© t- © «? i- — © r? -p © 

- c, - - 

2. 

4 

H . 

3 

c. 

s 

w 

« 

H 

3-5 

Q $ 

H •“ 

3 S S g S 

o 

55 

77 *.-7 *- -* J7 


| 

1 

I! 

<JQ -< © 77 — rt -* N« 07 £ 

n ia a e o — *3W os 

—t trt — • *-■*-* © r-H 01 

jet paLwy 

55 

ei .-* X — O *-« © C4 U! 

Mental 

Institutions 

° * 
6-"® 

© © -4 © © • © © » X © 

— — «3 o © ^ ©^ o 

t- -« © o» © -«p -* • ■*» os rt 

-f 04 H ~ *4 

. 

9 

55 

• +~ 

OJ Cl U7 •-< 77 **« *H -4 07 


i 

L 

5 

1! 

© « ^ © "rt © 

” - • 5 a a w 

j5| 

« 

e 

to 

W 

O 

55 

: - : ” : “ - : • |1l * 

«« 

a, 

!i* 

ii« 

*-*01 « I' o 

oi © oi © w 

• 00 « • • 0 ... M 

. 

o 

55 


§ 

1 

!. h | 

" ■, *1 ■ ir i 

Hill 1 1II 5 ill ! 

1 

1 o 

h n n o ia <p n x ©0-4 oi 


41 


In Bengal, one U an Institution to which mental ease* are removed for observation and the other a private hospital with very limited accommodation. 
In N.-W7F. P., (Peshawar), In addition there are two mental barracks in the Central Jail. 

Of these four are women's hospitals with a total bed strength of <197, of which beds are for maternity and gynaecological cases. 








































CHAPTER III 


13. In view of the wide prevalence in India of many of the 
special conditions of ill-health and disability included in the above¬ 
table, the hospital accommodation available in each case is quite 
insufficient to meet the requirements of the country. We may take 
three instances. The total number of beds available for tuber¬ 
culosis patients is about 6,000 while estimates based on standards 
considered necessary elsewhere will place India’s requirements at 
about half to one and a half million beds. A conservative estimate 
of the country’s needs in respect of hospital accommodation for 
mental patients places the figure in the neighbourhood of 800,000 
while the available number of beds (including the Indian States) 
is a little over 10,000. As regards eye hospitals the existing 
provision is less than 1,000 beds. Tlie Blindness Committee 
appointed by the Central Advisory Boards of Health and Educa¬ 
tion has estimated that the existing number of the blind in India 
is approximately two millions. Lieut.-Colonel E. W. O.’G. 
Kirwan, I.M.S. (Retd.), a distinguished ophthalmologist with 
many years of experience in India, has estimated that “ 50 per 
cent, of the present blindness is curable ”. The Committee has 
pointed out that other workers in this field place the percentage 
of preventable and curable blindness at a substantially higher 
figure. In the circumstances the total inadequacy of existing 
provision for treating eye conditions becomes apparent. It will 
be seen that the difference between existing hospital accommoda¬ 
tion and what the country requires is, in each case, enormous. 

14. Infectious diseases hospitals also require special mention.. 
Their number is very small and the conditions under which they are 
maintained are, generally speaking, quite unsatisfactory. Erom the 
information that we have been able to gather there are not even a 
thousand beds in the whole country for the treatment of cases of 
infectious diseases. This statement requires some qualification, 
Each of the infectious diseases hospitals is capable of being expanded 
considerably to deal with the demands of an epidemic. Such an 
arrangement is, in our view, the result of viewing the problem from 
a wrong angle for, in the absence of adequate facilities for the isola¬ 
tion of patients, an epidemic becomes almost inevitable. For some 
considerable time past, it has been the practice in the United- 
Kingdom, the United States, France, Germany and other countries, 
for any town of a reasonable size, which maintains a general' 
hospital, to provide a properly built, equipped and staffed infectious 
diseases hospital also on a permanent basis. The money spent on the 
latter is not considered a waste but a wise expenditure of public 
funds in the interests of the health of the community. The autho¬ 
rities in India must develop the same point of view if the incidence 
of infectious diseases is to be controlled effectively. 

State Aid and Voluntary Effort In the Provision of Mediaal Relief 

15. In the organisation of medical relief for the people voluntary 
agencies have played a large part in most countries. In India, 
on the other hand, the State has undertaken the major share in 
making such provision. The following tables gives the number of 
medical institutions (latest available) in the provinces classified 
according to the agencies responsible for maintaining them:-— 
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It will be seen that, of the total number of 7,441 medical 
institutions in the provinces, only 566 or 7'6 per cent, are main¬ 
tained wholly by private agencies. Of the remaining 6,875 
institutions, 94-5 per cent, constitute entirely a charge on public 
funds (provincial and local body) while the remaining 5‘5 per 
cent, receive grants-in-aid from such funds. The share that 
public revenues have borne in the provision of medical relief to 
the people is therefore very high. 

16. This brief review of existing provision fpr medical relief in 
the country has made it clear that only a fraction of the require¬ 
ments of the people is being met by the present services. Further, 
the quality of the medical aid made available to them is altoge¬ 
ther of a low standard and it seems reasonable to hold that, from 
the point of view of effective relief to the patient, the return for 
the expenditure incurred (mainly by the State) is inadequate. 
When it is remembered that, in the past, the major effort in 
the field of health administration has been directed to the expan¬ 
sion of medical relief, the results achieved must be considered 
disappointing. We cannot help feeling that one of the causes 
responsible for this state of affairs has been the attempt to establish 
medical institutions without providing for their proper staffing, 
equipment and maintenance. The need is great for raising 
.definitely the standard of medical service rendered by existing 
hospitals and dispensaries. It is equally necessary that the 
number of institutions should be increased considerably in order 
.to bring them closer to the people and thus promote, in a growing 
-measure, the application of modern scientific medicine to the 
improvement of the health of the country. 

Preventive Health Work In the Provinces 

17. We have already shown in the last chapter how the provision 
*of whole-time public health staffs in rural and urban areas was 
actively promoted, in a number of provinces, by the new Minis¬ 
tries of Health which came into existence when the provisions 
of the Government of India Act of 1919 were brought into opera¬ 
tion. The extent to which such services were provided was 
greater in some provinces than in others. The follpwing tabular 
statement sets out the public health staff employed in the different 
provinces and Centrally Administered Areas. These figures were 
supplied by the Provincial Directors of Public Health in 1944: — 
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The staff employed for preventive health work in rural and urban areas for the different provinces. 
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18. In 1935 nearly half the districts and three quarters of the 
municipalities in British India had no qualified health officers. 
Between 1935 and the period to which the figures given above 
relate, the number of whole-time health officers, who are graduates 
in medicine and possess a public health qualification, increased 
only by 6 and the corresponding number of health officers who 
are licentiates increased by 18. For taking charge of rural health* 
work in the districts and of urban health administration in the 
larger municipalities the health officer is generally required to 
possess a degree in medicine and a recognised public health quali¬ 
fication. Licentiates with special training in public health are 
.generally appointed to the smaller municipalities. It will be seen 
that the progress made since 1935 in providing qualified whole¬ 
time health officers to rural and urban areas in the provinces has 
been very small. During the same period the number of sanitary 
or health inspectors employed in the country as a whole increased 
by 656, making a total of 2,976. We understand that a special 
Committee consisting of certain Directors of Public Health, the 
Directors of the Central Besearch Institute, Kasauli, the School 
of Tropical Medicine, Calcutta and the Pasteur Institute, Shillong, 
Amd some others, which discussed the problem of smallpox vacci¬ 
nation at New Delhi on 22nd November 1944, recommended that 
one qualified sanitary inspector should be appointed for every 
group of 25,000 people. Therefore, on the assumption that the 
population of British India is 300 millions, the number required 
is 12,000 as against the existing number of about 3,000. 

19. The increase in the number of vaccinators during the same 
period was 925. A striking feature is that, as regards women 
vaccinators, the total increase in British India was exceedingly 
small. In 1935, only 45 women vaccinators were employed in the 
rural areas of the country and 37 in the urban areas. In the 
period intervening between 1935 and the year to which the figures 
in the above table refer (probably 1943 or 1944) the number of 
these women workers rose to 75 in the rural areas and to 44 in 
-urban centres, a total increase of 37 for the country. In many 
parts of India it is only a woman vaccinator who can obtain 
accesvs to the homes of the people and mix freely with the women. 
Therefore the extreme inadequacy of the existing numbers of 
women vaccinators available in the rural and urban areas of the 
country and of the rate at which their strength is augmented 
becomes emphasised. 

20. Midwives and trained dais, who form an essential part of- the 
special health services required for mothers and children, are 
also quite inadequate in numbers in all the provinces. We are 
discussing this matter as well as the extreme insufficiency of health 
visitors in that chapter of this volume which deals with services 
;for mothers and children and shall not therefore go further into 
them here. 

21. Apart from the inadequacy of staff indicated above, the 
-quality of the preventive health service given to the people suffers 
-considerably from the fact that the non-medical personnel discussed 
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in the preceding paragraphs lack adequate training and work, 
under conditions which are not calculated to promote their effici¬ 
ency. The deficiencies in existing standards of training have been 
discussed in the chapter relating to the survey of professional 
education. The conditions of service for these classes of health 
personnel van,- considerably in the provinces, whether they be 
employed by Governments or by local bodies. We shall take 
sanitary or health inspectors first. In Bengal, the Central Pro¬ 
vinces and North-West Frontier Province, Governments do not 
generally employ them while, in Bihar, it is understood that their 
services have been utilised by the Provincial Government only 
in connection with A.R.P. work at refugee camps and at aero¬ 
dromes. The scales of pay offered to such inspectors varied from 
Rs. 30 to Rs. 40 a month. In other provinces the Beales for 
inspectors in Government service range between Rs. 75 to 135 
in Bombay and Rs. 40 to Rs. 80 in Orissa. As regards local 
bodies the variation is even higher, from a scale of Rs. 100 to 
Rs, 160 for district board sanitary inspectors in Bengal to Rs. 25 
to Rs. 40 in certain local bodies in Orissa. The sanitary inspector 
is responsible for supervising the enforcement of the sanitary law 
in his area and an essential condition for efficiency is that he 
should be above temptation. The existing scales of pay in certain 
provinces are so low that no suitably qualified rnun can be expected 
to serve contentedly on such emoluments. The continuance of 
such rates of pay can only lead to inefficiency or corruption or 
both. 

22. The position in regard to vaccinators is even worse. The 
range of variation in salary is from Rs. 10 in Bengal to Rs. 50' 
for a first class vaccinator in Madras. In the majority of the 
provinces the scale of pay is low. In Bihar and Orissa the condi¬ 
tions of service are most unsatisfactory. In the former vaccina¬ 
tors, who are paid from public funds, are employed only in muni¬ 
cipalities. In rural areas they are normally engaged for duty 
only for the vaccination season (October to March), although they 
may also be called upon to work during an emergency. The 
fees realised for vaccinations carried out in the homes of the 
people form their sole remuneration. These vaccinators are given 
no travelling allowance. 

23. In the rural areas of Orissa vaccinators work under a system 
of licence granted by the Provincial health authority. He is- 
permitted to charge As. 2 for each successful vaccination and a 
fee of As. 4 for more than one successful vaccination in the same 
family, provided the operation is performed in the homes of the 
people. Vaccinators are required to perform all vaccinations, free 
of charge, if carried out in public places. Such low rates of 
remuneration and absence of security of tenure must make efficient 
service impossible. Vaccinators working in rural areas must be 
performing these duties under strenous conditions and the with¬ 
holding of travelling allowance from them can hardly be expected 
to promote efficiency. One of the reasons why vaccination against 
smallpox has not produced in this country such marked decline- 
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in the incidence of the disease as has been demonstrated to be 
possible elsewhere is that the campaign has not been conducted 
in a manner calculated to produce effective immunisation of the 
people. Conditions of service sucb as those described above are 
a positive impediment to a successful vaccination programme. 

24. We may also draw attention to another matter affecting the 
efficiency of the existing public health staffs in the provinces. 
In certain provinces they are servants of the local bodies in which 
they work. In others Provincial Governments have undertaken 
the maintenance of cadres for certain classes of health officials 
on a provincial basis. The general experience is that provinciali- 
sation of the services helps to secure and retain better types of 
workers on the public health establishments than a system of 
separate organisations maintained by individual local authorities. 

25. From this brief survey of preventive health services in the 
provinces it will be seen that the existing staffs are altogether 
too small to provide adequate service to the large populations 
entrusted to their charge. Even in those provinces in which the 
preventive health organisation has been best developed, the staff 
employed can be considered to constitute only a nucleus from 
which must be expanded the much larger army of workers required 
for providing efficient service to the people. The existing public 
health staffs are mainly engaged on measures for the control of 
epidemic diseases and they are unable to cope adequately even 
with such measures. 

26. Before we conclude this survey of existing provision in the 
provinces for medical relief and preventive health work, reference 
should be made to such laboratory services as are available for 
the medical and public health departments. For the proper 
diagnosis and treatment of disease laboratory facilities are essential 
while, in the field of preventive health work, food, water and 
sewage analyses and a diagnostic service in connection with the 
campaign against communicable diseases represent some of the 
important functions which the laboratory should perform. In 
addition, research into the varying problems of ill-health in the 
community, which arise from time to time, also constitutes a 
valuable contribution whioh the laboratory should make if sound 
health administration is to be carried on. In the provinces of 
Madras and Bombay the King Institute, Guindy, and the Haffkine 
Institute respectively are well equipped to carry out all these 
duties. The laboratory organisations in the Punjab and in the 
United Provinces, although they are not up to the standards of 
the institutions in Bombay and Madras, are adequate to fulfil 
the requirements of the respective public health departments. In 
other provinces the laboratory facilities that are available are of 
a lower standard and they vary to some extent from province to 
province. We have described, in some detail, the existing labora¬ 
tories in the different provinces in the chapter dealing with the 
review of medical research in this volume of the report and do 
not therefore propose to go into further details here. 
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THERAPEUTIC SUBSTANCES AND MEDICAL APPLIANCES, 

THEIR AVAILABILITY AND CONTROL OF THE TRADE IN 

THEM 

Introduction 

1. We have found considerable difficulty in reviewing this im¬ 
portant subject. There was, till recently, no specific enactment of 
the Indian Legislature which aims directly at the prevention of 
-adulteration of drugs or which ensures conformity to proper 
standards of purity and strength in their manufacture. There are 
indirect provisions contained in the Indian Sale of Goods Act, 
1930 (Section 15); the Sea Customs Act, 1898 (Sections 3, 6, 7, 

and 17) and the Indian Penal Code (Sections 274, 275, 276 and 
475). Further, legal control is to be found in the Cantonments 
Act, 1924, which empowers the Cantonment Authority to deal 
■with any article of food or drug ” which is adulterated or 
different from that which it is represented to be within the Canton¬ 
ment areas. In the Poisons Act, 1919 and the Opium Act, 187S, 
and the Dangerous Drugs Act, 1930, attempts have been made to 
■control, to some extent, the manufacture, importation and sale of' 
certain drugs, hut the provisions laid down in these various Acts 
have no immediate bearing on the subject .of adulteration or the 
.standards of strength or purity of drugs in general. This position 
has been rectified by tlie passiug of the Drugs Act, 1940, referred 
to iu the succeeding paragraph. 

The Drugs Act, 1950 

2. In 1930 the Government of India appointed the Drugs En¬ 
quiry Committee under Sir 11am Nath Chopra to investigate the 
drug position in India. In 1940 the Drugs Act was passed by the 
•Central Legislature giving statutory sanction to the recommenda¬ 
tions of that Committee regarding drug control. This Act/pro¬ 
vides for the control of drugs imported into India as well (as of 
•their manufacture, sale aud distribution in the country. The 
Central Government is responsible for the control of import, while 
the Provincial Governments are authorised to regulate the manu¬ 
facture, sale and distribution of drugs inside their respective 
territories. In order to carry out these purposes the Act provides 
that the Central Government shall, as soon as may be, constitute 
:a Board to be called the Drugs Technical Advisory Board as well 
-as a Central Drugs laboratory. The Drugs Technical Advisory 
Board, which has already been appointed, is responsible for advis¬ 
ing the Central and Provincial Governments on technical matters 
-connected with the administration of this Act. It has had several 
sittings and has advised the Government of India on the compila¬ 
tion of the Drugs Rules under the Act. These Rules were pub¬ 
lished for criticism in April, 1944, and it is understood that, after 
■such criticism was fully considered by the Drugs Technical 
Advisory Board and the Central Government, the draft Rules are 
now in their final form for publication at an early date. It is 
believed that the Drugs Act and the Rules under it will come into 
force early in 1946. 
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3. The Central Drugs Laboratory lias not yet been established. 
Its function will be to carry out the analysis of samples of imported 
drugs and biological products sent to it from the ports as well as 
of samples of drugs submitted from the provinces to be analysed 
•for a second opinion. This laboratory will also be responsible for 
the grant of certificates of registration in respect of imported 
patent or proprietary medicines with undisclosed formulae. The 
Government of India established, about ten years ago, a Bioche¬ 
mical Standardisation Laboratory for the purpose of working out 
•details regarding biochemical estimations, when carried out under 
tropical conditions. This laboratory can suitably constitute the 
nucleus organisation from which the Central Drugs Laboratory 
required under the Act may be developed. During the war, the 
Military Authorities and the Supply Department used extensively 
the Biochemical Standardisation Laboratory for testing drugs 
and, in this way., it has developed a wide range of experience in 
the testing of' these substances. 

4. The Central Government is also authorised, under the Act, to 
constitute an advisory committee to be called the Drugs Consulta¬ 
tive Committee to “ advise the Central Government, the Provincial 
Governments and the Drugs Technical Advisory Board on any 
matter tending to secure uniformity throughout the provinces in 
•the administration of this Act ”. This Committee will consist of 
two representatives nominated by the Central Government and one 
representative nominated by each Provincial Government. It has 
not yet been established. 

0. As has already been pointed out, the control of the manufac¬ 
ture, sale and distribution of drugs within their own territories is 
the function ot Provincial Governments. In order to carry out 
these duties the Act provides for the appointment of Analysts 
and of Inspectors by these Governments. The provincial Analyst 
will normally he responsible for the analysis and certification of 
•samples of drugs taken by the Inspectors but, in cases of dispute, 
a second opinion can he obtained from the Central Drugs Labora¬ 
tory either by the court or bv any of the parties involved in the* 
prosecution of a case. 

•fi. The control of the therapeutic substances commonly known as 
vaccines and sera will also he carried out under the Drugs Buies 
and the Drugs Act. The control of the manufacture, import and 
sale of these substances is *on very similar lines to those of the 
Therapeutic Substances Act, 1925, of the United Kingdom. 
During the War a large number of firms have set up business in 
the manufacture of sterilised products such as vaccines and sera. 
We recognise that some of the leading commercial firms in India 
have already made great strides towards the production of biolo¬ 
gical products under much more -satisfactory conditions than was 
formerly the case, but the need exists for the continuous supervi¬ 
sion of their preparations. 

Drugs and Medical Appliances Manufactured from Indigenous Material 

7. We propose to refer to a few important drugs manufactured 
from raw material found in India, the production of which has 
received a stimulus on account of the War. 
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Morphine .—This drug is derived from opium, the manufacture- 
of which ig controlled by the Central Board of Revenue. The pro¬ 
duction of morphine has been immensely stepped up and improved, 
and there seems to be little reason why India should not be able 
to meet her entire demand herself. 

Codeine .—The local manufacture of this drug has also been, 
considerably increased recently and India is now in a position to 
meet her normal civil requirements and even to export a small 
surplus in peace time. 

Strychnine .—Local production has greatly increased and a large 
export trade, especially to Australia, has been built up. 

Caffeine .—India is now a very large producer of Caffeine as it 
was in the last war, but the industry did not survive post-war 
(1914-18) competition. 

Santonine .—Sufficient is now produced to satisfy India’s require¬ 
ments and to export a surplus. 

Quinine .—We have referred to this in the section dealing with 
malaria, with the suggestion that, for any future planning, the 
question of the cultivation of cinchona and the production of 
quinine on a much larger scale than anything that, has yet been 
attempted, should be given a prominent place. 

Pyrethrum .—Experiment in the growing of this useful- plant 
has demonstrated that there are many areas in India where it can 
be grown and where its flowers produce a reasonable pyrethrin 
content. The Government of India purchased 236,000 lbs. of 
Indian grown pyrethrum duriug the period from 1st June 1944 
to the end of May 1945. This represents probably tbe bulk of the 
pyrethrum grown in India at the present time. 

Ipecacuanha .—It is now thought that, if proper attention is- 
paid to the growing of this root in India, we should he aide not 
only to supply our own needs but also to produce a surplus to* 
export. 

i We have selected at random some of the more important drugs,, 
our purpose being to indicate that there lies a considerable future- 
before the drug manufacturing industry in India. We should 
emphasise, however, the necessity for the institution, as early 
as possible, of effective control over the production of drugs, if 
the trade is to be developed. Little effort has yet been made in 
India to recover valuable chemicals from coal tar which form the 
basis of many synthetic drugs. A certain amount of Carbolic 
Acid, Benzene and Toluene is recovered in India at present from, 
coal tar. Much larger quantities of these products are, however, 
lost because the producing interests concerned find it suits them 
better to manufacture tar for use on roads. 

Medical appliances such as surgical dressings, Plaster of Paris, 
artificial limbs and dental cotton are now produced in India in 
large quantities. The surgical instruments industry has also 
developed enormously but is still dependent on many imported 
raw materials for its work. 


52 




THERAPEUTIC SUBSTANCES AND MEDICAL APPLIANCES 


^Pharmacy Legislation 

8. The Drugs Act and the Rules under it should be supple¬ 
mented by legislation to regulate the practice of pharmacy. We 
'understand that this is being provided for by a Pharmacy Act which 
will be brought before the Indian Legislature shortly. This 
Pharmacy Act will, we believe, establish a Central Council of 
Pharmacy to regulate the education of pharmacists and the 
standard of examinations to be passed by qualified pharmacists 
The Act will also, it is understood, arrange for the establishment 
•of Provincial Councils of Pharmacy to maintain registers of 
qualified pharmacists and to regulate the professional conduct of 
pharmacists. 

'Manufacture of Scientific Glassware 

9. An important industry in connection with the supply of medi¬ 
cal equipment is that connected with the manufacture of glass¬ 
ware. There exists a sufficient supply of the necessary raw mate¬ 
rial in the country with a long tradition in the manufacture of 
glass articles of a simple nature. We are informed that, at the 
outbreak of the War, no scientific glassware was being produced 
in India and that no laboratory equipment was being made of 
■neutral glass. This position has been changed and neutral glass, 
which is necessary to store certain medicines and biological pro- 

.'ducts, has been and is being produced in this country. 
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THE NUTRITION OF THE PEOPLE 

Nutrition 

1. A population which is habitually used to a diet which is- 
sufficient in both quality and quantity will have a store of general 
health and vitality, which will enable it both to resist the onset 
of disease and successfully to combat it, when it arises. On the- 
other hand, faulty nutrition is directly and indirectly responsible 
for a large amount of ill-health in the community. A continued 
insufficiency of specific food factors in the diet is associated with, 
special conditions known as deficiency diseases. These include 
beri-beri, which is fairly common among adults and infants in the 
Northern Circars of Madras Presidency, keratomalacia a common 
cause of permanent blindness in South India, osteomalacia and 
rickets in certain parts of North India, and goitre in some areas in 
the Himalayan and Suh-IIinialayan regions. 

Estimates of Food Production 

2. It is very difficult to obtain accurate information in regard 
to food production in the country. Statistics of various crops- 
and their total areas are published annually by Provincial Gov¬ 
ernments and are tabulated at the Centre. Little reliance can he 
placed, however, on these. For example in some provinces, e.y. r 
Bengal, Bihar, Assam and Orissa, the area under the different 
food crops cannot he accurately estimated. Production figures- 
are available for only 56 per cent, of the Indian States’ territory y 
yet the latter comprises 45'8 per cent, of the total area of India 
and contains 24 per cent, of the country’s population. In the 
absence of accurate statistics with regard to food production, it is 
only possible to make a conjectured estimate of the overall posi¬ 
tion. The bulk of a typical Indian diet is composed of cereals 
and it is, therefore, with the production figures of these that we are 
primarily concerned. The Food Grains Policy Committee (1943) 
considered that a reasonable estimate of the total annual production 
of cereals in India is 50 to 55 million tons. From this total 
quantity a deduction, the amount of which cannot he assessed, 
should be made for the grain fed to live-stock. The next step is- 
to correlate this total estimated production with the needs of the- 
community. For a population for which oue or other of the cereals 
represents the basic food, nutrition experts have suggested that I 
lb. per head per day may he taken to represent the reasonable 
requirements of the individual. Taking the population of the 
whole of India as approximately 400 millions, at least 65 million 
tons of cereals will be required annually for humau consumption. 
It is clear that the production of cereals in India falls short of the 
country’s reasonable requirements. 

Cereals, i.e., mainly rice and wheat are, however, only part 
of a satisfactory diet which should include adequate quantities of 
other foods such os milk, pulses, vegetables, fruit, meat, fish 
and eggs. 

Milk .—Taking milk and dairy produce in general and again 
emphasising the fact that it is possible to make only very rough 
estimates of total production, we believe that the probable figure- 
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for the total annual production of milk is about 22 million tons,* 
If from this we deduct about 15 per cent, for the needs of calves 
there is left, in terms of fresh milk, a possible daily per capita 
intake of about 5 ozs. It must, however, be appreciated that the 
production of milk varies very considerably in different parts 
of India. It approximates to 19 - T ozs, per head of population 
in the Punjab and 3-6 ozs. in Madras Presidency and we believe 
that, in India as a whole, the diet of the poorer classes includes 
milk, if at all, only in negligible quantities. 

Pulses .—Pulses are grown throughout India and are consumed 
by all classes in the country. .-They are, as a matter of fact, 
essential to agriculture since, iu the absence of the cultivation of 
leguminous crops in rotation, the fertility of the soil cannot be 
maintained. The estimated total annual yield of pulses is some 
7 to 9 million tons which, on a per capita basis, provides less than 
3 ozs. a day. This is again much below the desirable limit. 

Vegetables and Fruits .—Such information as is available would 
seem to show that vegetables are grown in altogether insufficient 
quantities. Further, we believe that an unsatisfactory feature is 
that fruits and vegetables of the less nutritious varieties are often 
produced in preference to those of higher nutritive value. 

Eggs, Meat and Fish .—Eggs are consumed in quite negligible 
quantities by the poorer classes in both villages and towns and 
are frequently excluded from the dietary on account of religious 
objections. The total production of eggs is believed to be small 
in relation to the daily per capita requirement. The live-stock 
of India is considerable and, probably, in many areas there are 
actually too many cattle. Meat, how r ever, forms a very small 
part of the diet of the greater section of the population. Here 
again social custom plays a part but, in many cases, price is a 
decisive factor. 

Fish is a source of food which as yet is undeveloped, although 
it is understood that some expansion of this industry has taken 
place within recent years. The average annual production is 
about 660,000 tons, the bulk of which is sea fish. We understand 
that the Government of India and Provincial Governments are 
attempting to increase fish production, popularise the use of this 
most nutritious food and provide the necessary facilities for its 
distribution. 

Sugar .—This article of food is produced in very large quantities 
in India, which indeed produces more sugar than most other coun¬ 
tries in the wo rid. The total production of sugar, refined and 
unrefined, is estimated at 5'3 million tons which amounts to 
approximately 1*3 oz. per capita daily. This, however, is a 
quantity considerably belpw what is consumed in normal times in 
Great Britain and the United States of America. 

The only important article-of food imported into India before 
the war was rice from Burma and, to a smaller extent, from Siam 

* The production figures for different articles of food are quoted from 
the pamphlet on nutrition in the Oxford Pamphlet Series, by Dr W. U 
Aykroyd (May 1944). 
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and Indo-China, In normal times, the total amount imported 
was some 4 to 5 per cent, of India’s rice supply. The import 
of other foodgrains was negligible. 

This brief review of food production is, we consider, sufficient 
to warrant the statement that the total food supply is insufficient 
in quantity and that the diet of the population as a whole is 
defective in quality, since the protective foods which are needed 
to supplement the basic cereal grains are not produced in anything 
like adequate quantities. 

Storage and Distribution of Food 

3. In order to ensure the satisfactory nutrition of the people, 
food production on a scale sufficient to meet the country’s require¬ 
ments should be linked with measures which will help to enable 
all sections of the population to obtain a balanced diet. Provision 
for the proper storage and distribution of food constitutes an 
important part of such measures. We are satisfied that a very 
great deal needs to he done in these directions throughout the 
country as a whole. The provision for the rapid and efficient 
transportation of perishable foods from one part of the country to 
another is extremely inadequate and this remark applies particularly 
to fruit and fish. We shall refer specifically to the question of the 
production and distribution of milk later. We recognise that the 
distribution of food is a very complicated matter, involving as it 
does problems of transport and marketing. These factors have 
an intimate bearing on the price of food, which ultimately deter¬ 
mines the level of nutrition in the community. 

The Economic Aspect of the Problem 

4. The Nutrition Research Laboratories at Coonoor have sug¬ 
gested that the following additions to one pound of cereals will 
constitute a sufficient and well-balanced diet for an ordinary adult 


per day: — 

oz. 

Milk.8 

Pulses.3 

Non-leafy vegetables ....... 6 

Green-leafy vegetables . . . . . 2-4 

Fruits .......... 2 

Fats, oils . . . . . . . . . 2 


The cost of a diet such as that described above would vary between 
Rs. 4 and Rs. 6 a month in pre-war days. Taking an average 
family as containing the equivalent of four adult persons, the 
cost of food for such a family would vary between Rs. 10 and Rs. 24 
a month. These figures give a striking illustration of' the gulf 
that existed between the expenditure necessary on food and 
that which large numbers of workers could afford, having regard 
to their wages. A peon in the Government of India Secretariat 
was paid as little as Rs. 15 per month in the pre-war period. In 
spite of allowances to meet the increased cost of living there is no 
reason to believe that the gulf has in any way been narrowed. 
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5. Attempts have been made to study the relation between income 
and diet in various parts of India, chiefly in industrial areas, from 
which it has been deduced that there is normally a rise in the 
consumption of non-cereal foods, e.g., milk, vegetables and fruit, 
•with an increase in income. This means that in this country, 
ns elsewhere, an increase in income generally leads to improvement 
in the diet in the right direction. 

6. Diet surveys carried out in different parts of the country have 
shown, in typical urban and rural groups, that the food consumed 
is insufficient to provide the necessary energy requirements in the 
■case of some 30 per cent, of the families, that the diet is almost 
.invariably ill-balanced and that there is, in terms of food factors, 
■a deficiency in fats, vitamins, and proteins of high biological 
value. The insufficiency of these essential food factors in the 
•diet of large sections of the people is, no doubt, a contributory 
factor to the high incidence of morbidity and mortality in the 
country.. Infants and expectant and nursing mothers particularly 
require such important elements in their food and the malnutrition 
resulting from the absence or inadequacy of these in their diet 
is responsible, in part, for the high rates of infantile and maternal 
mortality. There is also a close association between the prevalence 
of tuberculosis and defective diet. 

Nutrition Work in India 

7. While the basic problems relating to food production and 
•distribution remain to be tackled, it may be mentioned that, 
within recent years, some advance has been made in defining the 
.extent and nature of the nutrition problem in India through diet 
surveys and through research into various aspects of the subject. 
In addition, a beginning has been made in the training of health 
workers in the field of nutrition. Much of this work has been 
•carried out under the auspices of the Indian Research Fund 
Association, which is almost entirely financed by the Central 
•Government. This Association maintains the Nutrition Research 
Laboratories at Coonoor, which have taken a prominent part in 
the activities mentioned above. The Nutrition Advisory Com¬ 
mittee appointed by the Association, which consists of leading 
nutrition workers in the country, Central and Provincial Health 
Department Officers and representatives of the Agricultural and 
Animal Husbandry Departments, is performing valuable work by 
'directing nutrition research carried out in different parts of the 
•country under the auspices of the Association and by discussing 
national nutrition problems from the technical point of view. 
The recommendations of the Committee are, communicated to 
Provincial Governments through the Government of India. 

8. The diet surveys have helped to provide the outlines of a 
'picture presenting the dietetic habits and nutritional status of the 
people and, howsoever incomplete in details this picture may be, it 
has served the valuable purpose of stimulating public interest and of 
providing material on which administrative action can be initiated 
for a comprehensive policy directed to the raising of the standard 
of nutrition in the community. The promotion of active research 
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by the Indian Research Fund Association in nutrition problems,, 
in various centres in India, including the universities, has helped 
to produce a body of keen and capable nutrition research workers, 
who are bound to play an important part in the campaign for 
raising the general standard of nutrition. Such research has been 
correlated to some extent, though perhaps not as much as it should 
be, with similar activities carried on by agricultural and veteri¬ 
nary officers through facilities afforded by the Imperial Council of 
Agricultural Research. The results have been made available to 
administrations and others interested in this problem, through 
reports of the Nutrition Advisory Committee of the Indian 
Research Fund Association and through Bulletins published by. 
the Nutrition Research Laboratories at Coonoor and by the- 
Imperial Council of Agricultural Research and other institutions. 
A scheme of training for nutrition officers was inaugurated in 
1937 at the Nutrition Research Laboratories, Coonoor, and, up to- 
date, the Governments of Bengal, Bihar, Madras, Bombay, the 
Punjab, Hyderabad (Dec-can) and Baroda have appointed special 
Nutrition Officers. Thus the ground is being prepared for a con¬ 
tinuous study of the nutrition problems of the country and for 
the practical application of the knowledge in the subject, which' 
the country already possesses. But this, in our view, is no more 
than a beginning. Speaking generally, comparatively little has- 
been done bv Provincial Governments in Ibis field and the res¬ 
ponsibility rests on them to place in ihe forefront of their recon¬ 
struction programmes, measures for dealing with this problem,, 
the solution of which is fundamental to the welfare and progress- 
of the people. 

9. We have refrained from making a reference to the activities.- 
of the Food Department of the Government of India because we- 
have, as has already been pointed out, confined our review of this 
and other subjects relating to the public health of the country, 
to the period ending with the year 1941. 

Supervision of Food Supplies to ensure the Maintenance of Healths 
Standards 

10. We shall consider here the action taken by health authorities 
for the control of food adulteration as well as for the supervision, 
of the production and sale of various articles of food for public 
consumption. 

11. Control of food adulteration .—The responsibility for control¬ 
ling food adulteration rests on Provincial Governments. In all 
provinces the necessary powers have been provided by Provincial 
Food Adulteration Acts. These Acts entrust the enforcement of 
the law against adulteration to local authorities and give consi¬ 
derable powers of supervision and control to Provincial Govern¬ 
ments. Each Government is empowered to apply the Act concerned 
either to the whole area under its charge or to particular local- 
areas as well as to apply it to all or to specific articles of food. 
In the two provinces of Bihar and the United Provinces the Act* 
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concerned provides for tlie control o! adulteration of drug's in 
addition to that of food. 

12. Adulteration of different articles of food is widely practised 
in the-country. In 1940, of the total number of samples examined 
in each province, the highest percentage of adulteration was. 
recorded in the Central Provinces (84’9 per cent.)* and the lowest 
in Sind (19‘9 per cent.). An inter-provincial comparison based 
on such figures is not, however, justified because the extent of 
territory over which the Food Adulteration Act has been made 
applicable in the different provinces varies considerably as well 
as the vigour with which it is enforced. For instance, the Food 
Adulteration Committee of the Central Advisory Board of Health 
stated in its report that it “ formed the opinion that, in large- 
areas in which the Act is said to be in operation in certain pro¬ 
vinces, its working can exist only on paper ”. The Committee 
has drawn attention to the fact that the methods of analysis 
employed in the provinces have not been standardised and this 
may also explain, in part, the divergence between the percentages 
for individual provinces. 

13. The chief articles of food which are found adulterated are 
milk and milk products and the edible oils. The percentage of 
adulterated samples in respect of milk and milk products varied, 
in 1937, from 100 per cent, in the case of the Central Provinces 
and Delhi to 15‘9 per Cent, in the case of Sind. Samples of 
edible oils showed percentages of adulteration ranging from 80'0 
per cent, in Bengal to 5 4 per cent, in Assam. 

14. The defects in the enforcement of the food adulteration law 
in the provinces include the following: — 

(1) In certain provinces the operation of the Act has been 

extended to specific areas, without due regard being 
given to the need for ensuring that the local authorities 
concerned possess adequate funds and personnel to- 
enforce the Act. 

(2) In many areas local authorities have availed themselves 

only to a very limited extent, or not at all, of the 
existing facilities for taking samples and getting them 
examined. The Food Adulteration Committee has 
pointed out that “ in the Punjab, the United Provinces 
and Baroda there are instances of local bodies failing 
to send even a single sample for examination during 
1940, while in certain other provinces the number of 
samples from individual local bodies is as low as one 
or two for the whole year ”, 

C3) Failure to prosecute offenders under the Act is to be found 
to a varying extent in the different provinces. The 
power to sanction prosecution is vested in the executive 
authority of the local body concerned. As has been 

* These and other figures relating to food adulteration are quoted from, 
Parts I and II of the Report of the Food Adulteration Committee of the 
Central Advisory Board of Health (1939 and 1943). 
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pointed out in the second chapter of this volume of 
our report, the Chairman of the local body, who is the 
executive authority in most parts of the country, often 
finds it difficult to enforce the law in the face of oppo¬ 
sition from vested interests, probably because he lacks 
the support of a strong public opinion for such enforce¬ 
ment in the interests of the community. Instances 
have been quoted, bv the Food Adulteration Committee, 
of local bodies having instituted no prosecutions at all 
and of others in whose case only six per cent, or less 
of the total number of offenders under the Act were 
prosecuted. 

In this connection it may be mentioned that, in the 
province of Madras, all the executive powers under the 
Food Adulteration Act were transferred, under the pro¬ 
visions of the Madras Public Health Act, 1939, to local 
fliealth officers. Further, the Provincial Government 
has issiied instructions that every case of adulteration 
should be prosecuted. It is understood that, in this 
province, the vendors of all samples certified by the 
public analyst as adulterated are invariably prosecuted, 
except where accidental adulteration is suspected. In 
such cases the vendor is warned and another sample 
taken at a later date. 

*(’4) The fines imposed by the courts are, in many cases, so 
light that, they have no deterrent effect on the offenders. 
Imprisonment, if it can be awarded for repeated offences 
under the Act, will have a salutary effect. In certain 
provinces, however, there exists no provision for impri¬ 
sonment for offences under the Act. 

((A) Delays in the disposal by courts of cases under the Act, 
sometimes as long as a year and a half, are said to 
have hampered the working of the Act in certain 
provinces. 

15. Control of the, prod notion and sale, of food to the public .— 
The provincial Local Self-Government Acts contain provisions 
enabling the local authority to control, from the hygienic point 
-of view, the production and distribution of food and articles of 
drink such as aerated waters, when they are meant for human 
'consumption. Such control extends to markets, slaughter houses, 
bakeries, sweetmeat shops and eating establishments, dairies and 
the collection, transport and distribution of milk and milk products 
and the sale of meat, fish and other articles of diet. No person 
can establish a market or a slaughter house or carry on the other 
trades mentioned above in the area of a local authority without 
■obtaining a license from it. In granting the license, that authority 
can lay down such conditions as it deems necessary to ensure the 
■effective observance of health standards. At least in certain pro¬ 
vinces local bodies also possess the power to seine and destroy 
articles of food unfit for human consumption if they are perishable 
and. if tint, to'do so under the orders of a magistrate. 
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l(i. It may, however, he mentioned that, in respect of the vast 
majority of local authorities, the control exercised is so unsatis¬ 
factory that the conditions under which food production and sale 
to the public are taking place constitute a grave menace to the 
health of the people. In many cases, the sanitary conditions of 
markets and slaughter houses maintained by the local bodies 
themselves fall far below minimum standards of hygienic 
requirements. 
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CHAPTER VI 

HEALTH SERVICES FOR MOTHERS AND CHILDREN 

The extent of Morbidity and Mortality among Mothers and Children 

1. The importance of the health problems of mothers and 
children become emphasised from a consideration of the following 
facts. Nearly one-half of the total deaths at all ages in British 
India takes place among children under 10 years. Of these nearly 
a half is among infants under one year. A conservative estimate of 
the annual number of deaths among women in the reproductive 
ages from causes associated with pregnancy and childbearing is 
200,000 while the number of women who have to undergo, each 
year, varying degrees of disability and suffering from the same 
causes is likely to be about four millions if the ratio of maternal 
morbidity to mortality considered reasonable elsewhere can be 
applied to India. 

2. Some idea of the relative effect of the causes associated with 
pregnancy and childbearing in raising the mortality rate of women 
in this country as compared with that of England and Wales may 
he obtained from the figures given below: — 



In England and Wales female death rates are lower than those 
for males at practically all the age periods, although there is a 
noticeable lessening of the difference between the two rates during 
■the years that constitute the reproductive period for women. This 
is due to the added risk of death which childhearing brings to 
women during those years. On the other hand, in India, this risk 
is presumably greater than in England and Wales because the 
female death rates during 15-40 are distinctly higher than the 
'corresponding rates for men although, at the earlier and later age 
.periods, these rates are, as in the case of England, lower than those 
for males. 

3. The high rates ©f sickness and mortality among children 
must result, apart from the large amount pf preventable 
suffering iand economic loss it produces, in the survival of a 
proportion of them with varying degrees of damage to their 
physical and mental powers, so that the contribution which they 
■may normally be expected to make to the general welfare of the 
community will naturally become reduced. The prevailing high 
Tates of maternal morbidity and mortality are also bound to exert 
an adverse influence on the health and happiness of the children 
-and other members of' the affected homes. When it is remem¬ 
bered that, in certain countries, the rate of infant mortality 
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is only about a third to a fifth of that of India and that the 
maternal death rate has been brought down to about 3 to 4 per 
1,000 births as against India’s estimated rate of 20 per 1,000, it 
becomes possible to obtain some idea of the extent of damage that 
preventible causes produce among mothers and children in this 
■country. 

.Measures necessary for the Protection of Motherhood and Child Life 

4. “ The health of the people depends primarily upoii' the social 
*and environmental conditions under which they live and work, 
upon security against fear and want, upon nutritional standards, 
upon educational facilities and upon the facilities for exercise and 
leisure.” We. shall not consider the problem here in this wider 
aspect but shall confine ourselves to the question of essential 
services to protect the health of mothers and children. These 
services should provide for the antenatal supervision of expectant 
mothers, for skilled assistance at childbirth, including institu¬ 
tional facilities where necessary, for the postnatal care of mothers 
and for adequate health protection to children from birth through 
the successive stages of infancy and early and later periods of 
<diild life. From the general description we have already given, 
in Chapter III of this volume of the report, of the existing health 
■organisation in the provinces, preventive and curative, it will be 
seen that the provision is altogether inadequate to meet the needs 
■of the community as a whole. In the field of maternity and child 
welfare the position is no better and is perhaps even worse. The 
•development of speeial health services for mothers and children 
is relatively of more recent date than that of general medical pro¬ 
vision for the community even in those countries in which health 
'administration has advanced to a greater extent than in India. 
Here the growth of maternity and child welfare work has been, 
broadly_ speaking, mainly through voluntary effort and there is 
■not, as yet, evidence of an adequate recognition by Governments 
•of the need for an organised programme of development in this 
Held. 

Development of the Maternity and Child Welfare Movement In India 

5. The movement started with attempts to train the indigenous 
'dai for the practice of better standards of midwifery than those 
she had been accustomed to practise. The earliest attempt in this 
•direction was made by Miss Hewlett of the Church of England 
-Zenana Mission in 1866. In 1885 the Dufferin Fund Committee 
was established with the object of providing medical aid to the 
women of India through women doctors. This Fund, assisted 
’'by a small grant from the Government of India, opened the Lady 
Heading Health School in Delhi in 1918 for the training of health 
•visitors. This was followed by the founding in 1919 of the Lady 
'Chelmsford All-India League for maternity and child welfare. 
In 1930, under the auspices of the Indian Red Cross Society, a 
Maternity and Child Welfare Bureau was established for the 
'purpose of promoting maternity and child welfare work throughout 
hhe country. The next step was the establishment in 1933 of a 
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training course in the All-Iinlia Institute of Hygiene and Public 
Health, Calcutta, which qualifies women doctors for a diploma in 
maternity and child welfare granted by the Faculty of Tropical 
(Medicine and Hygiene, Bengal. 

Existing Numbers of Mid wives, Health Visitors, Women Doctors ancfe 
the Probable Numbers required 

(i. Midwives .—The training of midwives preceded in India the- 
training" of nurses and it started with the establishment of hospitals 
about a century ago. There are now about 5,000 practising mid¬ 
wives in the country with approximately 000 qualifying them¬ 
selves for the profession annually. For a total of probably tern 
million births each year in British India about 100,000 midwives 
will he required for providing adequate service to the people, ou¬ 
tlie basis of one midwife to 100 births. Lack of skilled service 
by qualified mid wives plays an important part in the prevailing 
high rates of maternal mortality and of infantile deaths in the first 
month after birth (these form about 45 to 50 per cent, of the total' 
infant mortality in a year"). The need for making available, as 
quickly as possible, an increasing number of this class of trained’ 
workers for midwifery service, is therefore urgent. In view of' the- 
large difference between the existing number of midwives and that 
necessary to meet, the requirements of the country as well as of the- 
difficulty of producing .rapidly fully trained midwives in adequate 
numbers, the question will have to he seriously considered whether, 
as an interim measure, the indigenous dai cannot be trained' 
and made to work under proper supervision, so as to render her 
reasonably satisfactory for her duties. 

7. Health visitors .—The total number of health visitors in the 
country is about 700 or 750. Since the establishment of the first 
training school in Delhi other institutions have been started in¬ 
different parts of the country. There are now seven schools train¬ 
ing some 60 pupils annually. It is considered that at least one 
health visitor will be required to supervise the work of five mid¬ 
wives, if her duties are confined to the supervision of midwifery 
practice. If the health visitor is to undertake other duties also,. 
Bueh as nursing the sick in the homes of the people (which is what 
a public health nurse is required to do in other countries) the 
number necessary for the country as a whole will he much more. 
Even with her duties restricted to the supervision of midwives, 
about 20,000 health visitors will Be required to control the work 
of 100,000 midwives. 

8. Women doctors .—The number of women doctors in India,, 
including graduates and licentiates, is not definitely known, but 
it is believed that their total strength will not exceed 4,000. Of 
these about a thousand are probably in public service, while- 
another thousand are not, for various reasons, practising the pro¬ 
fession. The remaining 2,000 are, it is believed, in general' 
practice. The large majority of those who are in public service 
and in private practice are working in urban areas, particularly 
in the larger towns and cities. Even in these urban areas the 
number of medical women available is not sufficient to provide 
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adequate medical relief for women and children, while in rural 
areas the position is much worse. Turning to preventive health 
work for these sections of the population, which maternity and 
child welfare organisations are intended to provide, we find that 
the total number of women doctors with special training in this 
branch of health administration is only about a dozen medical 
graduates and about 50 or 60 licentiates. Another eight graduates 
are expected to complete such training by April 1946. The licen¬ 
tiates have had, generally speaking, only short courses in maternity 
and child welfare work, while the women graduates have had the 
full training for the diploma in the subject. 

9. In most parts of the country maternity and child welfare 
centres are run by health visitors. Madras and Delhi are the 
only provinces in which women doctors are employed in this orga¬ 
nisation in both urban and rural areas. In certain provinces 
even the supervision of. this service, which is manned bv health 
visitors, is carried out by medical women without any special 
training in maternity and child welfare work. 

10. The proper development of antenatal, intra-natal and post¬ 
natal care of women will require the employment of women doctors 
in sufficient numbers in the maternity and child welfare organisa¬ 
tion. In the circumstances described above it will be seen that 
the existing level of maternity and child welfare work in the 
country as a whole must be of a very low standard. Our proposals 
to expand this important service as part of the future health pro¬ 
gramme will necessitate the training of large numbers of women 
as doctors as well as their specialisation, later, in this branch of 
health work. 

11. The present position as regards this health service may be 
broadly summarised as follows: — 

(a) Madras is the one province in which an effort has been 
made to organise maternity and child welfare work on 
systematic lines, although specially trained medical 
women devpting their whole time to the development of 
maternity and child welfare work exist in the provinces 
of Bengal, the United Provinces and Orissa. It is 
understood that, in the Punjab also, a woman doctor has 
recently been appointed on the staff of the Director of 
Public Health to promote the development of this 
activity in the province as a whole. This lady has not 
had, it is understood, any special training in maternity 
and child welfare work. 

The following is the summary of the work carried out in 1942 
in the province of Madras: — 

Fourteen district hoards and 32 municipalities main¬ 
tained 225 centres, which employed 51 women 
medical officersj 32 health visitors and 422 mid wives. 
The total expenditure was 3‘31 lakhs. It should 
be mentioned thaf, although a much larger number 
of medical women are employed in this organisation 
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in Madras than in other provinces, they are mostly 
licentiates and have had only a short course of 
special training in the subject. 7,900 clinics were 
held, 53,100 deliveries were attended to by qualified 
midwives and a total of about a million home visits 
was paid by the different categories of' workers toge¬ 
ther. It seems unnecessary to go into the details 
of maternity and child welfare work in other 
provinces when only about three per cent, of the 
total births could be reached by the organisation 
even in Madras, where the service has been best 
developed. 

(b) Dai training under the Victoria Memorial Scholarships 
scheme has generally proved unsatisfactory. Probably 
the chief reason is lack of supervision of their work 
after training. 

(o) The main defect in midwife training is the general 
absence of experience in domiciliary work. 

(d) The level of training in health visitors’ schools is, with 
the exception of Lady Reading School, generally of a 
low standard, particularly in respect of practical 
training. 

(<?) The general absence of either provincial or municipal 
organisations to which maternity and child welfare 
officers might be recruited has resulted in few candi¬ 
dates offering themselves for training for the diploma 
in maternity and child welfare. Such candidates as 
do take up the course are deficient in training in both 
preventive and clinical pediatrics and in preventive 
obstetrics. 
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HEALTH SERVICES FOR SCHOOL CHILDREN 

1. The aims and objects of a school health service include the 
provision of adequate health protection to school children and the 
inculcation of the hygienic mode of life in them. A school health 
organisation should provide for: — 

(1) the maintenance of a high standard of environmental 

hygiene in schools; 

(2) adequate health protection to the children, based on perio¬ 

dical physical examinations, correction of defects and 
preventive work, including prophylactic inoculations, 
where necessary, and follow-up in the homes of the 
pupils; 

(3) health education so as to enable the child to learn and 

practise personal hygiene; 

(4) correction of defects of nutrition thi’ough a properly 

balanced midday meal and 

(5) physical education by gymnastic exercises and corporate 

recreational activities. 

Adequate nutrition and physical education are so important not 
only from the point of correcting existing defects in the child but 
also from that of endowing him with an abundance of health and 
vigour and with the power to enjoy life that no school health 
programme can be considered satisfactory without including these 
within its scope. In India school health services do not exist in 
most parts of the country and even where they exist, the organi¬ 
sations are not, at present, functioning on the comprehensive lines 
indicated here. 

Development of School Health Administration in India* 

2. School medical inspection was started first in Baroda city in 
1909. In the succeeding years practically every province intro¬ 
duced some form of school health programme but the area covered 
by the service varies widely as well as the types of schools in which 
medical inspection is carried out. The schemes seem to cater mare 
for middle and high schools than for primary schools. The Joint 
Committee of the Central Advisory Boards of Health and Educa¬ 
tion drew special attention to the frequency with which a system 
of medical inspection was started in the Provinces, only to he 
abandoned after a short while as a measure of economy. There 
are a number of instances of .change in policy which seem to indi¬ 
cate that there has not been a clear appreciation of the fundamen¬ 
tal necessity for, and of the essential characteristics of, a school 
medical scheme calculated to promote the health of the school child. 
The Committee emphasised that satisfactory arrangements for 
school medical inspection and treatment should form an essential 
part of any efficient system of public education. The conclusion 
reached in the report was that, with certain exceptions, school 

* These brief notes on the development of school health services in India 
are based on the information contained in the Report on School Medical 
Inspection of the Joint Committee of the Central Advisory Boards of Health 
and Education (1941). 
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health work in British India is carried on in a perfunctory manner. 
Environmental hygiene is striking in its absence, particularly in 
the rural areas. Medical inspection is undertaken with inadequate 
provision, in many cases, for the treatment of the defects which 
are detected and with even less provision for preventive work 
through a follow-up service. Health education has produced 
little tangible results. 

Brief descriptions of school health work in a number of pro¬ 
vinces are given below: — 

3. The United Provinces .—The medical staff employed on school 
health activities consist of (1) medical officers with public health 
qualifications, who are employed on school health work alone, in 
13 of the larger towns in the province and (2) district and muni¬ 
cipal medical officers of health in other parts of the province, who 
do this work along xvith their other duties. Two types of inspec¬ 
tion, based on a difference in the degree of thoroughness, are being 
carried out. They are (a) “ ordinary ” for vernacular middle and 
primary schools in urban and rural areas and ( b ) “ detailed ” in 
English High and Middle Schools, English Normal Schools and 
Intermediate Colleges. In 1943, as regards (a) mentioned above, 
of 59fi institutions under the scheme 248 were visited by the 
school medical officers and medical inspection was carried out 
in respect of about a fifth of the total of 72,600 pupils on the rolls. 
In rural areas, about a fifth of the total number of 10,597 schools 
was visited and approximately one-seventh of the 736,300 pupils 
on the rolls was examined. As regards treatment facilities, a 
central clinic has been established in each of the 13 towns wheie 
whole time school medical officers are employed. At these clinics 
treatment is given by the school medical officers for simple ailments 
and defects found during their inspections. In a certain number 
of places the free services of specialists have been secured for 
ophthalmic and dental cases. The total expenditure of Bs. 30,000 
per annum on these clinics is met by a charge of one anna per 
month recovered along with his fees from each pupil in the insti¬ 
tutions under the scheme. A portion of this expenditure is ear¬ 
marked for the free supply of glasses to poor students and of milk 
to ill-nourished children who are unable to pay for it. In other 
urban centres provision for treatment is restricted to the supply of 
a stock of simple medicines to the schools concerned for adminis¬ 
tration by the medical officer of health during his inspection or 
under his advice by the teachers. The position regarding treat¬ 
ment is even worse in rural areas where the existing dispensaries 
are situated at great distances from one another. Even here, 
however, some provision is made for elementary medical needs by 
the supply of first-aid equipment to schools through the Junior 
Bed Cross Organisation. 

4. Bengal .—In this province an Assistant Director of Public 
Health devotes his whole time to this branch of health administra¬ 
tion. Since 1928 a scheme of school medical inspection has been in 
existence in Calcutta city. This scheme extends to all Govern¬ 
ment and Government-aided secondary schools in the city with 
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approximately 10,000 pupils. Four school medical officers are 
employed on this scheme. Provision for the treatment of the defects 
discovered during medical inspection is meagre. An annual sum 
of about Its. G50 is available for the purchase of all the appliances 
required and of drugs and an additional sum of Its. 300 per year 
for the free supply of spectacles to poor students. 

As regards other towns it is stated that, in the 29 municipalities 
out of a total of 117, which employ health officers, school medical 
inspection is also done by these officers as part of their routine 
duties. Similarly in the areas of three district boards the District 
Health Officers are said to perforin this work also in addition to 
other duties. No special provision seems to exist for giving treat’ 
ment to the pupils in whom defects and disabilities are discovered. 

5. The Punjab .—In the rural areas there are five selected dis¬ 
tricts in which centres within a radius of two miles from a dispensary 
come under a scheme of school health service. The scheme, which 
is in its infancy, is far from elaborate. In some of the larger 
urban areas in the province, schools have combined to engage a 
whole-time doctor who conducts medical inspections and carries out 
treatment. These schemes are self-supporting, students from the 
fifth class upwards contributing a medical fee of Its. 1-8 per annum 
per head. The teachers are also included in the scheme and they 
contribute Its. 3 each, per annum. In a few of the smaller towns 
in the Punjab students of the secondary schools pay two annas 
per month and in return are examined once a year and receive a 
certain amount of .medical attention. 

6. Delhi Province .—In New Delhi the school medical service 
covers a population of about 4,000 students. The scheme is under 
the control of the Chief Health Officer, who has a man and a 
woman doctor to look after the schools for boys and girls respec¬ 
tively. The New’ Delhi municipality also employs a dentist and 
an occulist on a part-time basis for providing these services to 
the school children. Treatment for minor ailments is provided. 
A part of the cost is recovered from the pupils by charging them 
a fee of two annas per month and the share of the municipality 
towards the cost of the scheme is about Bs. 8,000 annually. In 
Delhi city two school medical officers, who are servants of the 
Provincial Administration, are employed. They are controlled 
by the Chief Health Officer. The service is not so well organised 
as in New Delhi. 

7. Madras .—In Madras City there are four full-time medical 
inspectors, two medical inspectresses and two part-time specialists 
to work in school clinics. There are also special clinics for car, 
nose and throat cases while those suffering" from eye and dental 
affections are referred to the local hospitals. Outside Madras City 
there is no school medical inspection service except in certain 
schools where the authorities concerned have introduced such 
inspection, 

8. We do not propose to describe tbe school health services in 
other provinces because they present no material differences from 
the organisations we have outlined above. 
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9, Before we close this chapter we shall refer to two other aspects 
of the school health problem. The first is the nutrition of school 
children. The Joint Committee’s report, to which we have referred 
above, has pointed out that “ In many parts of India it is the 
custom for children to have a meal before they leave for school 
and have no more food until they return home in the late afternoon. 
Such children cannot be expected to have the necessary energy to 
devote themselves to their school tasks. It is essential, both from 
the point of view of education and of health, that all the children 
should be given a midday meal, whether it is brought by the. chil¬ 
dren from their homes or provided at the school by the authorities 
We fully endorse this view. We find from this report that, in 
certain of the provinces in which school health services have been 
operating, the authorities concerned have realised the value of a 
midday meal for school children and that, of the total expenditure 
ou school health services, a high proportion is set apart for school 
meals. • Examples are Madras city with a provision of Rs. 67,000 
for supplementary food and an allotment of Rs. 12,000 for the 
school medical staff, and Bengal with a provision of Rs. 45,000 for 
food and Rs, 7,800 for medical inspection and treatment. The 
growing child is particularly susceptible to the adverse effects of 
malnutrition and under-nutrition and no school health scheme can 
be considered satisfactory unless tile provision of a balanced midday 
meal forms part of the scheme. 

10. The other aspect of the school health problem is the existing 
low standard of sanitation in many schools, particularly in the 
rural areas. Even those schools which are housed in buildings 
constructed for the purpose do not, in many eases, conform to 
modem standards. A large number of schools are boused, however, 
especially in rural areas, in rented buildings in which the sanitary 
condition, the arrangement of the class rooms as regards lighting 
and ventilation and the provision of proper lavatory and washing 
facilities, all leave much to be desired. The theoretical instruction 
regarding personal hygiene, which is given to the students in the 
class room, must necessarily fail to influence their life in the 
absence of these essential facilities to enable them to practise what 
they are taught. 
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CHAPTER VIII. 

HEALTH OF THE INDUSTRIAL WORKER. 

Definition of Industrial Population 

1. Before beginning to discuss the health problems of industrial 
workers it is desirable to consider what sections of the community 
should be included within this category. The conditions affecting 
the health of a worker may, broadly speaking, be divided into two 
groups, namely, those which he shares with the other members of 
the general community among whom he lives and those which are 
associated with the occupation he pursues. In regard to the latter 
there may be special hazards to health arising out of particular 
occupations. The development of anthrax by those handling w T ool 
or skins and hides or poisoning by lead, chrome and other substances 
which are used in a variety o| trades or manufacturing processes 
arc examples of such special hazards. There are also other factors 
which have their influence on the health of the worker and these 
include the lighting, ventilation and general sanitation of the 
workshop or factory, the dust and noise associated with the working 
environment and the provision that exists for rest pauses, meals 
aud personal cleanliness. It seems correct to hold that, over and 
above the general provision for health protection which the worker 
can share with the other members of the population, be has the 
right to claim that special measures should be taken to counteract 
the adverse effects of those factors which are associated with his 
occupation. The provision of such special health measures is the 
function of an industrial or occupational health service. We 
believe that, to a greater or less extent, all those who are gainfully 
employed outside their own homes will require the services of the 
occupational health organisation. While recognising this as the 
ultimate objective we consider that, as an interim measure, the 
term, “Industrial population ”, may with advantage be limited 
to the classes shown below: —• 

Persons employed in— 

1. establishments governed by the Factories Act; 

2. unregulated factories; 

3. mines; 

4. the building industry; 

5. large public works; 

G. transport organisations including railways, roads, inland 
waterways, high seas and docks; 

7. plantations, tea, rubber, coffee, sugarcane and cinchona; 

8. distributive trades including i-etuil shops and 

t). restaurants and hotels. 

An Estimate of the Probable Number of Industrial Workers 

2. The number of workers in certain of tlie classes shown above 
is not known. Such information as is available is given below. 
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The average daily number of workers, in 1942, in various types 
of establishments governed by the Factories Act, are quoted from 
a Government return : — 



Perennial. fi 

casonal. 

Government and Local Fund 
factories . 

299,273 

020 

All other factories— 



Textile. 

965,459 


Engineering .... 

223,820 


Minerals and Metals . 

82,493 


Food, Drink and Tobacco 

121,311 

162,317 

Chemicals and Dyes . 

72,626 

1,507 

Paper and Printing . 

48,501 


Wood, Stone and Glass 

82,334 


Gins and Presses 

17,029 

134,670 

Skins and Hides .... 

29,608 


Miscellaneous .... 

38,465 

2,204 

Total 

1,980,919 

301,318 

GRAND TOTAL . 

2,282,23 



It has not been possible for us to obtain estimates of the number 
of persons employed in certain occupations. These include workers 
in unregulated factories, the building trade, large public works, 
inland waterways, docks, motor road transport, sugarcane and 
cinchona plantations, retail shops, restaurants and hotels. Such 
figures as we have been able to secure are given below: — 

1 Transport workers— 

(a) Railways .... 774,380 

(b) Tramways— 

(i) Calcutta . . 6,000 

(ii) Bombay . . . 4,000 

2. Indian seamen .... 92,900 (latest figure avail¬ 

able is lor 1929 
in Bengal uml 
Bombay). 

3. Tea ..... 588,163 (Assam), 

I 196,899 (Bengal). 

930,412 (South India). 

4. Rubber. 48,704 

5. Coffee. 92,504 (South India) 

The figures quoted above for factory workers and others give a 
total of a little over 5 millions and if those categories of workers, 
for whom no estimates of possible numbers could be made, are also 
included, the total industrial population as defined by us is likely 
to be in the neighbourhood of at least T or 8 millions, if not more. 
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Certain Preliminary Considerations 

3. While industrial workers all over the world require special 
health measures for reasons we have already indicated, we believe 
that, in India, the need for protecting the health of this section 
of the community is even greater. In the highly industrialised 
countries of the West the industrial population is more stable 
than in India. The industrial worker in India, on the other hand, 
is generally a migrant from the rural areas and continues to keep 
contact with his home. He lives and works in a more congested 
and unhealthy environment than that to which he had been 
accustomed. He often lives separately from his family and exposed 
to the temptations that urban conditions provide. The incidence 
of disease is therefore high among these workers and the continuous 
exchange of industrial population, which takes place between the 
large urban centres, where industries generally exist, and the rural 
areas, has already been recognised as a fruitful source of the spread 
of infectious diseases such as tuberculosis and leprosy. In the 
urban areas themselves the existing conditions of overcrowding and 
insanitation are largely associated with the influx of industrial 
workers, who live widely dispersed among the general population. 
A high incidence of disease in the former has therefore its reper¬ 
cussion on the health of the community both in industrial areas 
and in the villages. 

4. The war has aggravated the previous conditions of overcrowd¬ 
ing in all industrial areas. For instance, the population of 
Cawnpore was at the 1941 census about 487,000. In October 1944, 
when we visited the city, we were told that its inhabitants numbered 
approximately 800,000. A similar abnormal rise in population has 
been reported from Calcutta, Bombay and other industrial centres. 
The result has been to produce overcrowding on an unprecedented 
scale, as the increase in housing accommodation has fallen far short 
of the rise in population. We draw special attention to this state 
of affairs because a possible result of further development of industry 
in the post-war period may he to aggravate existing conditions of 
overcrowding, upless adequate measures can he undertaken to safe¬ 
guard against such a possibility. Minimum standards for housing, 
which would ensure the health of the workers, will have to he laid 
down. We are confident that the enforcement of these standards 
is not likely to arouse any great opposition. Indeed, enlightened 
industrialists have repeatedly expressed before us the view that 
they would welcome the laying down of such standards. We shall 
deal with overcrowding in greater detail, later in this chapter, 
in the section relatiug to housing. 

We shall now take up, for brief consideration, the different 
aspects of the industrial health problem. 

Morbidity and Mortality among Industrial Workers 

5. No reliable figures of morbidity and mortality among indus¬ 
trial workers are available. The machinery for providing such 
information does not exist at present. Many factories have no 
dispensaries and hence a reliable record covering all industrial 
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workers cannot be bad. further, the information available from 
such industrial establishments as maintain dispensaries or hospitals 
is incomplete. Reasonably complete morbidity statistics are likely 
to develop only if there be health insurance for the workers, which 
provides for the certification of sickness before they become eligible 
for cash benefit. Such a scheme is, broadly speaking, non-existent 
in the country. The deaths among industrial workers are included 
in those for the community as a whole and are not shown separately 
in the statistics which the authorities publish. In the circum¬ 
stances we do not propose to put forward certain figures which came 
to our notice. 

G. Living in the midst of the general population industrial 
workers are subject to those diseases which are prevalent among the 
former. In addition they are also subject to other causes of morbi¬ 
dity and mortality associated with their occupations, particularly 
those which are of a hazardous nature. As regards general diseases, 
their prevalence among industrial workers must at least be as high 
as in the population as a whole. For reasons to which we have 
already referred we think it probable that the incidence of certain 
of thtjse diseases might even be higher among industrial workers, 
particularly of tuberculosis, bronchitis and asthma. 

7. Little information is available regarding the incidence of 
occupational diseases in India. In England medical practitioners 
are required to notify, under Section 78 of the Factory and Work¬ 
shop Act, 1901, certain diseases contrasted in a factory or workshop. 
In India, no such provision exists under the Factories Act. 
Anthrax is notifiable uuder the local Self-Government Acts in 
certain provinces, although not as an industrial disease. But no 
statistics relating to its incidence are available. Under the 
Workmen’s Compensation Act a list of diseases lias been declared 
to be occupational diseases. Compensation is payable by the 
employer to a workman if he has been continuously in employment 
for a period of not less than six months and lias contracted any 
of these diseases during that period. The number of claims made 
in a year is, however, very small—probably less than 10—so that 
these figures give no indication as to the probable incidence of 
industrial diseases. 

Medical Relief , 

8. Provision inside the factory .—The Factories Act enables 
Provincial Governments to make it obligatory on an industrial 
establishment to make provision for first aid. We are satisfied that 
the first aid arrangements provided by the great majority of the 
factories come up to the standard laid down by the Factories Act. 
As regards dispensaries run by industrial establishments, with some 
exceptions, the position is not so satisfactory. Drugs and equip¬ 
ment are, in. the majority of these dispensaries, in short supply. 
There was a general complaint of shortage of quinine, particularly 
in Bengal, Bihar and the United Provinces. 

9. Provision outside the factory .—The general conclusion that 
we have reached as the result of our survey of the total provision 
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for medical relief outside the factory for industrial workers by 
Governments, local bodies, employers and private practitioners is 
that the existing facilities must be considered to be, on the whole, 
quite inadequate. 

10. The facilities provided by Provincial Governments and local 
bodies for,industrial workers are, generally speaking, those avail¬ 
able for the community as a whole. The grave insufficiency of such 
provision for the community has been pointed out, in some detail, 

- in Chapter III of this volume of the report. Large industrial 
centres are either large cities or are in close association with 
them. In such places the provision for medical relief may be 
expected to be higher than that for the country as a whole. 
Nevertheless, the existing facilities are inadequate to meet the 
requirements of the workers. We may illustrate this by a brief 
reference to three industrial centres Ahmedabad, Cawnpore and 
the Hooghly industrial area. The population of Ahmedabad at 
the 1941 census was nearly GOO,000. It is certain that this popula¬ 
tion must have increased considerably in the succeeding years, 
although we are not in a position to estimate the rise. The total 
number of hospital beds available in Ahmedabad is 080. There 
are some 050 men and 25 women medical practitioners. An out¬ 
patients dispensary is run by the Textile Labour Association of 
Ahmedabad. These facilities may be considered to be better than 
those which exist in some other towns. But, considernig the siae 
and needs of this large city, the total provision for medical aid 
seems to be quite inadequate. In Cawnpore the Provincial Govern¬ 
ment maintains a general hospital and a women’s hospital. 
Factory employers, under a combined scheme, run the McRobert 
Gunj Hospital for mill assistants only, i.e., upper class factory 
workers. In addition there is an American Mission Hospital for 
women and children. The total number of medical practitioners 
in the city is about 100. The Medical Officer of Health, Cawnpore, 
states that the available medical facilities were insufficient for the 
inhabitants of the city with its normal population of two to three 
hundred thousand, which has increased to 800,000 owing to the 
influx of labour under war conditions, while the provision for 
medical aid has remained the same. As regards the Hooghly 
industrial area the Chief Inspector of Factories, Bengal, stated 
that “ medical relief whether by way of institutions provided by 
Government or otherwise, or private medical practitioners, is 
inadequate to meet the needs of both the general and industrial 
communities. Staff, equipment and drugs are also inadequate.” 

11. It must he pointed out that, although we have included the 
general practitioners in each area as part of the provision for 
medical relief, a large proportion of industrial workers is unable 
to pay for and obtain the services of such practitioners. They must 
depend mainly on the out-patient and in-patient departments of 
hospitals and on the dispensaries maintained by the public 
authority or on institutions provided by employers. 
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12. Special reference is necessary to medical facilities in planta¬ 
tions and mining areas. From the evidence we received and from 
our own observations the existing provision in plantation areas 
leaves much to he desired. The dispensaries maintained in two 
plantations which we visited in South India were of a low 
standard. One of these was in charge of a homeopathic doctor 
and stocked homeopathic drug's as well as those used,in modern 
scientific medicine. Both dispensaries were small in size and the 
standard of cleanliness was definitely low. Conditions in the 
Dooars plantations in Bengal cannot he said to be better. 

13. At the same time reference should also be made to better 
conditions elsewhere. From information received from the 
Secretary of the Planters’ Association of South India, the planta 
tion districts of the Anamalais, Nilgiris Wynaad, South Nilgiris, 
Travancore and Central Kanan Devans together have an area of 
250,000 acres and employ about 200,000 labourers. The total 
hospital accommodation available in the area is .1,270 beds in 81 
hospitals. This cannot be considered as an insufficient provision 
as it represents 6 beds per 1,000 of the population, which is about 
25 times that which is" now available for the general population 
in the country as a whole. Iji some of the larger hospitals 
graduates in medicine are employed, while the smaller plantations 
utilise the services of medical licentiates. In the Nilgiris, 
however, some plantations have even compounders in charge of 
their medical institutions. 

14. Provision for medical relief in the coal-mines of Itaniganj, 
Asansol and Dlianbad are not, speaking generally, satisfactory. 
We noted that some collieries employed medical licentiates, on a 
part-time basis, for Rs. 15 or 11s. 20 per month. This is the salary 
of a peon and it does not seem unreasonable to expect that the 
service which the miners would receive for such salaries would be 
comparable in value. 

Rehabilitation 

15. This important aspect of medical relief for workers has 
hardly been developed in the country. We did not find, during 
our tours, iu any industrial area a centre which undertakes the 
rehabilitation and retraining of the worker, so as to enable him 
to take up work again after he had been disabled by an accident. 
Provision for the supply of artificial limbs and artificial eyes 
is also quite inadequate. 

Accidents 

16. The rules relating to accidents, which have been framed by 
Provincial Governments under the provisions of the Factories Act, 
appear to be adequate and they are, generally speaking, followed 
by most of the larger concerns. There is, however, evidence to 
show that some of the smaller establishments try to evade the 
notification of accidents. 
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17. Accidents are classified as fatal, serious and minor. The 
following figures for the total mini her of accidents in British India 


relate to the year 1942: — 

Fatal.. 32.1 

Serious.9,111 

Minor ......... 44,740 

Total . 54,174 


18. In those factories in which dispensaries and hospitals exist, 
the treatment of patients is undertaken at these institutions. 
Where such provision is not available the cases are sent to local 
public institutions. Very few factories possess their own 
ambulances. Many utilise the factory lorry or car. In several 
instances it was reported to us that, workers had to make their own 
arrangements for conveyance to hospital. 

19. Abolition of the defence of common enuployments makes 
employers responsible for compensation in many cases of accidents. 
This probably leads to reluctance to notify accidents in the case of 
certain employers. But we have Teason to think that, with the 
growth of the trade union movement, workers are becoming better 
organised and more conscious of their rights. It has not been 
possible for us to examine in detail the working of the Workmen’s 
Compensation Act. Reference should, however, be made to the 
representation received by us from certain organisations that cases 
under the Act have a tendency to drag on in some provinces in 
which Compensation Courts sit only twice a year. Some industrial 
estafilishmeats have insured themselves against the claims of 
workmen for compensation and no difficulty arises in such cases for 
the payment of compensation, Iu other establishments disputes 
between employers and employees are not uncommon. These 
disputes are settled in the Court of the Commissioner for Work¬ 
men’s Compensation or by the District Magistrates who are 
Commissioners for this purpose in their districts. The trend of 
evidence is that, in the majority of cases, the claim of the worker 
is upheld by the Court. It has been represented to us that, on 
certain occasions, the amount of compensation sanctioned is 
inadequate, for instance, a sum of Rs. 900 for the loss of a right 
urm. 

20. We believe that there is a case for a simplification of the 
procedure laid down in the W'orkmen’s Compensation Act and that 
this question deserves early consideration. 

Sanitation, Lighting and Ventilation of Factories 

21. Legal provision for ensuring the health and safety of the 
worker has been made in Chapter III of the Factories Act. 
Section 13 of the Act lays down that “ every factory shall (be kept 
clean and free from effluvia arising from any drain, privy or other 
nuisance, and shall be cleansed at such time and by such methods 
as may be prescribed ”. We consider it essential that such Provin¬ 
cial Governments as have not framed rules under this .section should 
do so without delay, because, from the point of view of the health 
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of the worker, it is necessary that certain minimum standards of 
cleanliness inside the factory should be laid down and enforced. 

22. Under Section 14, the Provincial Government has the power 
to prescribe that every factory shall he ventilated in accordance with 
such standards and by such methods as may be prescribed. We 
understand that rules under this head have been framed by every 
Provincial Government except that of the Punjab and the evidence 
before us suggests that the observance of these rules is reasonably 
satisfactory. 

2d, In some of the textile mills workers complained that humi¬ 
dification was overdone to such an extent as to interfere witli com¬ 
fortable working conditions, it being stressed by some of the 
workers’ representatives that such increase in moisture was made by 
factories using the cheaper quality of yarn in order to prevent their 
frequent breakages. This is a matter for expert investigation. 

24. Progress has been made for protection against dust in the 
large textile industries, but the position in jute mills is unsatis¬ 
factory. Dust was in evidence in the blow rooms and in the bleach¬ 
ing departments. Similarly, in cement factories in Southern India, 
there was considerable evidence of dust in the crushing mill and 
in the packing departments. In some of the places we visited the 
workers were found protecting their nostrils by tying the end of 
their turbans round their nose. In no place did we notice that 
the workers were provided with masks. 

25. Section 15 of the Act, which deals with cooling arrange¬ 
ment in factories, has worked reasonably satisfactorily in the 
factories which we visited. In some of the factories w'e found that 
effective air-conditioning devices have been installed. Air-condi¬ 
tioning, besides ensuring higher efficiency and aiding in the manu¬ 
facturing processes, contributes much to the comfort and well¬ 
being of the workers. 

Drinking Water Supply 

26. The provision of water supply in factories is regulated by 
section 19 of the Act. We found that, in some factories, workers 
had to walk long distances for drinking water. In certain cases 
drinking water supplies were kept not far from latrines. In some 
establishments we noted that the salary of the waterman had to 
be paid by the employees. We are particularly drawing attention 
to such matters because wo consider that it should be obligatory 
on all owners of factories to provide, free of charge, safe and cool 
drinking water in adequate quantities to their workers and that it 
should he readily accessible to them. 

Personal Cleanliness of the Workers 

27. Washing and cleansing facilities cannot be considered 
adequate in many industrial establishments we visited. This 
remark applies particularly to the mining industry. It may, 
however, be mentioned that the Tata Goal Mines, Dhanbad, provide 
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reasonably adequate arrangements for these purposes and their 
example may, with advantage, he followed by other establishments. 

Special' Clothing and Protection of the Eye of the Worker 

28. The provision of special clothing in certain occupations is of 
great importance. The attitude of the representatives of trade 
unions, who appeared before us, was that they would welcome 
protective clothing provided it was supplied by factory owners. 
It was urged that the wages which employees received would not 
enable them to purchase such clothing even at cost price. The 
need for such special protective clothing cannot be over-emphasised 
in the case of those occupations which are likely to soil the clothes 
of the worker or produce specific risk to his health in the absence 
of such protection. The Cordite Factory at Coonoor has given a 
lead in this direction. 

29. The wearing of protective eye glasses is not strictly enforced 
even where employers provide them. We found them hung up 
on walls in many cases. The chance of foreign bodies getting into 
the eyes is not negligible in certain occupations. The damage done 
may lead to serious consequences involving, in some cases, loss of 
sight to the worker and the payment of heavy compensation by the 
employer. It may be that the disinclination of the employees to 
use glasses is due to their unsuitable design, in as much as they 
are, in the majority of cases, , of the closed goggle-type with no 
ventilation to the eye. 

Urinals and Latrines 

30. Rules made by the Governments of Bombay and Madras 
under the provisions of the Factories Act require that factory owners 
should provide one seat for every 50 workers where the total number 
of employees exceeds 200. We have no information as to what 
standards have been prescribed by other provinces. 

31. We were particularly struck by the absence of urinals and 
latrines in coal-mines. We were informed that miners used the 
goafs and unused galleries as latrines and that sweepers went round 
cleaning them. The inaccessibility of some of these places and the 
darkness that prevails in them make it doubtful whether proper 
cleaning will ever be carried out. The incidence of hook-worm 
infestation among the mining population, as shown in a report of 
the Asansol Mines Board of Health, appears to be high. Among 
colliery workers the percentage of infestation was 68'8, while the 
corresponding percentages for the rural and town populations were 
only 37' 1 and 18‘6 respectively. The Royal Commission on Labour 
commented adversely on the sanitary conditions that existed under¬ 
ground in the coal-mines and recommended that bucket latrines 
should he provided at convenient spots and a suitable staff of 
sweepers employed to keep the latrines clean. This recommenda¬ 
tion has not been carried out and the conditions that prevail are 
much the same as those on which the Royal Commission commented. 
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Housing 

32. By far the most important matter that we have had to con¬ 
sider in connection with the health of the industrial worker is the 
housing problem. We are not satisfied with the housing conditions 
prevailing in any of the places we visited. Overcrowding is a 
feature common to all these centres. 1'urther, the hygienic 
condition of the houses and their surroundings is, in most cases, 
very unsatisfactory. Certain recent figures presented by the Chief 
Engineer of the Calcutta Corporation show that 27 per cent, of the 
population in that city live in Imstees. Yet, under the existing 
City Municipal Act, land owners are responsible for the sanitary 
and hygienic conditions in them! The Bihar Labour Enquiry 
Committee report of 1940 made strong remarks about the housing 
of labour in industries adjacent to or within the limits of municipa¬ 
lities or even in rural areas. The report of the Bent Enquiry 
Committee of the Bombay Government shows that, some years ago, 
in Ahmedabad there was already a deficit of ovqr 20,000 working 
class tenements. The Textile Labour Enquiry Committee reported 
that, in Bombay in 1930, the employers provided some 4,000 and 
odd tenements, three quarters of which were single room habitations, 
against a working class population of over 150,000. In Ahmedabad 
less than 3,000 (the majority' being single-room tenements) were 
provided for over 100,000 workers. In the tenements constructed 
and owned by the Government of Bombay, 03,000 persons in 1939 
were housed in 13,000 rooms. An enquiry conducted in 1938 by 
its Labour Office showed that 91 -24 per cent, of the families covered 
by the enquiry lived in one-room tenements; the average number 
living in each had arisen in 1941 to 4 01. In 1938, 74 per cent, of 
the population of Bombay lived in one-room tenements, which 
constituted 84 per cent, of the total tenements in the city. In 
the same years, 02 per cent, of the families in Cawnpore and 63 
per cent, of the families in Lucknow lived in one-room tenements. 
In Bengal, at the outbreak of the war, there were only 40,000 
one-room tenements for nearly 150,000 workers in the Calcutta and 
Howrah area. The activities of Improvement Trusts and Munici¬ 
palities have made little impression upon the housing difficulties 
of industrial workers, though in some places they have relieved the 
.housing difficulties of the middle-classes. 

33. The assumption underlying the majority of working class 
housing schemes has been in the past that workmen and their 
families need only single-room tenements. In such quarters the 
observance of the ordinary decencies of life is impossible. Further, 
as the room has generally to meet all the requirements of the 
family, including cooking, living and sleeping, it becomes impos¬ 
sible to keep it reasonably clean and sanitary. The filth and 
squalour which we saw in the ahatas of Cawnpore or the bustees 
of Calcutta are indescribable. A dark dingy room of about 10 ft. 
by 8 ft. in size, built in such a manner that neither light nor air 
can enter it and with, as in the case of the coal-mines area, as 
many as 8 or 10 persons not infrequently living in it, represents 
the type of living accommodation which workers have to accept in 
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these congested industrial centres. Washing and bathing facilities 
as well as latrine accommodation are often non-existent. Indeed, 
men and women have to go sometimes two or three furlongs in 
muddy roads and without light to answer the calls of nature. 
The inconvenience they have to undergo is aggravated during rains. 
We have taken Cawnpore and Calcutta as examples. The position 
is no better in other large industrial cities such as Bombay, 
Ahmedabad, Madura and Coimbatore. In the plantations we were 
shown quarters into which we could enter only by crawling. In 
the coal-mines area housing conditions are equally unsatisfactory. 

34. As against this dark picture reference must be made to the 
efforts that certain enlightened employers have made to ameliorate 
the housing condition of their workers. We particularly desire 
tc mention, in terms of appreciation, the housing scheme for 
workers which the Madura mills have started. In ITarveypatti we 
saw spacious grounds, detached quarters with two rooms 10 ft. hy 
10 ft., a verandah, a court-yard, a separate latrine, bathing place, 
a garden and a small plot where flowers and vegetables could be 
grown. The houses are built hy the'company but a worker can 
acquire proprietary rights over it after paying a rent of Rs. 4 per 
month for a period of 12 years. Some other employers have also 
attempted to solve, at least partially the housing difficulties of 
their workers by providing quarters for them. In this connection 
reference may be made to some of the places visited by us, the 
Delhi Cloth Mills, Ltd., and the Birla Mills at Delhi the Tatas 
and the Indian Steel and Wire Products at Jamshedpur, the Batas 
and some of the Jute Mills in the Calcutta industrial area, the 
Spring Mills in Bombay, the British Indian Corporation and the 
Begg Sutherland group in Cawnpore. Some of these housing 
schemes are good, some of indifferent quality while others are 
unsatisfactory. We noticed a desire on the part of employers to 
help in the solution of the housing problem, but their main 
grievance was that neither sites nor building materials were avail¬ 
able in war-time. Employers cannot, even in the post-war period, 
carry out any large scale housing programme for their workers 
unless they are helped to secure sites for building purposes. In 
this connection the question of such legislative and administrative 
action as may he necessary has been considered in Volume II which 
deals with our recommendations. 

Nutrition cf the Worker 

35. The diet of workers in factories, mines and plantations is 
generally of a low standard and lacks the essential nutritive 
elements. We were particularly struck with the low quality of 
the staple diet of workers in Madras and Bengal. The position in 
regard to milk consumption is unsatisfactory in all parts of the 
country. The average level of wages in Bombay and Ahmedabad 
is higher than in other places and, from the evidence we collected, 
we have reason to believe that a more nutritive diet is taken by 
workers in these two cities than in other parts of India. 
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56. In the Province of Madras and in Jamshedpur an effort has 
"boon made to encourage workers to take meals at regular hours. 
The provision of facilities by way of canteens inside the factory 
and a system of proper rest pauses should go a long way to change 
the present irregular habits, in the case of many workers, in respect 
of time of meals. We saw an excellent canteen in Arvind Mills in 
Bombay and another at the Century Mills. In both places the 
arrangements for serving food to the workers were satisfactory. 
Seating accommodation for each person was provided separately 
and food was served in thals on neat little tables. The cost of a 
full meal at the Century Mills was said to be As. 2-9. The Tata 
Iron and Steel Co., Jamshedpur, maintains canteens and hotels 
at which excellent meals, much below the prices in the local bazaar, 
are served. Another good canteen we visited was the one run by 
the Itadhakrishna Mills at Coimbatore. Bombay seems to have 
given the lead in this matter to the rest of the country and we 
understand that there are some 113 canteens in the Province, ]fi of 
them suppplying cooked food while the majority serve tea and 
refreshments only. The textile industry runs 85 of these canteens. 
Tn Madras, Bengal and Northern India, we were told by many 
employers and some employees that the social habits of the people 
and their caste prejudices are impediments to the development of 
the canteen system. But caste prejudices are gradually dying 
out. While it may be necessary to make separate provision for 
orthodox and unorthodox workers in the beginning, we have little 
doubt that, in due course, these prejudices will disappear. In 
fact the development of the canteen system may have a salutory 
effect in this direction. 

37. In some of the factories we visited co-operative stores and 
societies were in existence. The Cordite Factory, Coonoor, the 
Madura Mills and the Arvind Mills have well organised co-operative 
Stores. At the Cordite Factory Stores fresh vegetables and fruits 
were available to the workers. The development of co-operative 
stores and of the co-operative movement among workers requires 
fostering. 

Hours of Work 

38. We realise that there is an economic aspect to the question 
of regulating the hours of work and we do not feel confident to speak 
with authority on this subject. But there is also a health aspect 
which we cannot ignore. The number of hours an individual is 
called upon to work has a bearing on his health. Long hours lead 
to fatigue which, if continued from day to day, injures the health 
of the employee, reduces his working capacity and increases his 
liability to accidents. The Factories Act of 1934 has laid down 
maximum hours, under normal conditions, for perennial factories 
as 54 hours per week and for seasonal factories 60 hours. The 
principle of a 48-hour week was accepted by the Washington 
Convention in 1921. In recent vears the tendency has been to 
stress the need for an even smaller figure. Before the war the 
United States and France were, generally speaking, working 40 
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hours per week. In Great Britain the Factories Act n>»rely 
prescribes hours of work for women and children and leaves those 
affecting' men to be regulated hv collective bargaining. Effective 
trade union organisations have helped the employees to achieve, 
for all practical purposes, a 45-hour week in Great Britain. The 
question for consideration is whether, in the interest of the health 
of the Indian worker, a reduction in the prescribed hours of work 
is desirable. He has, generally speaking, a poor physique. His 
standard of nutrition is low. He has no clean surroundings to live 
in. These are matters which should be taken into consideration 
in arriving at a decision as to whether the longer hours prescribed 
in India as compared with those laid down in the countries 
mentioned above, are justified from the point of view of the health 
of the worker. 

We must record that enlightened employers are in favour of 
shorter hours of work, and in our recommendations we have, taking 
into consideration the health point of view, made a specific sugges¬ 
tion that a forty-five hour week should be adopted. 

Transport 

39. Transport facilities for workers were reported to be inade¬ 
quate in almost all the centres we visited. Workers who live at a 
distance have to walk as many as four or five miles to and from 
work. When it is remembered that the Indian labourer has to 
work in perennial factories 54 hours a week and in seasonal 
factories 60 hours, it will be seen that the question of transport 
assumes considerable importance from the point of view of his 
health. The long hours he has to work and the distance he has, 
in many cases, to walk to and from the place of work would result 
in fatigue, which must have its adverse effect on his health and 
efficiency. The question of transport is intimately connected with 
that of housing. While in some of the smaller places it may be 
possible to provide working class quarters in areas not too far 
from the factories, such provision has to be ruled out in the case 
of large cities like Bombay, Calcutta, Ahmedabad and Cawnpore. 
In these towns new housing schemes can obviously be undertaken 
only in suburban areas situated at considerable distances from 
the factories. In these circumstances the provision of cheap 
transport is essential. The extent to which transport facilities 
should be provided is a matter for local investigation. 

Rest Shelters 

40. Rest shelters, where they were provided, were found to be, 
in almost all cases, sheds with corrugated iron roofs and with 
cement or brick floor. We do not approve of such roofing material, 
which will become heated up in the summer. Many employers 
said that, in factories which have open space and shady trees, 
workers prefer to rest during certain periods of the year in the open 
under the trees. It must be remembered that the sun in the 
summer is hot in most parts of this country and that workers need 
and appreciate protection against sun and rain. It is undesirable, 
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frop* the point of view of their health, that workers should be 
■allowed to remain inside the factory during rest hours. We saw 
in several factories workers sleeping inside steel boxes meant for 
the storage of bobbins. In some places we noticed them taking 
their meals near their machines on bales of cloth or seated amidst 
dirty surroundings. The plea that workers hesitate to use rest 
shelters for taking food on account of caste prejudices is not con¬ 
vincing. If rest shelters are provided, workers will find their own 
favourite spots and will form their own little groups in the same 
manner in which the better classes form groups in their clubs. 

Drink and Drug Habits 

41. The prevalence of drink and drug habits varies from pro¬ 
vince to province and in the different industrial areas in the same 
province. An analysis of the evidence available to us shows that 
these habits may be described as excessive in eight industrial 
centres, moderate in four, decreasing in six and on the increase in 
five centres. The question of restricting the ime of alcohol by 
industrial workers will have to be considered both from the point 
of view of its direct effect on the health of the worker and from 
that of preventing, as far as possible, the diversion of a portion 
of his meagre resources from essentials such as food, clothing and 
shelter for himself and his dependents to intoxicant drinks and 
drugs for the purpose of a temporary sense of well-being and 
freedom from care. 

Women Industrial Workers and Special Provision for them and their 
Infanta 

42. We should like to draw special attention to the lack of 
sufficient facilities for health work among women factory labour and 
to the inadequacy of the available number of women doctors, nurses 
and health visitors for work of this nature. 

43. The employment of women workers makes it essential that 
there should he provision for nurseries or creches where their chil¬ 
dren can be left and given proper food and attention while the 
mothers are away at - work. The Indian Factories Act has 
empowered Provincial Governments to make rules (a) requiring 
that, in any specified factory where more than 50 women are 
ordinarily employed, a suitable room should be reserved for use by 
the children of such women, who are below six years of age and (h) 
prescribing the standards of such rooms and the nature of the 
supervision to he exercised over the children therein. The 
Government of Bombay have made rules for the provision of 
creches in factories where 100 women are employed. The 
Government of Madras has not, so far, made any rules in this 
connection. The position in regard to the provision of creches 
is worse in Madras than in Bombay, though there are some good 
creches in some of the larger mills. The absence of a statutory 
obligation, however, makes employers indifferent about providing 
creches. In Bihar provision has now been made for the establish¬ 
ment of creches if the number of women workers in a factory 
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exceeds 50. In Bengal the provision of creches is not a statutory 
obligation. Some of the larger concerns, including the jute 
mills, have, however, voluntarily established them and have also 
included the supply of milk and supervision for the children. The 
standards reached by these creches in respect of such provision 
are not, however, satisfactory. In the United Provinces Section 1(1 
of the Maternity Benefit Act, 1938, gives power to the Provincial 
Government to make rules for the provision of creches and for their 
supervision. Rule 11 framed under this Act lays down the 
standards in regard to creches. Milk for babies and children is 
provided, free of charge, at these creches. Existing creches in 
the plantations in the Dooars are not working satisfactorily, the 
chief defect being absence of arrangements for feeding the children 
while their mothers are away at work. 

44. Maternity Benefit Acts are in existence in all provinces 
except Bengal, Bihar and Orissa. In the first two, however, we 
understand that women are receiving maternity benefit in the case 
of all the larger industrial establishments, including plantations. 
The maximum period for benefit allowed under the different Provin¬ 
cial Acts four weeks before and four weeks after childbirth. Under 
the International Labour Convention the period recommended is 
six weeks in both cases. The grant of maternity benefit is of great 
importance from the point of view of the health of the mother and 
of the child. In India infant and maternal mortality rates are 
high. Therefore the need for giving the woman worker the period 
of rest regarded as necessary under the International labour Con¬ 
vention must, iu our view, be recognised. 

45. We were assured that the enforcement of the Maternity 
Benefit Acts did not result in any decrease in the number of women 
employed in the provinces of Madras and Bombay. In order to 
enable a woman to obtain maternity benefit, certification of her 
pregnancy is necessary. We are not satisfied with the existing 
facilities for the certification of pregnancy. Women doctors are 
not ordinarily employed in dispensaries and industrial areas 
generally suffer from an acute shortage of them. We understand 
that some women are reluctant and even definitely object to submit 
themselves to examination by men doctors. 

Factory Inspection 

46. The factory inspection staff in the provinces is at present 
quite inadequate. The Commissioner of Labour in Madras consi¬ 
dered that it is not possible for an inspector to do more than 250 
inspections satisfactorily in a year. The evidence given before us 
goes to prove that the factory inspection staffs require strengthening 
in all the provinces. In our opinion the aim should he to have the 
staff sufficiently strengthened to ensure the inspection of all 
factories at least twice a year. 

47. One of the questions to which we gave some attention was 
that of elementary training for factory inspectors in public health. 
The Chief Inspector of Factories, Bengal, considered that, at the 
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present stage of industrial development, such training was unneces¬ 
sary. On the other hand the Chief Inspector of Factories, United 
Provinces, took a different view. He said that training in public 
health would enable an inspector to administer more satisfactorily 
the safety and welfare provisions of the Factories Act. Further, 
it would make it easier for the factory and public health departments 
to co-operate in an effective manner. The Government of Madras 
has recently instituted a three-weeks’ course in public health for 
factory inspectors. While this is to he welcomed, the consensus of 
opinion among those who expressed their views on the subject 
was that the period of training should be at least three months. 

The Zoning of Industry 

48. Industrial towns in India have grown up, in the past, in a 
haphazard manner and it is common to find factories in areas which 
are predominently residential. The Madras Public Health Act 
and the Madras Town Planning Act have recognised the principles 
of zoning. .Legislation in other provinces is not so definite and 
clear. We learnt from the Director of Public Health, Madras, 
that his Government has advised local bodies, through executive 
instructions, to set apart industrial areas and that installation of 
factories is normally permitted only in such areas. We were also 
informed by him that the policy of the Madras Government was to 
discourage local bodies from renewing the licenses of factories 
already existing in residential areas unless the motive power is 
electricity. The Madras Public Health Act provides that urban 
authorities should notify the residential areas within their territory 
in a period of one year and that no new factories or workshops or 
workplaces should he permitted to he established in them. 

Administration of the Factories Act 

49. The Factories Act lias given wide discretionary powers to 
chief inspectors and other inspectors of factories in the matter of 
instituting prosecutions in cases where there have been infringe¬ 
ments of factory rules. In our opinion prosecution should, under 
such circumstances, be the rule and not an exception. The evidence 
given before us by inspectors and chief inspectors of factories is 
that courts are not inclined to impose heavy fines for offences under 
the Factories Act. While we are not in a position to verify those 
statements we must record our opinion that violations 'of the 
Factories Act and of the rules made under it should not be regarded 
leniently and that deterrent punishment is necessary in such cases. 

Unregulated Factories 

50. The Factories Act defines a factory as meaning any premises 
where 20 or more employees are working or were working on any 
day of the preceding twelve months and in any part of which a 
manufacturing process is being carried on with the aid of power 
or is ordinarily so carried on. Section 5 of the Act gives power to 
Provincial Governments to make any of the provisions of the 
Factories Act applicable to factories in which the manufacturing 
process is being carried oil, with or without the use of power, 
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whenever ten or more workers are working in it, or have worked 
therein on any day of the preceding twelve months. Further, 
these Governments have been authorised to apply, by certain 
amendments carried out in 1940 and 1941, some of the provisions 
of the Factories Act to small establishments employing less than 
ten persons, provided a child is employed on the premises and 
provided also that the establishment conforms in other respects 
to a small factory. Therefore Provincial Governments can, if 
they so desire, apply the Act to a large number of small establish¬ 
ments, whether they use motive power or not. 

51. Our visits to small factories using power and without it in 
various parts of the country have convinced us that they require 
supervision and control. The conditions in the smaller establish¬ 
ments, particularly in the tanning and bidi industries and glass 
and bangle factories in Ferozabad in the United Provinces are 
indescribably bad. We have seen employees in these places working 
long hours in extremely unsatisfactory surroundings without the 
provision of such facilities as adequate light, air and drinking 
water. Children are freely employed in such establishments. We 
visited one in Sadar Bazaar in Delhi, where nearly 80 women 
were working with babies in their arms in a room with insufficient 
lighting and ventilation. The atmosphere was suffocating. In the 
same city we also visited the places in which tanners live and work- 
in the Qarol Bagh area. The extent of filth and dirt in these 
places can hardly be described, liven small children were found 
working in these tanneries. 

52. Some of the industries in which such conditions exist are of 
long standing and they fulfil a useful place in the economy of the 
country. They help men and women, who have family traditions 
in regard to certain trades, to earn a living in a country where the 
problem of existence is acute for very large sections of the 
population. The glass works in Moradabad, the silk handloom 
industry, Benares, and spiuning and weaving establishments all 
over the United Provinces are valuable from an economic point of 
view and the Provincial Government lias rightly followed the 
policy of encouraging them. We .should be sorry if the effect of 
large scale industrialisation were to eliminate certain handicraft 
industries for which India lias been noted in the past. While fully 
recognising this we are bound to stress that working and living 
conditions in many of these establishments require to be radically 
changed and that they should be brought under reasonable control. 
The question of devising%uch control will receive consideration 
when we put up our recommendations regarding industrial health 
in the next volume of the report; 
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CHAPTER IX 

PERSONAL HEALTH SERVICES FOR CERTAIN DISEASES. 

1. In India there exist all the diseases associated with temperate 
climates and, with a few exceptions, all those that are associated 
with the Tropics. For the purpose of this review we have, there¬ 
fore, limited ourselves to the more important diseases prevalent in 
the country, which are given below. In dealing with each of 
them we shall first attempt to make an estimate of their incidence 
and then describe the measures, legal and administrative, that are 
in force for their control. 

1. Malaria. 7. Venereal diseases 

2. Tuberculosis. 8. Hookworm disease. 

3. Smallpox 9. Filariasis. 

4. Cholera. 10. Guinea-worm disease. 

5. Plague. 11. Cancer. 

G. Leprosy. 12. Mental diseases and mental 

deficiency. 

Most of these are communicable diseases and, as there are 
certain common lines of action in respect of them, we shall briefly 
discuss them first. 

2. The local bodies are responsible for health administration in 
their respective areas, including the control of epidemic diseases. 
The legal provisions defining their duties and powers in this connec¬ 
tion are incorporated in the Self-government Acts which have 
brought these local authorities into existence. The powers con¬ 
ferred on them for the control of infectious diseases are, broadly 
speaking, larger in the case of municipal authorities than of 
rural local bodies. The provisions relate to the notification or the 
reporting of cases of infectious disease to the local health authority, 
the segregation and treatment of patients and the carrying out 
of other measures which are necessary for the prevention of the 
spread of infection. In addition to the powers contained in the 
Local Self-government Acts, an all-India enactment, the Epidemic 
Diseases Act, 1897, provides emergency powers to the different 
governments, Central and Provincial, in their respective areas of 
administration, for the promulgation of temporary regulations to 
deal with an outbreak or a threatened outbreak of infectious disease. 
Emergency regulations under this Act have generally been issued 
by Provincial Governments in the presence of widespread outbreaks 
of epidemics or in connection with certain festivals, which attract 
large numbers of pilgrims and are therefore associated with the 
threat of outbreaks of these diseases. 

Notification 

3. Municipal Acts generally provide that the householder or the 
medical practitioner, including the Hakim or Vaid attending on a 
patient, should report to the local authority the outbreak of infec¬ 
tious diseases. As regards tlie rural areas, in most provinces, the 
ehowkidar or the village servant is responsible for reporting such 
events to the officer in charge of the thana or police station, who 
forwards the information to the local health authority. In the 
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province of Madras, however, the village headman is responsible 
tor reporting epidemic diseases. In the rural areas the period 
elapsing between the outbreak of an infectious disease and its 
notification to a responsible public health official varies in the 
provinces, the delay being greater in those in which (he chowkidar 
and the police department ore responsible for this duty. 

Segregation and Treatment cf Cases of Infectious Diseases 

4. In Chapter III of this volume we have already drawn atten¬ 
tion to the fact that the existing number of infectious, diseases 
hospitals iu the country is small and that the conditions under 
which they are maintained arc, generally speaking, quite unsatis¬ 
factory. The total number of permanent beds maintained in the 
whole country for the treatment of cases of infectious diseases is 
probably about 1,000, a provision which is far too small to deal 
with the segregation of the thousands of cases of cholera alone 
which occur iu the country. Moreover, such infectious diseases 
hospitals as exist are located in the cities and larger towns and 
facilities for segregation are practically non-existent so far as the 
vast rural areas are concerned. 

5. The provision of adequate isolation facilities to deal with the 
different infectious diseases prevalent in the country is, under 
existing conditions, an impossible task. During times of epidemics 
the number of patients requiring isolation in respect of any one of 
such diseases as malaria, cholera or smallpox is so large as to he 
well beyond the capacity of the local authorities concerned. In 
regard to tuberculosis and leprosy the prolonged period of isolation 
which is required and the possibility of a relapse into an infective 
stage, when the patient returns to active life, necessitate for the 
control of their spread, much more elaborate measures than those 
required for the common epidemic diseases. In the circumstances 
the practice of isolation in respect of any of these diseases is, broadly 
speaking, non-existent in the country as a whole. 

Other measures 

6. The existing health staffs, even in those provinces iu which 
the public health organisation has been best developed, are quite 
insufficient to provide adequate service to the large populations 
entrusted to their charge. In the circumstances the control 
measures, which are undertaken, are of a limited nature. In the 
case of cholera, for instance, the action taken includes mass inocu¬ 
lation in order to confer protection against the disease on the 
affected communities and sterilisation of water supplies. In view 
of the inadequacy of staff and the large number of patients to 
deal with, often in widely separated houses particularly in the 
rural areas, disinfection of infective material can be carried out 
only in a perfunctory manner, the relatives of the patient being 
given disinfectants with simple instructions regarding the methods 
of carrying out sterilisation. Isolation and proper treatment of 
patients cannot be carried out for reasons which have already been 
given. As regards smallpox, the one measure that is undertaken 
is the vaccination of those who are exposed to risk. 
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MALARIA 

7. Malaria is (by far the most important disease in all the tropical 
and subtropical countries of the world. The Malaria Commission 
of the League of Nations has estimated that 650 millions or about 
a third of the total population of the world suffer from this disease 
every year. 

8. As regards India, the malaria problem was discussed at 
length in a health bulletin entitled “ \Vhat Malaria costs India” 
which was prepared in 1935 by Lieut.-Colonel J. A. Sinton, a 
distinguished malariologist of international reputation and a former 
Director of the Malaria Institute of India.* Major-General (1. 
Covell, the present Director, has expressed the view that the posi¬ 
tion described in the bulletin remains true today. Colonel Sinton 
estimated that “ at least 100 million individuals suffer from malaria 
every year in India ”. As attacks of malaria lead to a lowering 
of the resistance of the patient to other diseases, this disease is 
indirectly responsible for a rise in the morbidity due to other 
causes. Such indirect effects of malaria are said to be responsible 
for between 25 and 75 million cases of illness each year. 

9. As regards mortality his estimates are equally impressive. 
Endemic malaria is believed to cause one million deaths in British 
India, while epidemic outbreaks of the disease may raise the figure 
by one-quarter to half a million deaths. Including the indirect 
effects of malaria in raising the general mortality rate in the 
community, Colonel Sinton thought that a rate of 8 per 1,000 of 
the pqpulation might not be an unreasonable estimate of the total 
deaths with which malaria would be associated as a cause. On the 
assumption that the population of British Tndia is in the neighbour- 
Jiood of 300 millions this rate gives an annual mortality of about 
2,400,000 from malaria either directly or indirectly. This figure 
is about 37 per cent, of the average annual number of deaths in 
British India between 1932 and 1941. 

10. These estimates are undoubtedly subject to a certain margin 
of error, but they were made by a distinguished malariologist with 
wide experience of Indian conditions and were based on a careful 
study of all the material available to him. While it may not he 
justifiable to accept these figures as precise statements of tlie inci¬ 
dence of the disease in India, they serve to establish beyond doubt 
that malaria is by far the most important health problem in the 
country. Measures directed towards controlling its incidence can 
confidently be expected to yield a richer harvest of improved health 
and general wellbeing than action taken against any other disease. 

11. An unfortunate feature of the present malaria situation in 
the country is that, in many parts of the populated areas of India, 
man has been directly responsible for its incidence through creating 
conditions favouring the multiplication of the transmitting species 
of mosquito. For instance, embankments constructed in connection 
with roads and railways have, in many cases, interfered with 
natural drainage and have promoted water-logging. Burrow pits 


Its designation was in those days “ The Malaria Survey of India”. 
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are an accepted accompaniment of ordinary house-building opera¬ 
tions and other engineering works. In more recent years projects 
designed to better the economic condition of large sections of the 
population have resulted in unnecesary addition to their misery. 
Irrigation projects, which bring water to previously dry areas, will 
produce malaria unless measures are taken simultaneously for 
adequate drainage to prevent the development of marshy conditions. 
The Sukkur Barrage and the Mettur Irrigation Project stand as 
object lessons of the result of failure to make such provision. In 
both cases malaria developed on a large scale in regions which were 
previously free from it. Nor is the ignorant villager free from 
blame in this respect. In and around the village site he makes 
and leaves uncovered, during house-building and other operations, 
pits which form pools and provide favourable conditions for the 
breeding of the malaria carrying mosquitoes. 

13. Some idea of the geographical distribution of the disease in 
India and of its relative intensity of incidence may be obtained 
from the following extract from the 1939 Preliminary Annual 
Report of the Public Health Commissioner with the Government 
of India:— 

“ Areas 5,000 feet above sea level are non-malarious and 
four widely separated regions, viz., Eastern Bengal, the north¬ 
eastern portion of Brahmaputra Valley in Assam and two 
narrow strips of territory in Madras Presidency, in the Northern 
Circars and around Madras City, are relatively free from the 
disease, the spleen rate being under 10 per cent. The mala¬ 
rious tracts can be divided into five main types representing 
varying degrees of prevalence of the disease. The first con¬ 
sists mainly of the coastal regions of the maritime provinces 
of Bombay, Madras and Orissa, of wide areas in the Gangetic 
Valley, of the United Provinces and Bihar and of large tracts 
in the Central Provinces and the eastern portion of Central 
India. In these areas malaria is prevalent in a more or less 
static form of moderate to high intensity, fulminant epidemics 
being uncommon. Another type of malarious region exhibits 
the Iiyperendemicity associated with jungly hill tracts and 
terai land. These areas are widely scattered in the sub- 
Himalayan regions of the United Provinces and Bengal border¬ 
ing on Nepal and Bhutan respectively, in Assam, the 
Chittagong Hill Tracts, the Central Provinces, the Chota 
Nagpur Hills and in the Western Ghats from a point well to 
the north of Bombay to the southern tip of the Indian 
peninsula. A third type consists of an extensive tract of dry 
area running across India from north to south and comprises 
Sind, Rajputana, the south-western portion of the United 
Provinces, a large part of Central India, Gujarat, Bombay, 
Deccan, Hyderabad and Mysore States and an area in Madras 
Presidency to the east and south-east of Mysore. This region 
is characterised by varying degrees of malarial endemicity 
depending on local factors such as irrigation. There is usually 
an autumnal rise in fever incidence and epidemics of malaria 
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may take place at intervals of a few years. To the north of 
this large area lies a territory consisting of a considerable 
part of the Punjab, Delhi Province and the north-western 
portion of the United Provinces, the boundary running well to 
the east of Agra and Bareilly. This region is liable to out¬ 
breaks of fulminant epidemic malaria, the spleen rate being 
high during and immediately after such epidemics and slowly 
failing to a low rate in the course of five or six years. A 
fifth type showing hyperendemicity unassociated with hilly 
conditions exists in strictly localised areas, for example, the 
Tanjore district of Madras Presidency, a thin coastal strii> 
above Madras City and isolated spots in Orissa and Bengal.” 

13. In a review of the action taken by the authorities to control 
the incidence of malaria it must be frankly stated that the efforts 
so far made have been quite inadequate to make even a faint 
impression on the incidence of the disease in the country as a 
whole. This is partly due to the fact that, in the provinces, a 
sufficiently large organisation to deal with the problem of malaria 
control in an effective manner has not yet been established. 
Further, provision for the treatment of the many millions of cases 
occurring every year has also been quite insufficient. During the 
period to which our review relates quinine was the only drug widely 
in use in the country. The total annual consumption of this drug 
in India was about 210,000 pounds while, if Lieut.-Colonel Sinton’s 
estimate of at least 100 million individuals suffering from malaria 
every year is even approximately correct, sufficient quinine should 
be available, in view of the relapse9 that occur, for the treatment 
of at least 150 million cases per year. At the rate of 75 grains 
per patient, which has been suggested by the Malaria Commission 
of the League of Nations as the minimum amount required for 
treatment, India will require about 1*6 million pounds of the drug 
every year or nearly eight times the quantity actually used in the 
country. It should be mentioned that, even if this very large 
amount of quinine became available, the existing health organisa¬ 
tions would not have been able to distribute the drug in the affected 
areas. In the four or five years just preceding the outbreak of the 
war in 1939, the Government of India gave a few thousands of 
pounds of quinine to Provincial Governments for enabling them to 
distribute the drug, free of cost, in the malarious areas within their 
territories. It is understood that even the distribution of this 
relatively small amount, which was spread over a few years, could 
not be carried out satisfactorily because of the difficulty of securin'' 1 
suitable staff for doing it. 

14. We shall now describe briefly the antimalaria activities 
carried out under the auspices of the Central and Provincial Govern¬ 
ments. 

The Centre 

15. Central funds have been expended, for sometime past, on the 
establishment and maintenance of an all-India organisation for the 
study of malaria problems and for assisting the provinces with 
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technical advice in regard to this subject. Starting first as the 
Central Malaria Bureau and the Entomology Section of the Central 
Research Institute, Kasauli, the organisation was made, in 1926, 
a separate institution under the Indian Research Fund Association, 
which is almost wholly financed by the Government of India and 
designated the Malaria Survey of India. Later .the name was 
changed to the Malaria Institute of India. It was first designed 
to undertake teaching and research in the subject but it soon began 
to be called upon to take up public health -work on an increasing 
scale and to assist Provincial Governments in the investigation of 
their malaria problems and in the formulation of the necessary 
control measures. The Government of India took over, in 1940, 
that part, of the Institute which was engaged in duties of this 
kind while the research activities of the organisation have continued 
to be financed by the Indian Research Fund Association. 

16. The functions of this Institute are the following:—to be 
fully informed of all malaria problems so as to be able to advise the 
Central Government on all issues relative to malaria in India, to 
initiate enquiries and investigations on malaria; to assist provincial 
organisations in the carrying out of such enquiries as they may 
undertake and to lend officers temporarily from the staff to work 
on such enquiries; to undertake systematic research underlying 
malaria transmission, prevalence and prevention and to arrange 
for such knowledge to be made available for practical application ; 
to advise upon and assist in the carrying out of antimalaria 
measures and to undertake clinical work on malaria including treat¬ 
ment; to assist all affiliated researches, e.g., kala-azar, filariasis, 
sandfly fever, dengue and work on yellow fever carrying mosquitoes 
of the stegomyia group; to train staff in practical malaria work 
and to publish scientific articles, bulletins, etc., in the appropriate 
journals. The staff to carry out these extensive duties consisted, 
in the prewar years, of a Director, two Assistant Directors, an 
Entomologist and certain subordinate technical assistants. In the 
postwar period the Institute will have to expand its activities consi¬ 
derably in the fields of training personnel, of research and of 
technical assistance to the provinces if the campaign against the 
disease is to be developed on an effective scale. The need for a 
suitable expansion of the existing organisation will, therefore, 
have to be considered in putting forward our proposals for dealing 
with malaria. 

17. During the period of its existence this central malaria 
organisation has taken a prominent part in the training of anti- 
malaria personnel. Between 1910 and 1938 over 460 civil 
medical officers were trained, although for a period of,about 10 years 
from 1914 to 1924 the course was suspended owing to the outbreak 
of the first World War and its after effects. During the present 
war the need for antimalaria personnel became increasingly urgent 
■with the spread of operations to tbe Far East and between 1941 and 
1945, 24 intensive courses were held which were attended by officers 
of the Army, Air Force and Navy as well as by a few members of 
the forces belonging to tbe Governments of the United States and 
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China. A certain number of science graduates was also trained as 
antimalaria assistants. The total number of medical officers and 
antimalaria assistants thus trained during this period of four years 
was 630. In addition 426 members of the Indian Hospital Corps 
and sanitary inspectors received training during the same period. 
During 1940-41 three courses in malariology were organised for 
engineers which were attended by 87 officers. 

The Provinoes 

18. A striking feature of the efforts made in the past is that they 
have been, speaking generally, of a spasmodic character. In this 
connection we may mention that our attention was specially drawn 
by the Director of the Malaria Institute of India to such dis¬ 
continuity of effort on the part of local authorities. He quoted 
instances where such authorities had commenced antimalaria opera¬ 
tions in uersuanoe of advice given by the Institute after an investi¬ 
gation of the local malaria problem and where a lowering of the 
incidence of the disease has been brought about as the result of 
such measures. A common sequence of this is a reduction of the 
antimalaria staff in order to cut down expenditure, followed, in 
the course of a few years, by a recrudescence of the disease on a 
large scale. 

19. Health administrations seem to have hardlv realised the fact 
that the battle against malaria should not cease with the temnorarv 
disappearance of the enemv and that continued operations conducted 
with adeouate staff, working under nroner technical provision, are 
essential if lasting results are to be obtained. Even permanent 
works for the control of the disease remiire maintenance while 
recurrent measures are to he viewed in the same manner as other 
public health measures such as the cleansing of streets and the 
purification of water supplies. Every kind of control measure, no 
matter how simple it may he, requires adequate supervision. 

20. Continuity of effort can onlv he attained if sufficient, salaries 
are nrovided for the staff so that they mav he content to remain 
in their posts and not be continually on the lookout for more 
lucrative employment. It is particularly important that labourers 
emnloved on antimnlarin work should receive a wage at least as 
hieh as that paid to anv other field workers in the same area 
Mbnv of their activities reouire a considerable degree of technical 
skill. Tb is is oartic.ula.rlv the case in the application of the more 
modern methods of malaria, control namely the sprav-killinf of 
mosouitoes with D.D.T. and similar insecticides. Antimalaria 
labourers should be classed as semi-skilled, and should be designated 
as field workers rather than coolies. 

21. We have already said that antimalaria organisations have 
not so far heen developed in the provinces on a sufficiently large scale 
to deal with their malaria problems. At the same time it mav be 
mentioned that, in certain provinces, small malaria organisations 
exist aroiind which expanded services can be built ur> in order to 
meet the requirements of the populations concerned. These organi¬ 
sations are now carrying out antimalaria operations in limited 
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areas, malaria surveys in selected places and the training of lower 
types of malaria personnels Some of these provincial establishments 
aiul their activities are described below: — 

22. Bombay .—Tile organisation in this province was created on 
a permanent basis in 1942 on the advice of the Director, Malaria 
Institute of India. It consists of an Assistant Director of Public 
Health (Malariology), an Entomologist, six antimalaria medical 
officers and a team of laboratory and field assistants specially 
trained in antimalaria duties. For the first three years of its 
existence, the activities of the organisation were mainly investi¬ 
gatory. It is now proposed to take up malaria control on a 
comprehensive scale over the whole of North Kanara and part of 
Dharwar Districts, involving 6,000 square miles of country with 
a population of over a million. 

23. Ajtadras .—Two special investigation and control units exist 
each under the charge of a first class Health Officer and with 
entomological and field staff attached to it. These units are 
working at Pattukottai in Tanjore District, and in the area of the 
Thungabhadra irrigation project respectively. A field station with 
a first class Health Officer is associated with a land colonisation 
scheme at Wvnaad, Malabar District and is working in liaison 
with the Agricultural and other Departments. Eight other field 
stations exist in the province, the more important among which 
being at Ennore near Madras, at Harur in Salem District, and at 
Krahnadevipet and Tekkali in Viaagapatam District. A Malaria 
Officer attached to the office of the Director of Public Health is in 
direct charge of these field stations, and he also coordinates the 
entire malaria work in the province. For this purpose, he has two 
investigation units which may be sent out to the districts. Special 
investigations arc also in progress, such as research work on vege¬ 
table oils as substitutes for mineral oils, and investigation of 
naturalistic control measures by the cultivation of fallow fields with 
green manure crops prior to transplanting. Other activities include 
the cultivation of pyrethrum on an extensive scale in the Nilgiris 
and the Palni Hills, the extraction of pyrethrum in a special plant 
at the Government Soap Factory at Calicut, and the training of 
sanitary inspectors, laboratory and field Assistants at Kristina- 
devipet Malaria Field Station, Yizagapatam District. The last, the 
oldest field station in the province lias been in existence since 1927 
and is in charge of an Assistant Malaria Officer. It has several 
field out-stations in the hyperendemic Agency tracts close by and 
is well equipped for training laboratory and field Assistants. 
During the last three years, the station has trained over two 
hundred such personnel besides giving short refresher courses to 
sanitary inspectors and health officers. The construction of a 
permanent building to house the station and its equipment on an 
adequate scale are under active execution. 

24. The United Provinces .—The malaria organisation is under 
the control of an Assistant Director of Public Health (Malariology). 
Control measures are mainly the responsibility of local health autho¬ 
rities and, besides the usual 'lack of funds, there is at present a 
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considerable shortage of antimalaria requisites. Some malaria 
control measures are being attempted by administrative action, such 
as stoppage of wet cultivation within a certain distance of tl»e 
towns, regulation of the amount of water to be supplied for irriga¬ 
tion in certain areas and the enforcement of conditions, subject to 
which alone water would be supplied, <’■[)■, keeping the water 
courses leading to the fields clear of rank vegetation. All drainage 
schemes prepared by local bodies which receive grants from the 
provincial funds are scrutinised by the Public Health Department 
as to the possible effect on the incidence of malaria in the area 
concerned. Orders have been issued recently by the Provincial 
(Government for scrutiny by the Director of Public Health of all 
major irrigation projects. In order to determine the adverse effect 
they may have on the incidence of malaria in the area concerned, 
joint antimalaria committees to represent the military, railway and 
civil departments have been established in places where such co¬ 
operation is necessary for the formulation of antimalaria measures 
and their execution. 

2d. The Punjab .—Antimalaria operations in the province are 
under the control of the Punjab Epidemiological Bureau which is in 
charge of an Assistant Director of Public Health. He is assisted 
by two Assistant Epidemiologists. There is also a Field Epidemio¬ 
logical Unit which is comprised of a qualified entomologist, two 
sub-assistant health officers and suitable subordinate staff. This 
Unit is primarily employed for investigations in connection with 
malaria and for carrying out malaria control operations, on special 
occasions, in different parts of the province. In addition 19 officers 
of the Public Health Department have so for received training 
in malariology at the Malaria Institute of India or abroad. 
The medical officers of health, sanitary inspectors and 
certain other individuals in the service of local bodies are also 
given, from time to time, short- courses in malariology at the 
Epidemiological Bureau. The latter undertakes a bi-annual spleen 
census of school children under ten years of age in the province 
during the months of .Tune and November and, basing partly on 
these results, prepares a preliminary and final malaria forecast in 
the month of September every year regarding the probable incidence 
of malaria in the ensuing autumn. 

26. Delhi Province .—In the urban areas of this province anti¬ 
malaria measures have been developed on a large scale during the 
past six or seven years under the technical direction of the Malaria 
Institute of India. These measures have included engineering 
works designed to control the breeding of mosquitoes as well as 
the active spray-killing of adult mosquitoes during the malaria 
season through the use of pyrethrum and, lately, of D.D.T. The 
past few years proved to be a severe testing time for the Delhi 
antimalaria organisation owing to various factors favouring the 
spread of the disease, which were largely the result of conditions 
arising out of the war. The organisation can, broadly speaking, 
be said to have stood the test in that the epidemic outbreak of 
malaria, particularly in 1942, which was the year of the largest 
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incidence, was not permitted to assume the proportions which 
previous experience, in the years before control operations started, 
had shown as possible in the Delhi area. 

27. The brief descriptions given above of the antimalaria 
measures carried on in a number of provinces are sufficient, it is 
hoped, to indicate the total inadequacy of the existing organisations 
and the work done by them to make an impression of the incidence 
of the disease in the country as a whole. Before completing the 
story it must also be mentioned that provincial authorities have 
been carrying out the free distribution of quinine, and more 
recently of mepacrine, to the affected populations in their respective 
territories on as wide a scale as the availability of the drugs and 
of personnel for their distribution permit. From what has been 
said earlier in this chapter, it will be seen that only a small 
section of the affected population could have been reached by such 
distribution. 

TUBERCULOSIS. 

The Importance of Tuberculosis as a Public Health Problem In India 

28. Tuberculosis ranks high as a public health problem in India. 
In his annual report for 1933 the Public Health Commissioner 
stated that “ Tuberculosis is now almost certainly one of the main 
public health problems in India, ranking probably next to malaria 
in this respect. In fact, it may be regarded as an epidemic dis¬ 
ease ”. Ho accurate estimate of the incidence of the disease or 
of the average annual number of deaths resulting from it can he 
made. In his annual report for 1935 the Public Health Commis¬ 
sioner suggested that a rough estimate of tuberculosis mortality 
might be made on the assumption that about 10-20 per cent, of 
the deaths under “ fevers ” and about 20 per cent, of those under 
“ respiratory diseases ” were actually due to pulmonary tubercu¬ 
losis. The average annual number of deaths from “ fevers ” 
recorded in British India (excluding Burma) during the decennium 
1932-41 was 3,622,869 and of “ respiratory diseases ” 471,802. 
Using these figures, the average number of deaths per year from 
pulmonary tuberculosis in British India will range between 456,647 
and 818,934. 

29. In a memorandum submitted to us Dr. P. V. Benjamin, 
Medical Superintendent, Union Mission Tuberculosis Sanatorium, 
Arogyavaram, S. India, expressed his views on tuberculosis morta¬ 
lity and on the prevalence of the disease in the following words: — 

“ Mortality figures for cities show a tuberculosis death rate 
of from 200 to 450 per 100,000 as far as can be ascertained 
Little information is available from rural areas, but certain 
investigations have shown that in small up-country towns 
the infection rate is nearly as high as in the larger cities, 
and that in the villages it is lower but still considerable. 
It can be safely estimated that there are at least 500,000 deaths 
from tuberculosis annually in the whole of India, and if the 
general European standard of about 5 cases of active tubercu¬ 
losis to one tuberculosis death is accepted, there will be at 
least 2,500,000 active cases of tuberculosis in India.” 
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It will be seen that these estimates are no more than expressions 
of personal opinion by certain individuals. Even so they are not 
without value as they help to focus attention on the magnitude of 
the problem from the point of view of providing adequate medical 
relief and of instituting the required preventive measures. 

The Cbjunoterlstios of Tuberculosis as a Community Disease 

•30. The main features of tuberculosis as a community problem 
rue well known. Its incidence is rare among people who lead an 
•open air life and among those who live in small communities, 
but it increases in proportion to the degree of overcrowding. Close 
■contact with patients in badly ventilated dwellings helps the deve¬ 
lopment of the disease. Children are particularly susceptible to 
infection and observations by numerous investigators have shown 
that, in families with one or more patients discharging the tubercle 
•bacillus in their sputum, the children have a much higher rate of 
mortality from tuberculosis than among children in families with 
sputum-negative patients. 

31. Among other factors contributing to the spread of the disease 
may he mentioned malnutrition and undernutrition, unhygienic 
housing and environmental conditions and certain occupations, 
particularly those associated with the inhalation of dust containing 
fine particle of silica. 

32. No age, sex or race is exempt from tuberculosis. In countries 
where the disease has been prevalent for a long time susceptibility 
to infection is highest among infants and a varying measure of 
protection becomes developed as the years go by, through small 
doses of infection being picked up by most individuals. It is 
stated that, in the industrial cities of Europe and America, a 
large majority of the children become infected with tuberculosis by 
the time they reach 18 years of age. Only a small proportion of 
those who take up infection develop the disease or die of it, while 
the majority acquire a considerable degree of protection against 
it. On the other hand in communities exposed to tuberculosis for 
the first time, e.g., primitive races coming in contact with persons 
from the highly tuberculised countries, the disease occurs in a 
virulent form and the rate of its spread is rapid. In countries 
with a long history of tuberculosis infection, it is only among 
infants that conditions exist which approximate to those of the 
highly susceptible communities. 

33. One more point may be referred to when considering the 
disease in its epidemiological aspects. There are three types of the 
organism which can produce disease in man. They are the human, 
bovine and avian types, the names indicating the species to which 
each type has become habituated. Of these, infection of human 
beings by the avian type is relatively rare. On the other hand, in 
countries where tuberculosis is common among cattle, human infec¬ 
tion by the bovine type is not infrequent. It is said that, in 
England, about 40 per cent, of all milch cows give evidence of 
having been infected with tuberculosis at some time or other, about 
40 per cent, of the cattle slaughtered in public abattoirs show 
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visible signs of tuberculosis and about 0'5 per cent, of the cows 
■are actually excreting tubercle bacilli in milk.* Infection by the 
bovine type is caused by the ingestion of the unboiled milk or 
imperfectly cooked meat of infected animals. In England and 
Wales about 6'0 per cent, of all deaths from tuberculosis are due 
to infection of bovine origin. 

Tuberculosis Surveys 3n India 

34. We have described, at some length, the salient features of the 
epidemiology of the disease because these fundamental facts must 
be borne in mind when considering the question of investigating 
the extent of prevalence of the disease in the country and of 
promoting measures for its control. 

35. The purpose of a properly conducted tuberculosis survey is to 
provide information on such matters as the extent of tuberculosis 
infection in the community concerned and the incidence of the 
-disease in relation to age, sex and various associated factors, 
including environmental hygiene and nutrition. A special sub- 
-committee appointed by the Indian Research Fund Association has 
prepared a memorandum embodying detailed instructions for the 
-carrying out of tuberculosis surveys and this memorandum should 
form the basis for all future surveys undertaken in this field. The 
•studies -so far carried out in India, have not all been on the lines 
indicated in the memorandum. However, a brief review of the 
findings of these investigations is made below: — 

36. The first survey of tuberculosis in India appears to have been 
made by I)r. Arthur Lankestor, whose report was published in 
1920. The investigation was undertaken under the auspices of 
■the Indian Resenrrtk Fund Association and occupied a period of 
■two years from -Iiily 1914 to June 191*6. In the absence of reliable 
-statistics, he had to base his opinion mainly on evidence given by 
medical officers and administrators in different parts of the country. 
The conclusion he reached was that the incidence of the disease 
was steadily increasing. He summed up the position in the follow¬ 
ing words: — 

The impression left upon tbe mind after careful inquiry, 
with comparison of such statistics as are available, is that 
many large areas in India, which 40 years ago were practically 
“ virgin soil ” to (tuberculosis, hawe now become to a consider¬ 
able extent infected; that p this is has been for generations, 
probably -centuries, a common disease of tbe larger cities, yet 
even in these there'has-been considerable actual increase during 
the last 40 years; that while in smaller towns and in the 
village districts it was formeiily comparatively rare or even 
absent, yet in these during a similar period the disease has 
made its appearance and spread widely. The increase has 
been most marked in connection with those centres which 
have shown the greatest commercial and educational develop¬ 
ment, and in the village districts ■which have been linked up 
with them by direct lines of‘communications.” 


* The Principles'of BaeteriOiogy and Immunology by Topley and Wilson. 
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37. Surveys in limited areas have been carried out in different 
parts of the country during the succeeding years. The results may 
be considered from the two standpoints of— 

(1) the incidence of tuberculosis infection as demonstrated by 

certain skin tests, such as von Pirquet and Mantoux 
tests, and 

(2) the presence of tuberculous disease. 

A survey of the incidence of tuberculous disease was carried 
out in a small part of Lahore city in 1933. This survey did not 
include an investigation of tuberculosis infection by skin tests. Of 
a total number of 8,269 individuals examined, 311 showed signs of 
tuberculous disease giving a morbidity rate of 3'8 per cent. 

38. In an investigation carried out in a population of 6,665 un¬ 
selected persons in certain villages and small towns in Chittoor 
District of Madras Presidency by Dr. P. Y. Benjamin in 1938,. 
the following results were obtained. In small towns 40-1 per cent, 
of the adults and 11'6 per cent, of children under 15 years gave- 
evidence of tuberculosis infection as judged by the skin tests. 
In the villages the corresponding percentages were 30'8 for adults 
and 8-2 for children. 

39. In 1939 a similar investigation carried out in a large town 
(Saidapet in Madras Presidency) revealed an infection rate of 
69-81 per cent, for adults and 41’2 per cent, for children under 15. 
Dr. Benjamin and his co-workers pointed out that, apart from 
the high rate of infection in the community as a whole, which 
these figures indicated, the rate among children in Saidapet was 
appreciably higher than the corresponding figures for children, 
which certain investigations in the United States of America and' 
England had disclosed. In 1930 an enquiry conducted by Chadwick 
and Zacks among 101,118 children under 15 years (mostly living 
in towns) in Massachusetts gave a percentage of 28 for Mantoux 
positives and a study by Dow and Lloyd in 1931 of tuberculosis, 
infection among 1,220 children, partly contacts of tuberculous 
parents in London, gave the percentage as 272. 

40. Among 3,307 persons examined in Saidapet during this 
investigation 87 persons were found to he suffering from active dis¬ 
ease (2-6 per cent.) and requiring immediate treatment. A signifi¬ 
cant fact in respect of a number of them was that they were going 
about their daily duties without knowing that they were sick. 
Some of them were even excreting the tubercle bacillus. It is 
stated that, among such open cases, one was a bus conductor, 
one a clerk in a shop, another a student attending college and yet 
another the watchman of a public rest house. 

41. Dr. A. C. TJkil, who has for many years been actively engag¬ 
ed in the study of the tuberculosis problem, has stated that “ In 
predominently agricultural countries like India, the infection rate 
varies from 21 to 34 per cent, in rural to 80 to 90 per cent, in 
urban and industrial areas ”. As regards the incidence of the- 
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disease, he has summed up his views in respect of Bengal, to 
which his work has been mainly confined, in the following words: — 
“ From the very few properly conducted surveys in India 
the disease rate of pulmonary tuberculosis in urban areas 
(Bengal) appears to be 7 per cent., among workers in indus¬ 
trial areas (Bengal) to be 4 per cent, and in rural areas 
(Bengal) to foe 0'6 per cent, among selected samples of the 
population. More surveys are needed to assess the correct 
position with regard to morbidity in different parts of the 
country. The morbidity rate for pulmonary tuberculosis in 
tubercular homes in certain localities in Calcutta has been 
found to be 18 per cent, among children below 15 years.” 

42. In 1941 a tuberculosis survey was carried out in Sialkot by 
Dr. C. L. Sahni, the Medical Officer of Health of that town. 
The survey was limited to boy and girl students up to the age 
of 18. Of a total of 3,455 boys examined by the Mantoux test, 
28-8 per cent, showed a positive reaction. An analysis of the 
figures by ages showed that the highest percentage of positives 
(4TG) was recorded in the age period 16-17 and the lowest (12-5) in 
the age period 5-6. Generally speaking, the percentage rose steadily 
from the lowest age period, 5-6, through the succeeding years of 
life. A total of 2,981 girls was examined and of them 39-2 per 
cent, showed positive reaction, the highest percentage (56• 8) being 
recorded in the age period, 15-16, and the lowest at 6-7. Among 
the girls also there was, generally speaking, a steady increase in the 
percentage of positives along with a rise in age. 

This investigation did not include an enquiry into the prevalence 
■of tuberculosis disease. 

43. From this brief review it will be seen that the incidence of 
tuberculosis (infection and disease) varies from place to place. 
There is reason to believe that the susceptibility to tuberculosis 
differs among various communities. Dr. TJki 1 considers that “ as 
.regards the resistance factor vis-a-vis tuberculosis, China and India 
seem to occupy an intermediate position between the virgin African 

and the Western European races.Tuberculosis infection, 

though increasing in recent years owing to the increasing urbani¬ 
sation, industrialisation and the introduction of rapid transport 
facilities, is not yet so widespread as in Europe and America.” 

44. The view that tuberculosis infection in India is not at present 
-so widespread as in Europe and America should not, however, lead 
to an attitude of complacency. The death rates from tuberculosis 
in some of the important cities in India already exceed the 
corresponding rates in well-known cities abroad. The following 
figures are quoted from an editorial entitled “ Tuberculosis as a 
public health problem in India ” in the 1941 October issue of 
the Indian Medical Gazette. 


Tuberculosis deaths per 100,000 population. 


Paris . 
Mexico 
New York 
Berlin . 
London 


177 Cawnpore 
170 Lucknow 

128 Madras 

120 Calcutta 

96 Bombay 


101 


432 

419 

290 

230 

140 
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45. The increasing urbanisation and industrialisation that the- 
post-war years may be expected to promote in India will lead,, 
unless prompt measures are taken, to a further spread of the disease 
in the country and to an increase in its incidence in the towns andl 
cities. The continuous exchange of population, that takes place- 
between industrial centres and the rural areas is another potent 
factor for hastening the pace at which infection may spread. 

4G. The significant part that the bovine type of organism playa 
in the epidemiology of tuberculosis in certain countries has already 
been referred to. As regards India, the bovine organism ia of 
m,uch less importance. In his book entitled “ Tuberculosis in 
India ” Dr. Lankester brought together a considerable volume of 
evidence suggesting the comparative rarity of tuberculosis infection 
among the cattle in India and summed up his views in the following 
words:— 

“ In conclusion, there seems to be ample evidence to justify 
the deliberate opinion that in India, bovine tuberculosis doea 
not at present call for serious consideration as an important 
cause of the human disease, and that measures taken with a 
view to the improvement of the milk supply should be directed 
towards the prevention of contamination after it has been 
drawn, rather than towards the elimination of tuberculosis 
from the cow.” 

Although more recent work has indicated that tuberculosis infec¬ 
tion may be present in cattle housed under congested condition* 
in towns, its incidence continues to be small and the cattle living 
under open air conditions in the rural areas are free. Another 
factor for safety is that milk is drunk in this country after boiling. 

47. The subject may also be discussed from another angle. 
Dr. Ukil has isolated and studied different strains of tubercle 
bacillus from a wide variety of pathological material from patients, 
such as bones and joints (tubercular abscess), cervical, axillary,, 
inguinal and other glands, lung tissue, pleural fluid, sputum, etc. 
In all 254 strains have been studied and all the strains have been 
shown to belong to the human type. All the evidence available 
seems therefore to suggest that, at present, the bovine type of the 
organism is of no importance in the causation of human tuberculosis 
in India. There is, however, need for vigilance. There is the 
possibility of the spread of the disease among cattle from existing 
infected animals, although they may be few' in number. Imported 
cattle may also prove to he a source of danger. 

48. To sum up, it is not possible to estimate with any reasonable 
degree of accuracy the incidence of tuberculosis infection and of 
disease in the country as a whole or in different parts of it. There 
is reason to believe that its incidence is higher in urban than in 
rural areas and that, in both types of areas, infection is spreading 
and active cases of tuberculosis are increasing. The growth of 
towns and cities, the development of transport facilities and 
industrialisation are contributory factors to this increase and there 
is therefore the possibility that their adverse effect may be even 
more pronounced in the coming years. 
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49. In limited areas tile infection rate disclosed by surveys ( e.g. r 
Saidapet) reveals a state of affairs in no way better than that 
associated with such definitely tubereulised countries as England 
and the United States of America. The part that contact with 
tuberculous patients plays in the spread of' the disease and the 
vulnerability of children in particular have also been brought out 
by the limited studies carried out in the country. 

Incvuaing Interest in the Tuberoukals Problem 

50. The tuberculosis problem has of recent years received increa¬ 
sing attention at the hands of the authorities and of the public. 
Even so the organisation of a campaign against it on proper lines and 
in adequate proportion has not yet been attempted or even formu¬ 
lated. The reason is not far to seek. A social disease such as 
tuberculosis can be combated successfully only if ameliorative 
measures on an extensive scale can be undertaken so as to improve 
the general standard of living, including housing, nutrition and 
the sanitation of the ^environment in the home, the workplace, and 
places of public resort. An organised efFort for improving environ¬ 
mental hygiene has hardly begun, partly because of the high coat 
involved and partly because the people have not been educated 
to recognise the need for, and demand the provision of, such 
improved conditions of life. Secondly the importance of tuber¬ 
culosis as a public health problem has begun to receive attention 
only within the past decade or two. As has already Ibeen pointed 
out the first report of a survey" of the prevalence of the disease, 
which was carried out by Dr. Lankester, was published only in 
1920 and the brief summary of the subsequent investigations carried 
out in different parts of the country, which has been given in 
previous paragraphs, indicates how limited and fragmentary is 
the information that is available regarding the extent and degree 
of its prevalence. These pioneering efforts have, however, had the 
salutary effect of bringing before the authorities and the public 
the magnitude and urgency of the problem. A third reason is that 
the existing public health organisations in the provinces, which 
are still in a relatively early stage of development, have found 
their time fully occupied with the measures necessary for such 
epidemic diseases as smallpox, cholera and plague. Moreover, such 
funds as Provincial Governments are able to spare for the develop¬ 
ment of health services are altogether inadequate to meet the large 
expenditure that a modern tuberculosis organisation requires to 
cover its manifold activities, including preventive care of the 
patients and their contacts in the home and provision for insti¬ 
tutional treatment and aftercare. 

51. The awakening of the public mind to the -importance of the 
tuberculosis problem has borne fruit in the organisation of volun¬ 
tary effort for antituberculosis work and the lines on which two 
voluntary bodies engaged in this work are functioning are of 
particular interest in this connection. These organisations are the 
Tuberculosis Association of India and the Bengal Tuberculosis 
Association and a brief review of their activities is given below. 
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The Tuberculosis Association of India 

52. The desirability of establishing an All-India association for 
antituberculosis work and of promoting closer cooperation between 
Government and voluntary agencies engaged in the campaign 
against the disease was emphasised by Dr. Lankester as the result 
of his survey of its incidence in India. This suggestion was 
implemented in 1929 when it was decided yiat the funds raised 
by public subscription to commemorate the recovery from illness 
of the late King George V during the winter of 1928-29 should 
be devoted to the promotion of antituberculosis work in the country 
and the King George V Thanksgiving Antituberculosis Committee 
was formed. The organisation consisted of a Central Committee 
at New Delhi and of branch Committees in the Provinces and States. 
It had only an annual income of Rs. 53,000 and its activities were, 
therefore, of a limited nature. The Central Committee appointed 
an Organising Secretary who toured the Provinces and States and 
organised local branches, addressed public meetings and helped to 
focus attention on the tuberculosis problem.. Its other activities 
included the organisation of special training courses in tuberculosis 
for medical men at the All-India Institute of Hygiene and Public 
Health and at a number of provincial centres as well as the prepa¬ 
ration of propaganda material for distribution to the provincial 
branches. 

53. The next stage in the organisation of tuberculosis work on an 
All-India basis was reached when an appeal was made by Her 
Excellency the Marchioness of Linlithgow in December 1937 in 
the name of the King Emperor. This appeal, which met with an 
excellent response from the people and Princes of India, made 
it possible to organise the campaign on a broader basis and the 
Tuberculosis Association of India was formed in February 1939. 
The King George V Thanksgiving Antituberculosis Fund was 
merged in the funds of the Tuberculosis Association of India. 

54. The Association has a Central Committee in New Delhi and 
Provincial and State Associations, which are all independent bodies 
governed by their individual constitutions. The central organisa¬ 
tion functions as the agency for giving expert advice and for 
■coordinating the activities of the Provincial and State Associations. 
Standardisation of methods, the promotion of consultation by confer¬ 
ences, the training of various types of tuberculosis workers, the 
stimulation of research and education of the public in antituber¬ 
culosis measures are among its main functions. Other activities, 
such as the establishment of hospitals and clinics, are considered 
the responsibility of Provincial and State organisations. Only five 
per cent, of the total money collected was handed over to the 
Central Association and 95 per cent, of the amount subscribed in 
each Province or State was given to the local Association. 

55. The outbreak of war, which followed soon after the establish¬ 
ment of the Tuberculosis Association of India, crippled to some 
extent the activities of the organisation. The Association has, 
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however, attempted to do what was possible to achieve within the 
limits set by the war. One of the first steps taken by the Association 
was the appointment of Dr. Frimodt Moller as its Medical Commis¬ 
sioner in May 1939. His wide experience of the tuberculosis 
problem in India and the personal contacts he made with other 
workers and administrators during his tours as Medical Commis¬ 
sioner were of great help to the Association in organising its 
policy on sound lines from the beginning. Three major measures 
are associated with his tenure of office. They are: — 

(1) the establishment of the tuberculosis clinic in New Delhi, 

(2) the creation of the Lady Linlithgow Sanatorium at Kasauli 

and 

(3) the formulation of a scheme for organising home treatment 

as an essential part of antituberculosis campaign in this 
country. 


56. A scheme for treatment in the home has been working in 
Delhi for the past few years and it will be discussed in greater detail 
(later. Suffice it to say here that India has altogether a little over 
6,000 beds for tuberculosis patients. In countries where anti¬ 
tuberculosis work has been organised on sound lines, the number 
-of beds required is estimated on the basis of the annual mortality 
from the disease. The ratio in respect of such countries ranges 
between three beds to one death and one bed to one death. If 
Dr. Benjamin’s estimate of 500,000 as the average annual number 
•of deaths from tuberculosis in India is accepted, the disparity 
between the existing provision for institutional treatment and 
what should he considered as desirable becomes unmistakably clear. 
In the circumstances some form of home treatment seems to be 
■essential for meeting the situation. 

57. Other activities of the Tuberculosis Association of India were 
the holding of two conferences of tuberculosis workers at New Delhi 
in the month of November in 1939 and 1940 and the organisation 
of facilities for the training of tuberculosis workers, namely, doctors 
and health visitors. 


The Bengal Tuberculosis Association 

58. The Bengal Tuberculosis Association is another voluntary 
■organisation which lias done much to develop antituberculosis work 
on sound lines in that province. It was established in 1929. The 
Association maintains seven dispensaries in Calcutta and Howrah 
areas, the Chest Department of the Medical College Hospital being 
the largest of these. A number of dispensaries was also gradually 
■opened in the mofussil. In 1943 eight such dispensaries were 
functioning at widely separated centres, such as Serampore, 
Budge Budge, Krishnagar, Barisal, Berhampur, Darjeeling, 
Halimpong and Comilla. 
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69. The work done by the Association within the period, 1929 to 
1943, is summarised in tabular form below: — 

(1) No. of patients examined at the dispensaries 

of the Association. 704,683 

(2) No. of tuberculous patients .... 41,039 

(3) No. of cases of pulmonary tuberculosis among 

the patients in (2) above .... 38,365 

(4) No. of visits to the homes of tuberculous 

patients by health visitors .... 327,607 

(6) No. of contacts traced. 47,651 

(6) No. of contacts examined with tuberculin tests 

and X-ray.15,530 

(7) Percentage of contacts showing signs of active 

pulmonary tuberculosis ..... 25-02 

Of the total number of patients examined at the dispensaries 
maintained by the Association about 5'8 per cent, were suffering 
from tuberculosis. A striking feature is that, of the total number 
of tuberculous patients, 93-5 per cent, had pulmonary tuberculosis. 
The lung seems therefore to he pre-eminently the orjran attacked 
by the tubercle bacillus. 

60. The importance of examining the contacts of patients is 
clearly brought out by the fact that, of 15,530 such persons, about 
25-02 per cent, suffered from pulmonary tuberculosis. 

61. The Association trained, during the period under considera¬ 
tion, 102 Health Visitors for antituberculosis work, including 
30 candidates from other provinces. Tt has helped in the training 
in tuberculosis of the students of the Sir John Anderson Health 
School (health visitors) and has also taken part in the training 
courses held in Calcutta for doctors from all parts of Tndia under 
the auspices of the Tuberculosis Association of India. 

62. Since 1933 the Association has received an annual grant of 
Rs. 10,000 from the Government of Bengal. In addition, the 
Provincial Government has recently sanctioned a scheme for extend¬ 
ing antituberculosis work in the Province with which the Associa¬ 
tion will he connected. A grant of Rs. 3,000 will he given by 
Government in each case towards the capital cost of establishing a 
clinic attached to such sadar and sub-divisional hospitals as are 
equipped with X-ray facilities. Each clinic is estimated to cost, 
for its establishment, about Rs. 6,000 at prewar rates and the 
balance of Rs. 3,000 is expected to he raised by the local committee 
of the Association which will exercise general supervision over these 
clinics in so far as the preventive side of the campaign is concerned. 
Two Tuberculosis Health Visitors will be attached to each clinic, 
one of them being paid by the Association and the other by Govern¬ 
ment. The latter have also recently appointed two Tuberculosis 
Officers to help in the organisation of the proposed antituberculosis 
campaign. 

63. The income derived by the Association from the interest of the 
King Emperor’s Antituberculosis Fund is stated to meet barely 
half the annual recurring cost of its present activities in Bengal. 
It is clearly beyond the financial and organisational capacity of 
a voluntary association to tackle the problem of tuberculosis on 
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adequate lines. But the work that has so far been accomplished, 
within the past 15 years has undoubtedly helped to focus the atten¬ 
tion of Government and of the public on the urgent need for anti-- 
tuberculosis work. 

Organised Home Treatment in Delhi 

64. The following remarks on the scheme of organised home • 
treatment in Delhi are based on a note received from Dr. B. K. 
Sikand, Medical Superintendent, New Delhi Tuberculosis Clinic, 
who has been closely associated with the working of the scheme. 

65. In 1941 the Government of India sanctioned an annual grant 
of Its. 8,000 to the Provincial Tuberculosis Association of Delhi 
for inaugurating an experimental scheme of organised home treat¬ 
ment. The institutions associated with the working of the Bcheme 
are the New Delhi Tuberculosis Clinic maintained by the Tuber¬ 
culosis Association of India, a clinic maintained by the Delhi. 
Municipality and the Ramakrislma Mission Tuberculosis Clinic. 
The scheme is in operation in a certain number of wards of Delhi 
city. In the beginning the scheme was introduced in two wards, 
namely, ward Nos. 10 aud 13, the first being placed under the 
New Delhi Tuberculosis Clinic and the other under the Delhi City 
Municipal Clinic. In 1942 the scheme was further extended so as 
to bring ward No. 8 under the New Delhi Tuberculosis Clinic,. 
ward No. 12 under the Municipal Clinic and ward No. 11 under 
the Ramakrishna Mission Clinic. The grant available for each 
ward is about Rs. 1,500 per year. The total population of all 
these wards is 150,000 or approximately 30,000 for each ward. 

66. Excepting for minor details the scheme of work is the same. 
Tuberculosis patients from the areas where the organised home 
treatment scheme is in operation are kept under observation and 
are treated at the clinics assigned to each of these areas. 

67. All patients requiring medical care come to the clinic once a 
month and they also receive a monthly visit in their homes by &■ 
doctor on behalf of the clinic. In a very limited number of cases 
the visits to patients may be more frequent, e.<j., cases requiring 
injections for treatment receive two visits a week. Besides giving 
treatment the doctor interests himself in the preventive aspect of 
tuberculosis work, encourages the contacts of patients to come to • 
the clinic for examination, offers advice for the removal of 
unhygienic conditions in the patients’ homes, studies the social 
and economic difficulties of the home and offers suggestions to the 
clinics as to how best to meet them in individual cases and super¬ 
vises the preventive work done by the health visitors. The latter 
pay frequent visits to the homes of patients in order to advise 
them and their relatives on preventive measures. 

68. A Care and Aftercare Committee has been established in each' 
area, its function being mainly that of raising funds to provide 
relief to the poorer patients and of keeping contact between the • 
clinic, patients and general practitioners. 

69. It is stated that the scheme has not in actual working 
attained unqualified success. Unfortunately, the starting of the • 
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(scheme synchronised with the difficult conditions arising out of the 
war, which rendered the provision of suitable housing, proper 
nourishment and other amenities much more difficult than during 
normal times. Most of the poorer class homes are single room tene¬ 
ments and the inmates live under conditions of great overcrowding. 
Satisfactory isolation is therefore impossible unless more suitable 
accommodation can be found for the whole family. It seems essen¬ 
tial that postwar plans for improved housing for the people should 
take into consideration the fact that, in a country like India with 
its high incidence of morbidity, domiciliary treatment of disease 
will have to play a large part in the provision of adequate curative 
-and preventive health care to the community. Apart from tuber¬ 
culosis, the common infectious diseases, and particularly those 
affecting children, will have to be treated in the homes of the 
people and the provision of a room where suitable isolation can 
■be practised is therefore essential. This matter should receive 
consideration in formulating our proposals for the control of 
■tuberculosis. 

70. In spite of the handicaps to the working of the scheme under 
proper conditions, Ur. Sekand points out that organised home treat¬ 
ment has helped to render sputum-negative 15 per cent, of the 
cases and to bring to light the presence of active disease in about 
122 per cent, of the contacts of patients. These are no doubt 
positive gains but the success achieved is hardly sufficient to make 
an impression on the tuberculosis situation in the area under the 
scheme. In order that the needs of patients.and of families may 
be met Ur. Sekand estimates that, in each area, a sum of Rs. 300 
per year for a,population of 1,000 would be required for the satis¬ 
factory working ©f the scheme. On this basis each ward with an 
approximate population of 30,000 will require Rs. 9,000 per year 
while the money available at present is Rs. 1,500. 

71. When the scheme was initiated, four doctors volunteered to 
visit patients in their homes on payment of a nominal fee of Rs. 2 
per visit. But, owing to the calls on the doctors’ time and the 
unremunerative nature of the payment given to them, they gradu¬ 
ally ceased to function and the scheme had to fall hack on whole¬ 
time doctors employed by the clinic. An extension of the scheme 
on effective lines can be carried out through the employment of 
whole-time doctors who are prohibited private practice, provided 
the remuneration offered is sufficient to secure proper men and to 
keep them to the job. 

72. We have described this domiciliary antituberculosis service 
in Uelhi at some length in the hope that the experience gained here 
will he of value to health administrations elsewhere, when the 
development of a similar organisation is attempted. 

73. We have already referred to the fact that the total accommo¬ 
dation available in the country for tuberculosis patients is about 
•6,000 beds. There are 06 sanatoria and tuberculosis hospitals and 
antituberculosis clinics. Of the former special mentiou should he 
•made of the institution under the Union Mission at Madanapalli and 
sof a sanatorium a't Uadaar in Hazara Uistrict in the Xorth-West 
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Frontier Province. Both are doing excellent work. The latter is- 
maintained by the Provincial Government. In relation to the vast 
problem that tuberculosis constitutes in this country the existing, 
provision for the treatment of such patients is altogether inade¬ 
quate. A wide expansion of institutional provision and of other 
antituberculosis activities will be necessary if the disease is to be- 
brought under proper control 

SMALLPOX. 

74. Smallpox is one of the three major epidemic diseases of India 
the salient features of which are well known to the public. There¬ 
fore, although no completeness can be claimed for the recorded 
incidence of this disease, health authorities believe that the figures- 
give, for individual areas and for the country as a whole, a fairly 
clear picture of the prevalence of smallpox and of its exacerbations, 
from year to year. A striking feature of the disease is its variabi¬ 
lity in incidence. For instance, within the period of 60 years from 
1880-1940, the average annual rate of smallpox mortality per thou¬ 
sand of the population has ranged from O'l to 0-8. Even after 
making allowance for such variability, there is reason to believe 
that the total incidence of the disease has decreased in the country 
as a whole. For instance, if the two ten-year periods, 1902-1) 
and 1932-41, are compared and due allowance is made for the 
increase in the population of the country, the rates of mortality 
from smallpox per 100,000 of the population are seen to be 40 and 
25 respectively. Nevertheless, it is a matter for serious concern 
that the average number of deaths per year from smallpox for the 
period 1932-41 should have been as high as 69,474. The annual 
epidemiological reports which are published by the League of 
Nations show that the rate of incidence of smallpox in India is- 
the highest among all the countries for which statistics are given. 
That the large amount of suffering and mortality for which smallpox 
is responsible should be permitted to continue is all the more- 
regrettable because we have in vaccination a powerful weapon with, 
which the disease can be kept under effective control. 

75. Of the total number of smallpox deaths at all ages high pro¬ 
portions occur among infants under one year of age and among 
children between one and ten years. During the five-year period,. 
1937-41, deaths due to smallpox among infants under one year, when 
expressed as percentages of the total mortality from this cause afe 
all ages, ranged from 12-1 to 19'7 and, during the same period, 
the corresponding percentages for children between- one and tern 
years varied from 19'2 to 30-5. Such high rates of incidence of 
the disease among children at these two age periods have been 
a feature common to practically every province in India. If 
effective primary vaccination is being enforced in the country, it 
is children under ten who should have the highest measure of 1 
protection and it seems to ns that the continued high rates of 
smallpox mortality at the two age periods is a clear indication of 
the inadequacy of existing administrative measures to enforce- 
primary vaccination. 
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76. One of the serious consequences of smallpox is that, not 
infrequently, those who recover from it lose their sight partially or 
wholly. Blindness is a very serious handicap in life to all persons 
and is particularly so in the case of children with the prospect of 
a much longer period of disability than for those who lose their 
sight at a more advanced age. 

Vaccination against Smallpox 

77. .Vaccination was the first preventive measure which was intro¬ 
duced in India and practised on a large scale. It was introduced 
first into Bombay in the year 1830 and a Vaccination Department 
was formed in 1858. Other Provincial Governments also developed 
Vaccination Departments in due course and the practice of this 
preventive measure has therefore been prevalent in the country for 
well over three quarters of a century. Nevertheless, primary 
vaccination is compulsory only in about 81 per cent, of the towns 
of India and 62 per cent, of the rural circles. Indeed, in Bombay 
Presidency, which first adopted vaccination, primary vaccination is 
enforced only in 4-9 per cent, of the rural circles, while in the 
North-West Frontier Province, the United Provinces, Sind, Coorg 
and Ajmer-Merwara it is not compulsory even in a single rural 
circle. The position as regards revaccination is even worse. It 
has been compulsory in the province of Madras for the past decade 
or a little more. In other parts of India, compulsory revaccination 
is enforced only as a temporary measure through special regulations 
issued under the Epidemic Diseases Act, when an outbreak of the 
disease on a large scale makes it necessary for the health authorities 
to adopt this measure. 

The Manufacture of Vaccine Lymph 

78. This is undertaken at seven provincial centres, e.g., Ranchi 
(Bihar), Nagpur (Central Provinces), Guindy (Madras), Calcutta 
(Bengal), Patwa Dangar (United Provinces), Lahore (Punjab) and 
Belgaum (Bombay). In each of the above centres vaccine produc¬ 
tion follow b generally accepted lines and there is therefore no need 
for departure from the existing practice. This view is based on 
the enquiries which we were able to make during our tours as 
well as on the report of a special officer deputed by the Public 
Health Commissioner with the Government of India, who visited 
each of the above centres in order to enquire into production 
methods. 

The Distribution of Lymph 

79. The methods of distribution of vaccine lymph, from the point 
of view of its keeping its potency during use in the field, has been, 
we understand, one of the subjects into which the officer on special 
duty, to whom we have referred above, investigated and an improve¬ 
ment of the existing practice seems desirable in order to prevent 
deterioration in the quality of the lymph. In these days of 
increased facilities for cold storage made possible by the use of 
thermos flasks and electric or non-electric refrigerators, advance 
in this direction should present little difficulty. 
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The Vaccinator 

80. The conditions of service of the vaccinator require consider¬ 
able improvement in certain provinces before efficient work can be 
expected of him. This subject has been fully discussed in 
Chapter III of this volume. 

81. Another matter for consideration in this connection is whe¬ 
ther the continuance of this special class of worker is necessary. 
Smallpox vaccination is only one among the many forms of prevent¬ 
ive vaccination which the health department should carry out for 
protecting the community and the process is relatively of a simple 
nature. However desirable the maintenance of a special class for 
smallpox vaccination might have been in the past, it is for consi¬ 
deration whether, in a modern health organisation such as the one 
which India will be expected to develop for herself in the postwar 
period, there is room for this type of health personnel. A man 
who knows that his days will be spent on work of an unpopular 
and routine nature and that his pay will be low can hardly be 
■expected to play his part with energy and zeal in the new health 
■order we envisage. 

The Vaccination Season 

82. In all provinces there seems to have grown up the practice of 
■carrying out routine vaccination mainly during the cooler months 
■of the year. The reason for this is, we understand, the need for 
avoiding deterioration of the quality of the lymph during transit 
from the laboratory where it is produced and during its use for 
•vaccinating the people. The period during which large scale vacci¬ 
nation operations are performed in the provinces thus becomes 
limited to six or seven months in the year. This is, in our view, 
unfortunate because what is required is an intensive feft'ort to 
immunise the community as a whole and to keep up the high level 
■of protection so attained by periodical revaccination. A lengthen¬ 
ing of the vaccination season to cover all the twelve months is 
highly desirable. The development of the necessary facilities for 
•cold storage and for the transport of vaccine lymph for use in the 
field should not prove difficult in the coming years. 

CHOLERA 

83. Cholera is another preventable disease which takes a heavy 
•toll of life in the country and Bhows a wide range of variation in its 
incidence from year to year. Below are given figures for cholera 
mortality in British India, excluding Burma, as averages for 


quinquennial periods from 1877 to 
British India 

1941: — 

Biitish India 

Period 

(Excluding Burma) 
Annual average 

Period 

(Excluding Burma) 
Annual average 

1877-81 . 

. 288,949 

1912-16 . 

. 328,693 

1882-86 . 

. 286,106 

1917-21 . 

. 392,070 

1887-91 . 

. 400,934 

1922-26 . 

. 143,890 

1892-96 . 

. 443,890 

1927-31 . 

. 297,766 

1897-01 . 

. 383,294 

1932-36 . 

. 140,440 

1902-06 . 
11907-11 . 

. 367,160 
. 397,127 

1937-41 . 

. 147,423 
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84. In spite of the smoothing introduced by averaging in five- 
yearly periods the range of variation is extensive, from about 
141,000 to 444,000. If the figures for individual years were 
examined, the variation in incidence would be found to be even 
higher. Some idea of the range of variation in the annual inci¬ 
dence of the disease may be obtained from the cholera mortality 
figures for the province of Madras in 1939 and 1943. In the 
former, total deaths from cholera was 2,115, the lowest incidence 
recorded for 60 years. In 1943 the disease spread to every district 
in the province and the registered mortality from this cause was 
117,039. The incidence of cholera varies from province to pro¬ 
vince, those in which its prevalence is high being Madras, Bengal, 
Bihar and the Central Provinces and, to a smaller extent, Orissa 
and the United Provinces. 

The Epidemiology and Control of Cholera 

85. The main facts regarding the epidemiology and control of 
cholera have been known for some time past. The disease is 
caused by an organism which is given out in very large numbers 
in the motion and the vomited material of cholera patients. The 
usual mode of spread of infection is through the transference of 
the organism either to drinking water or to food and its subsequent 
ingestion by healthy human beings. Contamination of food 

f enerally takes place through flies while water supplies, particu- 
arly in the rural areas, are infected by ignorant villagers carrying 
infective material from houses in which the disease occurs, into 
common sources of water such as tanks, wells or other forms of 
supply. 

86. The measures which are required for the control of the dis¬ 
ease fall broadly into two groups, (a) those which are permanent and 
(b) those which are of a temporary nature. The former include 
the following: — 

(1) the provision of protected water supplies; 

(2) the satisfactory disposal of nightsoil so as to prevent the 
possibility of contamination, by infective material, of 
food and water supplies and 

(3) sanitary control over the production, distribution and sale 
of food. 

87. In regard to each of these the position in India to-day is far 
from satisfactory. Protected water supplies are available only in 
the larger towns and cities and they serve only small proportions 
of the population in individual provinces. Provision for the 
proper collection and disposal of nightsoil is quite inadequate in 
rural areas and in the majority of urban centres, including many 
towns and even certain cities. The sanitary control exercised 
over the production, distribution and sale of food leaves much to 
be desired in all parts of the country. We have discussed these 
matters in the relevant chapters of this volume of the report and 
need not therefore traverse the ground again here. 
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88. Anti cholera measures oi a temporary nature are of special 
value when an outbreak of the disease takes place. These 
include: — 

(1) isolation and treatment of patients; 

(2) disinfection of infective material and 

(3) immunisation of the people by anticholera inoculation. 

89. As regards (1) and (2) above we have already shown earlier 
in this chapter that, under existing conditions, little or no effec¬ 
tive action is being taken in large parts of the country, particu¬ 
larly in the rural areas. As regards anticholera inoculation, the 
popularity of this measure has been a process of steady growth. 
The people have come to recognise its value and are, broadly 
speaking, willing to accept inocualtion when an outbreak of the 
disease takes place. They are, however, unwilling to submit 
themselves to it in anticipation of a possible spread of the disease 
to the area where they live. The fact that the protection con¬ 
ferred by an inoculation lasts only a few months might be a con¬ 
tributory factor to this attitude of indifference towards anticipa¬ 
tory vaccination against the disease. At the same time, the 
people have responded, in the recent past, to the appeal of the 
health authorities for mass inoculation during epidemics in a 
remarkable manner. During the past few years, when the 
abnormal conditions arising out of the war produced widespread 
outbreaks of the disease in many parts of the country, millions 
of inoculations were carried out- For instance, in Bengal alone, 
within the period from 1st November 1943 to the end of September 
1944, about 18 million inoculations were performed. 

Part played by Festival Centres in the spread of Cholera 

90. Festivals, which attract large gatherings of people from 
different parts of the country, have played an important part in 
the incidence of the disease. In more recent years the sanitary 
control of these festivals on an extensive scale has been under¬ 
taken by provincial health authorities with a considerable measure 
of success. Even with such precautions the possibility of a large- 
scale outbreak of cholera resulting from such festivals was demons¬ 
trated in April 1938 when the disease, starting at the Hardwar 
festival, spread far and wide over the provinces of the Punjab, 
Delhi, the United Provinces, Bihar and the Central Provinces. 
In the circumstances the compulsory inoculation of persons, who 
are permitted to visit such festival centres, would constitute 
another important measure to strengthen the fight against the 
disease. The Central Advisory Board of Health advised, on the 
basis of a report by a special Committee which it appointed, that 
Provincial Governments should introduce an indirect form of 
compulsory inoculation through the prohibition of entry of un- 
inoculated persons into festival centres. This suggestion has been 
tried in more than one province and has, on the whole, proved to 
he of value. 

Endemic Centres of Cholera 

91. Certain parts of India are considered to be endemic foci of 
cholera infection in that it tends to break out in such places every 
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year at the appropriate cholera season. Such centres are said 
to exist in Bengal and in the Cauveri Delta in the province of 
Madras. These endemic foci are held to be the places from which 
the disease spreads to other parts of the country, where cholera 
occurs often only at intervals of a few years. Therefore, from 
the point of view of the country as a whole, it would seem desirable 
that the permanent measures, to which we have referred in an 
earlier paragraph, should be applied to such endemic centres of 
the disease, in order that these sources of infection may be effec¬ 
tively controlled and cholera eliminated from them. This view 
has been upheld by the findings of an extended enquiry into the 
epidemiology of cholera, which was carried out in this country 
between 1934 and 1940 under the auspices of the Indian Research 
Fund Association. A review of these studies was published a few 
years ago and it states that “ the problem of primary importance 
in the epidemiology of cholera is the existence of endemic areas in 
which cholera is permanently present .... Cholera is eminently 

a controllable disease. It. is obvious that the poiut at 

which preventive measures should be applied is the area from 
which the infection is primarily derived—this is in the endemic 
areas 

PLAGUE 

92. There is reason to believe that plague was prevalent in India 
many centuries ago and that the infection continued to exist 
among rats in the south-western Himalayan region. The history 
of plague in recent times dates from 1896 when it was introduced 
into the seaport of Bombay from China and spread rapidly over 
very large parts of the country. In 1904 deaths from this disease 
reached the very high figure of nearly 1,(50,000. Since then there 
has been a gradual decline in the incidence of plague till, within 
the past ten years, its prevalence has become reduced to a consi¬ 
derable extent. The figures given below, which are quoted from 
the Preliminary Report of the Public Health Commissioner with 
the Government of India for 1939, indicate clearly this decrease 
in the incidence of plague. 

British India. 


Period 

Total plague 
deaths, 

! 

Figures in column 

2 expressed as per¬ 
centage of total 
deaths during 
1898-1938 

Annual 

average 

1898-1908 .... 

6,032,093 

49 

548,427 

1909-1918 .... 

4,221,528 

34 

422,153 

1919-1928 .... 

1,702,718 

14 

170.272 

1929-1938 .... 

422,880 

3 

42,288 


12,379,819 




The average annual mortality from this cause during the three 
years 1939, 1940 and 1941 was only 19,347 or 45-7 per cent, of 
the corresponding average for the ten-year period, 1929-38. 
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The Epidemiology of Plague 

93, Plague is primarily a disease of certain rodents and human 
infection on an appreciable scale takes place only under conditions 
favouring close association between man and such rodents. In 
certain parts of the world, plague infection among such animals 
never dies out and these constitute endemic areas from which infec¬ 
tion spreads to other regions from time to time. In India, the 
animal is the rat while in South Africa it is the gerbille, in Cali¬ 
fornia the ground squirrel and in South-eastern Siberia and 
Manchuria it is the tarbagan. Periodically outbreaks of the 
disease take place on a large scale among such animals and destroy 
large numbers of them. For a time the infection lies dormant 
but, when the animals breed and a large susceptible group is pro¬ 
duced, an epidemic wave starts again. 

91. Man becomes infected from such animals through the bite of 
the fleas which live and feed on them. Without going into details 
regarding the mode of transmission of infection it will be clear 
that opportunities for close association between man and the 
special rodent responsible for keeping alive plague in the area 
concerned is a very important factor for the production of the 
disease in human communities. Widespread outbreaks among 
such animals may lean to territorial extensions of plague while 
the transportation of infected rats or infected fleas through grain 
traffic or in other ways may result in the starting of the infection 
in areas far removed from the endemic foci of the disease. 

95. Plague appears in two main forms, bubonic and pneumonic. 
The former is characterised by the development of buboes or 
swellings in the groin, arm-pit or neck of the patient and, although 
it is the less severe form of the two, the rate of mortality may be 
as high as 60 to TO per cent, among those who are attacked. It 
is in the transmission of bubonic plague that the rat and certain 
types of rat fleas play their part. Pneumonic plague is a form of 
severe pneumouia set up by the plague germ and its infection is 
conveyed from person to person through the air. The chance of 
any one in contact with a patient contracting pneumonic plague 
is very high and the rate of mortality is practically cent, per cent. 

96. The epidemiology of plague in India, which is mainly of the 
bubonic form, was worked out by the Indian Plague Commission. 
The role of the rat and the rat flea in the transmission of the 
disease was demonstrated by this Commission. One of the workers 
on it, Haffkine, developed the anti-plague vaccine which has been 
in use in the country for conferring protection against the disease. 
The Provincial laboratory in Bombay, in which plague investiga¬ 
tions were initiated, was named after him as the Haffkine Institute 
and it lias continued to be the centre of' plague research in the 
country since that time. 

97. Although the incidence of plague has become very much 
reduced within recent years, the present Director of the Haffkine 
Institute, Lt.-Col. S. S. Sokhey, I.M.S., considers that certain 
-endemic areas exist in different parts of the country and that they 
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constitute a constant threat in as much as, under favourable 
conditions, the disease may spread from these centres to other 
parts of the country. These centres are situated in cool and 
moderately damp areas in different parts of India, from the 
Himalayas in the north through Central and Eastern India to the 
Deccan and the province of Madras. They are therefore fairly 
widely distributed and, in view of the past history of plague not 
merely in India but in other countries, which shows that, during 
certain periods, the disease may spread widely and, at others, 
exhibit a contraction in the territory covered and a marked decrease 
in the number of cases occurring in the affected areas, these 
endemic centres may continue as potential sources of danger to 
the country as a whole, uuless they are effectively brought under 
control. 

Plague Preventive Measures 

98. The measures which are necessary against the disease are 
mainly those directed against the rat as the primary reservoir of 
infection from which the disease spreads to man. What is 
required is to prevent, as far as possible, the close association of 
man and rats. The keeping down of the rat population in 
inhabited areas, particularly in the endemic centres of plague, 
is therefore an important preventive measure. Rats grow in 
numbers in human dwellings only when they can secure food and 
adequate protection. The elimination of these conditions is there¬ 
fore the purpose in view. The systematic destruction of rats by 
various methods so as to keep down their number is also another 
important measure which is adopted. 

99. The steps to he taken for rendering the conditions in residen¬ 
tial areas unfavourable to the growth of the rat population include 
(a) the construction of rat proof dwellings and rat proof grain stores 
and railway godowns, (b) control over the location of certain trades 
and industries which attract rats, and (c) an improvement of the 
general sanitary condition of the towns and villages, as the 
throwing of garbage in public places encourages the breeding of 
rats by providing them with food. As regards all these measures 
it may be stated that no effective action has been taken, in the 
past, by tlie authorities concerned in the endemic areas of plague 
so as to produce conditions unfavourable to the growth of the rat 
population. The destruction of the existing rats has also been 
carried out in far too perfunctory a manner to make any impres¬ 
sion on their numbers. 

Treatment of Plague Patients 

100. As in the case of cholera and smallpox the vast majority of 
plague patients, particularly in rural areas, receive no treatment for 
the disease. Fortunately, in the case of bubonic plague, the infec¬ 
tion does not spread from patient to patient. Otherwise, the 
general absence of provision for the isolation and treatment of 
patients becomes another factor favouring the spread of the disease. 
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101. Till recently, there was no specific treatment for plague and 
the efforts of the physician were mainly directed towards giving 
relief to the patient and to the keeping up of his strength in the 
fight against the disease. The manufacture of a potent serum has 
been attempted by more than one investigator in different coun¬ 
tries. A few years ago the Director, llaffkine Institute, prepared 
a serum which, on field trial, was established to be definitely more 
effective than the ordinary form of treatment. Sulphapyridin and 
sulphathiazole have also been found to be useful in the treatment 
of plague. Of the two, sulphathiazole is considered the better 
drug because its effectiveness is probably a little higher and its 
toxicity less. 

Plague Research 

102. We have already pointed out that the Indian Plague Com¬ 
mission was responsible for discovering the more important facts 
regarding the mode of spread of plague and for showing the way 
for the organisation of preventive measures on sound lines. In 
more recent years extensive field research was carried out in the 
Cumbum Valley in Madura district gf the province of Madras, 
which is one of the endemic centres of the disease. 1 The length of 
life of the infected flea, methods of effective disinsectisation of 
grain bags and other vehicles through which infected fleas and 
rats may transmit the disease, the effectiveness of cyanogas fumi¬ 
gation of rat-holes as an anti-plague measure and the evolution of 
a rat-proof hut suitable for rural conditions are among the various 
matters associated with the plague problem which the investiga¬ 
tion unit in this area studied. As regards the use of cyanogas the 
conclusion reached was that, if systematically carried out in 
endemic areas, it helps to keep down the rat population and thus 
reduce the incidence of plague. At the Cumbum Valley a type 
of rat-proof hut was evolved costing less than Rs. 100 which was 
shown by close observation to have remained free from rats for 
two years. The popularisation of such a type of dwelling should 
prove useful in the campaign against plague. 

Preventive Inoculation 

103. As in the case of cholera inoculation, the popularity of 
plague inoculation has steadily increased. The Director of the 
Haffkine Institute, Bombay, who is responsible for the manufacture 
and issue of plague vaccine for use throughout India, has pointed 
out that, in spite of a continued fall in the incidence of plague, the 
demand for plague vaccine has increased. When an outbreak of 
plague is imminent or when the disease is actually prevalent, 
preventive inoculation is the one measure which should be carried 
out with the greatest possible vigour. 

LEPROSY. 

104. The number of persons suffering from leprosy in the world 
has been estimated as somewhere about five millions and, of these, 
leprosy patients in India are believed to be at least a million. 
The present distribution of leprosy in the world shows that its 
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incidence is high in certain parts of Africa, India, South China 
and South America. All the affected areas are in tropical or sub¬ 
tropical countries and only a few foci of infection persist in the 
colder countries. In India “ there is a belt of high incidence 
including the whole of the east-coast and the south of the peninsula, 
including West Bengal, South Bihar, Orissa, Madras, Travaneore 
and Cochin. In the central parts of India the incidence tends to 
be lower but there are some foci of higher incidence. There is 
a belt of moderate incidence in the Himalayan foot hills, running 
across the north of India, while in most of the north-west of India 
there is very little leprosy 

105. In the highly endemic areas its incidence may range from 
two to five per cent, of the population. In restricted areas in such 
endemic regions the proportion of cases may rise to 10 per cent, 
of the population while individual villages may show a rate as 
high as even 15 to 20 per cent. In the non-endemic regions of 
North-Western India, on the other hand, large areas may 
show no cases at all while the general level of incidence is stated 
to be as low as O'Ol per cent, or one per ten thousand of the 
population. 

106. The public health aspect of the leprosy problem in an area is 
determined not merely by the rate of incidence of the disease in 
the population but also by the relative severity and infectiveness 
of individual cases. Cases of leprosy are broadly divided into two 
groups, the “ neural ” and “ lepromatous ” types. The former 
constitutes the “ benign ” form of leprosy and, as pointed out by 
the International Leprosy Congress, 1938, “ these cases give 
evidence of relative resistance to the infection, or of relatively 
good prognosis as regards life although mutilation may take place 

.Bacteriologically the skin lesions are typically but not 

invariably found negative by standard methods of examination, 
though the nasal mycosa may be found positive ”. The leproma¬ 
tous type consists, on the other hand, of the “ malignant ” form 
of leprosy, “ in which the patient is relatively non-resistant, has 
a poor prognosis and exhibits lepromatous lesions of the skin and 
other organs, especially the nerve trunks. Bacteriological exami¬ 
nation usually reveals abundant bacilli It is therefore the 
lepromatous case that is usually much more infective than the 
neural case. While for the country as a whole the proportion of 
lepromatous cases is estimated at about 20 per cent, of the total 
number of leprosy patients, there are areas where the proportion 
of this severer type is as low as 4 per cent, and others in which it 
rises even to 50 per cent. The special Committee of the Central 
Advisory Board of Health, to which we have referred, has stated 
that “ it is unusual in India to find an area where leprosy is both 
very common and severe. In Bengal, Bihar, Orissa and in the 
north-east part of the country in general, leprosy appears to be 
relatively common and relatively mild. In the foot hills of the 
Himalayas and in the areas to the north-west, leprosy is relatively 

* Report on Leprosy and its Control in India (1941) by the Special 
Committee appointed by the Central Advisory Board of Health. 
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rare and severe. In the south, e.;/., Madras, leprosy is very 
common but also more severe than in the north-east, though less 
severe than in the Himalayan foot hills In estimating the 
importance of leprosy as a public health problem the rate of inci¬ 
dence and the relative proportion of the leproinatous type should 
both be taken into consideration. 

Antileprosy work in India 

107. The first known leprosy asylum was established in Calcutta 
earlj' in the 19th century. In the later years numerous other 
institutions were established by missionaries, local authorities and 
private benefactors. 

Mission to Lepers 

108. But systematic attempts to bring medical relief to leprosy 
patients started with the foundation of the Mission to Lepers by 
Mr. Wellesley Bailey, who, coming to India in the Indian Police 
Service in 1869, was soon attracted to leprosy work and threw 
himself whole-heartedly into it. He established the Mission to 
Lepers and founded its first leper institution in Chamha in the 
Punjab in 1875. In the succeeding years the Mission extended 
its activities to such an extent that, in 1937, when Mr. Bailey 
died, there were 32 institutions in different parts of the country 
under its control providing accommodation for 8,000 patients. It 
is understood that the Mission also gives financial aid to 17 other 
institutions which admit 2,600 patients. 

The total number of institutions for leprosy is about 95 with 
accommodation for about 14,000 patients. 

The Indian Council of the British Empire Leprosy Relief Association 

109. Another institution which has taken an important part in 
the development of leprosy work in this country is the Indian 
Council of the British Empire Leprosy Relief Association. It was 
established in 1925 with funds raised by an appeal by Lord Reading, 
the Viceroy of India. A sum of Rs. 20 lakhs was collected and 
the interest from this amount constitutes the funds for the activi¬ 
ties of the Association. It has its central office in New Delhi 
while branches exist in the different Provinces. Approximately 
one-half of the annual income of the Association is given to the 
provincial branches and the main activities of the latter have 
been the carrying out of leprosy surveys and tbe establishment 
and maintenance of treatment centres. The central organisation, 
on the other hand, has concerned itself mainly with the promotion 
ot leprosy research, the provision of facilities for special training 
foi doctors in the diagnosis -and treatment of leprosy, propaganda 
work and co-ordination, through the provincial branches, of 
governmental and voluntary effort in the campaign against tbe 
disease. 

Antileprosy work in the Provinces 

110. We may at this stage describe briefly the antileprosy work 
we saw in certain institutions during our tours in the provinces. 
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At Bombay the Ackworth Leper Home deals with pauper 
and non-pauper inmates and outpatients. There is usually consi¬ 
derable overcrowding, about 500 inmates being present while 
accommodation exists only for 400. Total figures for outpatients 
treated at the special clinic were 871 in 1941, 991 in 1942 and 1187 
in 1943. The institution carries out a certain amount of field 
work in the way of follow-up of patients, examination of contacts 
and propaganda. Tor these two. specially trained health visitors 
are employed. The Executive Health Officer of Bombay Corpora¬ 
tion is an active member of the managing board of control and is 
its secretary. Attempts have been made to introduce occupational 
therapy and a co-operative shop for the patients is managed by 
the inmates themselves. Facilities exist for private medical prac¬ 
titioners to obtain special instruction in leprosy, and lectures and 
demonstrations are arranged for students of the Grant Medical 
College. 

111. In Orissa, a province in which leprosy is widely prevalent, 
we visited two colonies at Puri and at Cuttack respectively. To 
the Puri colony only infectious cases are admitted. The accom¬ 
modation available at this colony is unfortunately limited. We 
understand that, if more accommodation were available, many 
more patients would willingly enter the institution and if separate 
provision could he made for better class persons, patients belonging 
to these classes would also probably bo willing to accept segrega¬ 
tion, The asylum at Cuttack is managed by the Mission to Lepers 
and provides for about 400 patients. Here there is provision for 
such activities as gardening, games, etc., and three schools 
are run separately for men, women and children. The Bov Scout 
and Girl Guide movements are actively supported by this colony. 
The institution provides special training in leprosy for medical 
licentiates and compounders. All the clothing required in the 
colony is made by the inmates themselves. 

112. In Bihar the Mission for Lepers runs a large colony for about 
860 patients in 1'uruliu. Here much stress is laid on the systematic 
medical examination of patients and, for the last 20 years, a com¬ 
plete record has been kept of eyery patient in the home. The 
institution has a large and well attended outpatient department. 
Occupational therapy is practised and here also the clothes worn 
by the inmates are made by themselves. The Mission trains the 
more able-bodied patients to serve as nurses and attendants on 
other patients. The schools for boys and girls as well as the one for 
adults are, with one exception, entirely staffed by leprosy patients. 
Segregation of the healthy children of lepers in separate cottages 
has been provided for. There are several other large institutions 
in Bihar. We shall, however, refer only to the leprosy clinic in 
Patna, which is maintained from grants from the Provincial Gov¬ 
ernment, the District Board and the Patna municipality and from 
certain charitable funds. No records of individual patients were 
maintained at the time of our visit and no attempt was made to 
organise follow-up work. We draw attention to these defects 
because we feel that an institution maintained at the headquar- 

120 




PERSONAL HEALTH SERVICES FOR CERTAIN DISEASES 


ters of a Province and which the Provincial Government supports 
should aim at a higher standard of performance. 

113. The Central Provinces represent, as a whole, an area of low 
incidence, with, however, some areas of higher incidence. 
Eight leper asylums are maintained by the Mission to Lepers 
providing accommodation for some 2,100 inpatients. About 38 
leprosy clinics are working in association with Government hospi¬ 
tals and dispensaries. In Wardha district some 500 lepers receive 
treatment at the outpatient clinic run by the Maharogya Seva 
Mandal, which also maintains hospital accommodation for 21 
infectious lepers. Provision exists for follow-up, for the exami¬ 
nation of contacts and for propaganda work. We were surprised 
that, at the clinic at Eaipur, which is the headquarters of the 
Special Leprosy Officer for the province, no beds are provided and 
no follow-up work is attempted, the excuse being the absence of 
health visitors. We saw a very large settlement run by the 
Mission to Lepers at Chandkuri in Bilaspur district, which houses 
about 600 cases and is well maintained. There is also provision 
here for occupational therapy. 

114. Active work on leprosy has been carried out in Madras in 
past years under the direction of Dr. Cochrane working with the 
Mission to Lepers. The two chief centres are Chingleput and 
Saidapet. Excellent institutional and outdoor work has been orga¬ 
nised. In this connection we would refer to the reports by 

t Dr. Cochrane and his colleagues on the work of the Saidapet health 
project and the Chingleput leprosy institution. Further, 
Dr. Cochrane has, through his advice to the Provincial health autho¬ 
rities, helped to promote a progressive policy in regard to antileprosy 
work in the province. 

Certain Special Aspects of the Leprosy Problem 

115. The segregation of infectious lepers .—Although the number 
of persons suffering from leprosy in India is estimated as approxi¬ 
mately one million, in most parts of the country a high proportion 
of such patients, probably about 70 to 80 per cent., are in the 
non-infective stage. Even so, infective patients may number about 
250,000 in the country. Although leprosy requires for its trans¬ 
mission close and prolonged contact and it does not therefore spread 
with the rapidity of diseases like cholera and smallpox, isolation 
of infective patients is the one measure which has heen found to 
be effective in all parts of the world for the control of the disease. 
The need for such isolation becomes all the more emphasised when 
it is remembered that children are more susceptible to infection 
than adults and that the unsuspecting father and mother in an . 
infective condition may continually be exposing their children to 
the risk of contracting the disease. While the estimated number 
of those requiring isolation is about 250,000 the total institutional 
provision for such isolation is in the neighbourhood of 14,000. 
No conceivable expansion of institutions in the immediate future 
can help to make up the large difference between existing provi¬ 
sion and what is required to meet the needs of the country. The 
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need for developing group isolation under conditions suited to local 
requirements is therefore great. Schemes for this purpose must 
be sufficiently cheap if they are to be adopted on a wide scale, 
while they must also take into account the habits of life of the 
people and the special circumstances associated with the areas 
concerned. Attempts to develop group isolation have been made 
in different parts of the country in the recent past, but efforts in 
this direction must continue on the part of provincial health 
authorities before reasonably satisfactory schemes can be developed. 

116. The Problem of beggars with leprosy .—Beggars with 
leprosy are found in varying numbers in a large number of towns 
and cities, in places of perennial pilgrimage and in all centres where 
pilgrims congregate periodically. The Special Committee has 
pointed out that, in Calcutta, there are about 1,000 beggars with 
leprosy, most of them having come from other provinces, and that 
the profession of begging has been organised by them to a high 
degree of perfection under a headman. Many of them are married 
to persons who are also suffering from leprosy and the quarters 
occupied by them are usually separated from those of the general 
population. In religious centres the common custom of giving 
alms to beggars and the frequent feeding by charitable persons 
constitute incentives which help to concentrate them in relatively 
large numbers. The large majority of these beggars are leprosy 
patients. While a certain proportion of them are bnrnt-out cases 
and are non-infective, the Committee points out that “ the state-, 
ment, not infrequently made that almost all beggars with leprosy 
are not infective is not true ”. 

117. Leprosy in relation to industry .—The Committee has thus 
briefly stated the problem: — 

“ During recent years some evidence has been accumulat¬ 
ing to show that the development of industry is probably 
having an influence on the spread of leprosy and the possibi¬ 
lity of this increase must be borne in mind. Leprosy surveys 
of industrial workers have been carried out in various parts of 
India and an incidence of between 1 and 2 per cent, bas often 
been found, and a considerable number of cases have been 
infective cases. The presence of these infective cases in the 
crowded busties and living quarters of industrial workers is a 
definite menace to the other workers and their families. The 
fact that the industrial population of India is largely 
migratory increases the menace to public health. Not infre¬ 
quently in village surveys one comes across patients with 
leprosy who attribute the disease to having been infected while 
working in industrial centres. Sometimes such a patient 
having contracted the disease in an industrial centre, will 
return to his village and introduce the disease there where it 
was not previously found.” 

Leprosy Legislation 

118. Existing provisions for the control of leprosy are contained 
in (1) an all-India Act, the Lepers Act and (2) the provincial Local 
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Self-Government Acts. In the latter provision against leprosy is 
mostly confined to urban areas. The provincial Acts deal with 
leprosy in the same manner as the common infectious diseases such 
as cholera, smallpox and plague. In practice these powers have 
hardly been used by local bodies in respect of leprosy. 

119. As regards the Lepers Act, its defects include that it makes 
no differentiation between infective and non-infective cases and 
that it deals with only certain classes of patients, namely, the 
beggar with leprosy, persons with the disease who prepare for sale 
or sell articles of food, drink, drugs and clothing, and with certain 
other matters such as the use of public wells and tanks by such 
patients for bathing and washing and the use of public conveyances 
by them. The Special Committee of the Central Advisory Board 
of Health considered that “ this Act appears to be based mainly 
on considerations of public sentiment which cannot be ignored.” 
Taking into consideration the deficiencies of this Central Act and 
of existing provincial legislation the Committee considered that 
comprehensive leprosy legislation should be undertaken and it has 
indicated certain principles which should guide such legislation. 
Eeference may, in this connection, be made to appendix 19 in 
Volume III of this report. 

VENEREAL DISEASES 

Estimates of the Prevalence of Venereal Diseases 

120. No reasonably accurate estimate of the incidence of venereal 
diseases in India (we include here only syphilis and gonorrhea 
as the two important diseases in this group) is available. As far 
as we are aware, the only attempt to estimate the prevalence of 
these diseases on a countrywide scale was made as part of an 
enquiry, the results of which were published in 1933, by Sir John 
Megaw, the then Director General, Indian Medical Service, 
into certain public health aspects of village life in India. 
This investigation based its findings on the replies to a 
questionnaire sent by him “ to a large number of doctors 
whose dispensaries are situated in typical agricultural villages 
scattered throughout British India ”. Sir John estimated, on the 
basis of the figures he received, that there were probably about 5-5 
million cases of syphilis and 7-G million cases of gonorrhea. He 
pointed out that “ syphilis and gonorrhea appear to be more 
common than has been usually believed; Bengal and Madras easily 
head the list. The data suggest that something like 6| millions 
of people in India actually show signs of syphilis so that, if 
account he taken of those who have had the disease and have lost all 
obvious signs, it would probably be well within the mark to assume 
that 10 to 15 per cent, of the inhabitants suffer from syphilis at 
some time or other during their lifetime. The strikingly low rates 
of venereal disease in the Punjab are entirely in keeping with 
impressions based on other sources of information ” 

121. Existing statistics relating to these diseases are those of 
cases attending hospitals and outpatient clinics. Such figures are 
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not of much value in assessing the extent of their prevalence in the 
population as a whole. In reply to a questionnaire which w’e sent 
to provincial Administrative Medical Officers and Directors of 
Public Health, we received certain general remarks regarding the 
incidenci of these diseases which, under the conditions existing 
in the country, can only be accepted as the impressions of the 
officers concerned. Even so, it may not he out of place to quote 
these icmarks. 

122. In Madras it has been stated that venereal diseases are pre¬ 
valent “to an alarming extent in urban and industrial areas and 
pilgrim centres It has also been pointed out that there has 
been an increase in these infections since the outbreak of the war. 
In Delhi, it is said that they are widely prevalent in the city, 
although no estimate of their incidence can be given. In the 
Central Provinces and Berar their incidence is said to be high in 
the districts inhabited by the aboriginals, while in tlie Punjab 
the Ivulu Valley is the area which is most affected. A report 
issued by the Government of Bengal in March 1944, on its anti- 
venereal diseases campaign states that “ the incidence of venereal 
diseases in Calcutta has of late been on the increase. Although 
correct statistics are not available, the figures obtained by the 
Director (of the venereal diseases organisation) from the leading 
medical practitioners of this city are alarmingly high. This 
increase is attributed to various changes in the social and economic 
conditions of life of late years ” 

123. It will he seen that, while no estimates of the probable inci¬ 
dence of these diseases are given, the opinion held by these 
different health authorities appears to be that their prevalence 
cannot be considered to be low, at least in certain parts of the 
provinces concerned, and that, during recent years, the tendency 
1ms been for their incidence to rise. Sir John Megaw’s estimate 
gives a proportion of 37 per thousand of the population as showing 
signs of infection either by syphilis or gonorrhea, a figure which 
is sufficients high to justify a serious view' of the situation and 
to demand {hat adequate measures should be taken to investigate 
their probable extent of prevalence in the country and that appro¬ 
priate measures for their control should be taken in the light of 
such investigation. 

The Treatment of Venereal Diseases 

124. The information given here is based on the replies to the 
questionnaire to which we have already referred. In all pro¬ 
vinces these diseases are treated along with others in the larger 
hospitals. In certain provinces, however, special provision for 
the treatment of venereal diseases has also been made. The 
extent of such provision varies among the provinces. In Madras, 
for instance, it is stated that centres providing modern forms of 
treatment have been established by the Government in ihe city of 
Madras and in a number of places in the mofussil. In the city 
of Bombay there are four such centres maintained by the Govern¬ 
ment, two by the municipality and another two by the Port Trust. 
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It is also stated that venereal diseases clinics are working in asso¬ 
ciation with civil hospitals in the mofussil with honorary venerio- 
logists in charge. In the Punjab there are special clinics for 
these diseases in Lahore, Amritsar and in Ludhiana. On the 
whole it must he stated, however, that the existing facilities for 
the treatment of these diseases are insufficient to meet the require¬ 
ments of the population. 

125. Reference may also be made to a matter which is of great 
importance in the treatment of these diseases. The social stigma 
attached to them promotes concealment and the quack and his 
methods of treatment are likely to play an even more disastrous 
part in the treatment of these diseases than in the case of others. 
In certain countries the prohibition of treatment of venereal 
diseases by all except those who possess a registeraible medical 
qualification and the restriction of advertisements regarding 
specific remedies and other forms of treatment to those approved 
by the health authority have been found useful in making the 
campaign against these diseases effective. In India no such 
restrictions exist at present. 

Training Facilities for 'Doctors 

126. The replies to our questionnaire show that, except in 
Madras and Bombay, no training facilities for doctors in the diag¬ 
nosis and treatment of venereal diseases have been made available. 

Compulsory Notification 

127. Legal provision for the compulsory notification of these dis¬ 
eases does not exist anywhere in the country. Opinion as to the value 
of such a measure is divided even in those countries in which the 
venereal diseases campaign has been raised to a high level of 
efficiency. The opinion is held that, in view of the widely pre¬ 
valent desire on the part of patients and their relatives to conceal 
the occurrence of these diseases, compulsory notification will lead 
more to concealment than to the active co-operation of the people 
with the authorities in securing early and adequate treatment for 
the infected persons. Indeed, the experience of England seems 
to point to the possibility of an effective control of these diseases 
being achieved, under normal conditions, through the provision 
of extensive facilities for free and confidential treatment, without 
having recourse to compulsory notification. 

HOOKWORM DISEASE 

128. This is a disease which has received considerable attention 
from health authorities in many parts of the world. Probably the 
most notable enquiry into hookworm infestation was that conducted 
by the Rockefeller Foundation in the early part of this century 
in the Southern States of America. To that enquiry and subse¬ 
quent ones carried out in other parts of the world by the same 
organisation we owe the fact that our knowledge concerning the 
cause, prevention and treatment of this disease may be held to be 
complete. 
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129. The male and female worms live in the human intestine. 
Large numbers of eggs of the worm are passed out in the stool 
-and, in the absence of sanitary arrangements, are deposited on 
the ground. These eggs hatch and the larvae that come out con¬ 
tinue to live in the soil, if favourable conditions of moisture and 
heat are present. When persons walk barefoot through such 
infected soil the larvae gain entrance through the pores of the 
skin and, after a complicated journey through the blood stream 
and the lungs, gain entrance into the intestines. Having com¬ 
pleted growth by that time the worms become attached to the 
intestines. They produce their harmful effects partly by the loss 
of blood caused to the human host through their feeding on him, 
partly through causing a state of irritation in the bowels which 
interferes with the digestive function and partly through the 
secretion of a poisonous substance, which prevents the clotting of 
blood and thus promotes bleeding. The effects of infestation by 
hookworm have been w-ell described in the report for 1917 of the 
International Health Board of the Rockefeller Foundation. Here 
is what the report says: — 

“ Hookworm disease is never spectacular like yellow fever 
or pernicious malaria. And for this very reason it is the 
greater menace. Acute diseases sometimes tend to strengthen 
the race by killing- off the weak; but hookworm disease, work¬ 
ing so insidiously and frequently escaping the attention even 
of°its victims, tends rather to debilitate the race by attacking 
tlie strong as well as the weak. The cumulative effects of 
the disease on the race—physical, economic, intellectual and 
moral—which are handed down from generation to generation 
through long periods of time, are even more important than 
its contribution to the death roll among individuals. This 
one disease, where the infection is practically universal, may 
go far towards explaining the retardation of backward 
peoples.” 

130. Many investigations have been carried out into hookworm 
disease in India, among which special reference may be made 
to a systematic survey by Chandler in the years 1925-27. The 
distribution of the disease is as shown below: — 

(1) heavily infested areas are Assam, the Dooars and Uarjeel- 

ing, Travancore, South Kanara and indeed all the tea 
gardens of Soutli India and the tea and coffee planta¬ 
tions of Coorg; 

(2) moderately heavy infestation exists in Central Bihar, the 

eastern" parts of the United Provinces and along the 
foot-hills of the Himalayas; 

(3) it is believed that about 60 to 80 per ednt. of the popula¬ 

tion of Bengal, Bihar, Orissa, the Eastern parts of the 
Central Provinces, certain areas in the United Pro¬ 
vinces and the Punjab, and east coast of Madras are 
infested with this condition, the average number of 
worms per individual, however, being not large; 

(4) the infestation elsewhere in India is low. 
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131. The fact that the disease is so prevalent in mines and on 
plantations is a grave reflection on the sanitary control exercised by 
the authorities responsible for labour in these areas. We have 
elsewhere recorded the unsatisfactory conditions of sanitation that 
exist in the coal mines and plantations of India and it remains 
to remark here that unless and until these are improved, many 
millions of people will continue to suffer unnecessarily from this 
disease. 

FILARIAS1S 

132. This disease is caused by the introduction of the embryo of 
a small worm known as filaria which is conveyed to human beings 
by mosquitoes. The prevalence of two types of this infestation 
has been noted in India. Filaria bancrofti and Filaria malayi. 
The former is more widely prevalent than the latter, which was 
first discovered in the Dutch East Indies some years ago and was 
shown, by Indian workers in this field, to be present in scattered 
areas in certain parts of India, namely, Travancore, Balasore, 
Patnagarh and East Bengal. The transmitting agents in the two 
cases are two different types of mosquitoes, whose methods of breed¬ 
ing are different. The disease is widely prevalent in certain parts 
of India. It leads to the permanent swelling of the legs and of 
certain parts of the body besides causing recurring attacks of 
fever and inflammation of the lymphatic system. Although the 
disease does not cause death it is responsible for a considerable 
amount of preventable suffering and disability. 

133. Bengal is among the most heavily affected provinces in 
India. Both in Bihar and Orissa the disease is widely prevalent. 
Areas of moderate incidence exist in the districts of Tanjore, Kistna, 
Godavari and Vizagapatam in the province of Madras as well as 
in Saidapet, adjoining Madras City. The coastal tracts of Mala¬ 
bar and South Kanara districts and of the States of Travancore 
and Cochin are areas of high incidence. The control of this con¬ 
dition depends on the prevention of the breeding of the carrier 
species of mosquito and, in the ureas indicated above, the necessary 
measures will have to he carried out effectively if the incidence of 
filariasis is to be definitely lowered. 

GUINEA-WOBM DISEASE 

134. Guinea-worm disease, another non-fatal infection, also 
causes much unnecessary suffering and disablement in many parts of 
the country. It occurs mainly in rural areas and agricultural 
labourers and other manual workers suffer largely in the affected 
areas. The worm is long and of a milky white colour and it lives 
beneath the skin commonly on the leg of 'the patient. A blister 
develops on the leg or foot and, when it bursts, a red ulcer is 
formed through which the worm can be seen. "When the affected 
part comes in contact with water, the worm which is packed with 
embryos passes them into water. The embryos live in clean water 
for about a week and in muddy water for a longer period. They 
are swallowed by cyclops, which are small whitish transparent 
creatures of the size of a pin’s head and are generally present in 
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most collections of fresh water. When a person drinks infected 
water, the cyclops are killed in the stomach by the gastric juice 
and the young worms are set free. They then pierce the tissues 
and enter the human body. It takes about 348 days for the 
embryo to grow into an adult worm inside the human body. The 
worm travels into such parts of the body as are likely to come 
in contact with water. In India it is stated that the w y orm appears 
in about 90 per cent, of patients in the legs. They also appear 
occasionally in other parts such as the arms, chest, back and 
abdomen. A patient shows generally only one worm at a time 
but multiple infections do sometimes occur. It is stated that 
twenty-two worms were removed from one individual from Itajpu¬ 
la na at the Calcutta School of Tropical Medicine. 

135. From what has been stated above it will be seen that the 
prevalence of the disease is dependent on opportunities for the infec¬ 
tion of water supplies by persons harbouring the worm. In the 
affected areas step-wells, tanks and other sources of water liable 
to contamination are responsible for the keeping up of the infec¬ 
tion. The destruction of cyclops by the application of adequate 
quantities of lime to such water supplies has been shown to be 
effective in controlling the spread of the disease. By boiling the 
water the cyclops and the embryos in them are both killed. Even 
straining the water through fine muslin will suffice to remove the 
cyclops and render the water innocuous. But, from the point of 
view of permanent relief, it is essential to protect step-wells, tanks 
and other open sources of water supply from contamination by 
persons harbouring the worm. 

13G. Guinea-worm disease is widely prevalent in certain districts 
of the North-West Frontier Province while its incidence is relatively 
low in the Punjab. The Rajputana desert is free but many of 
the States in Rajputana and Central India contain heavily 
infected areas. In the Central Provinces, Bombay Presidency, 
Nizam’s Dominions and Madras Presidency the disease is prevalent 
over wide areas. Well watered tracts, with a fairly heavy rain¬ 
fall such as Bengal, are generally free. 

CANCER 

137. This is a group of diseases which have had a great deal of 
attention paid to them in Europe and America. On the other 
hand, there exists very little reliable information regarding the 
incidence of cancer in India. The most authoritative pronounce¬ 
ment on the subject has been provided by an investigation carried 
out by Drs. Yishwanatli and Khem Singh Greval working with a 
grant from the Indian- Research Fund Association. They pub¬ 
lished a series of papers in the Indian Journal of Medical 
Research. We cannot do better than quote the authors: 

“ The age of maximum incidence of cancer in this country 
is at least ten years earlier than in Western countries and 
Japan and in the case of cancer of the female generative 
organs earlier by 15-20 years. In every province, including 
Burma, the incidence of cancer of cervix falls heaviest on 
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Hindu women. The incidence of buccal cancer falls heavier 
on the male than on the female and on Muslims more than 
the Hindus. This form of cancer has its lowest incidence in 
the Punjab, where pan chewing is not indulged in to the same 
extent as in other parts of India. Unhappily this habit is 
growing rapidly *in that province as well. Penile cancer is 
peculiarly a disease of the uncircumcised communities and 
out of a total of 611 cases noted in biopsy records and 1,08(1 
cases in clinical records, only 17 cases were recorded among 
Muhammedans in the former series and 29 in the latter. 

“ In the whole of this enquiry the aetiological roll of irrita¬ 
tion in the incidence of cancer has stood out prominently. 
Whether it was the cervix, the oral cavity, the penis, the skin 
or the gastro-intestinal tract, the factor of irritation seems to 
excel all other possible causes and brings the problem of this 
fell disease within the scope of preventive medicine. 

“ Although this survey cannot fix decisively the relative 
position of cancer amongst the causes of mortality in India, it 
affords sufficient evidence as to its position being not insigni¬ 
ficant. It should at least persuade foreign writers on the 
subject to be less dogmatic about the rarity of this disease in 
India. The writer of this note believes that if vital statistics 
were as carefully collected in India as they are in the West 
and proper allowance made for the number of individuals living 
per thousand at a given age, the incidence of cancer will be 
found to be independent of geographical and racial varia¬ 
tions.” 

138. Other competent observers who have stressed the importance 
of this disease include Sir Leonard Rogers and Major General Sir 
Earnest Bradfield. The opinion has, however, been widely held, 
with insufficient justification, that cancer, in most of its manifes¬ 
tations, is comparatively rare in India. Gradually light is being 
thrown on the incidence of this condition, the setting up of the 
Tata Cancer Research Hospital in Bombay having given an 
impetus to investigation into this important field of study. This 
research and treatment institution has been in existence only for a 
few years but has already succeeded in gaining for itself a con¬ 
siderable reputation. We had the advantage of hearing the views 
of the Director of its laboratories, Dr. V. R. Khanolkar, and his 
assistants when we visited this hospital. He and others competent 
to express an opinion hold the view that the incidence of the 
diseases represented by this group in India is not likely to show 
any considerable variation from the extent of their prevalence in 
Western countries. 

139. The Tata Memorial Hospital is the only institution in the 
country which is devoted entirely to the study of the diagnosis 
and treatment of malignant disease. Radium and deep X-ray 
therapy are available for therapeutic treatment in a very limited 
number of places in the country. A list of such places will be 
found in Appendix 20 of Volume III of this report. 
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MENTAL DISORDERS AND MENTAL DEFICIENCY 

Estimate of Persons suffering from Mental Ill-health 

140. Conditions of mental ill-health may be divided into two 
broad groups, (1) mental disorder and (2) mental deficiency. No 
estimate of the number of persons suffering from either of these two 
groups of mental conditions is available for India. It may therefore 
be of advantage to examine such evidence as is available regarding 
the incidence of these conditions elsewhere and attempt to draw 
from it inferences applicable to this country. In England and 
Wales there were, at the beginning of 1937, about 129,750 patients 
under treatment in the mental hospitals maintained by the various 
local authorities, who are responsible under the law, for making 
such provision. This figure gives a proportion of 3*2 mental 
patients per 1,000 of the population. In America the rate of 
admission to mental hospitals has varied from 5 to 8 per 1,000 in 
different, years and'in different States. In India there is no reason 
to believe that the rate of incidence of mental disorders is likely 
to be much less than those for England and the United States. 
While purely sociological causes may not he operative in India to 
the same extent as in the other two countries, chronic starvation 
or under-nutrition, tropical fevers, anaemea and frequent child¬ 
birth in women, who are unfit for motherhood, are responsible for 
large numbers of eases of mental breakdown in this country. 
Even if the proportion, of mental patients requiring hospitalisation 
in India be taken as 2 per 1,000 of the population, their number will 
be at least 800,000 in the country as a whole. It does not, there¬ 
fore, seem unreasonable to suggest that the number of persons 
suffering from various forms of mental disorder must be at least a 
million in this country. 

141. As regards mental deficiency, an estimate of 8 per 1,000 of 
the population was made for England and Wales in a report issued 
in 1929 by the Joint Committee of the Board of Education and the 
Board of Control on mental deficiency. Even if the rate appli¬ 
cable to this country were half this figure, the total number of 
mental deficients in India as a whole becomes 1*6 millions, on the 
assumption that the total population is 400 millions. 

These estimates are only conjectural; nevertheless, they help 
to indicate the magnitude of the problem that mental ill-health 
constitutes in the country and the extent to which remedial and 
preventive health measures will have to be developed, if adequate 
provision for this section of the community is to he made. 

Provision for the Treatment of Persons suffering from Mental Disorders 

and Mental Deficiency 

142. In chapter III of this volume we have shown how the exist¬ 
ing provision for medical relief and preventive health work in 
connection with the common forms of sickness is quite inadequate to 
meet the needs of the people. For mental patients the available 
facilities are of a still lower order. In this connection it may be 
mentioned that, at our request, Colonel M. Taylor, Medical Superin¬ 
tendent, Bauchi European Mental Hospital, undertook a tour of 
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ithe more important mental institutions in the country and pre¬ 
pared a report for us. It has been published as Appendix 21 in 
Volume TII of this report. He has shown that the functioning of 
existing mental institutions is, in most cases, far from satisfactory. 
A list of these for British India, with the accommodation available 
in each, and the places where they are located is given in 
Appendix 22. The total accommodation available is about 9,889 
beds and, if the States are also included, 10,189. When it is 
remembered tliat the probable number requiring institutional care 
may, on a conservative estimate, be at least 800,000 to 1,000,000 
for the country as a whole, the inadequacy of the existing number 
of beds becomes unmistakably clear. 

143. Apart from this, however, an even more important fact is 
the existing institutions are working at an extremely low' level of 
•efficiency. Colonel Taylor says, “ the majority of the mental 
hospitals in India are quite out of date, and are designed for deten¬ 
tion and safe custody without regard to curvative treatment. The 
worst of them—the Punjab Mental Hospital, the Thana Mental 
Hospital and the Nagpur Mental Hospital—savour of the workhouse 
and the prison and should be rebuilt ”. 

144. As regards the medical staff employed in them he states 
that “ seven of the largest mental hospitals in India have men 
appointed as Superintendents at salaries that a first class mechanic 
in Tatas Works would scorn, six of them have little or no post¬ 
graduate experience or training in psychological medicine The 
subordinate medical staff are also untrained in psychiatry. The 
number of medical men employed is quite inadequate. He rightly 
points out that, with one medical officer for 200 patients, only 
•cursory attention can be given to the patients, while the additional 
■duties of teaching medical students, which some of these institu¬ 
tions are required to perform, are also carried out in a perfunctory 
■fashion. 

146. The position as regards nursing staff and ward attendants 
is equally unsatisfactory in most of these mental institutions. 
Inadequacy of numbers and insufficiency of training both con¬ 
tribute to make the standard of service of an extremely low order. 

We do not propose to describe in detail individual institutions. 
For such details reference may be made to Colonel Taylor’s report. 

Facilities for Mental Training for Medical and Other Personnel 

146. From what has been said above it will be clear that the need 
is urgent for providing training facilities for medical and non- 
medical personnel on as extensive a scale as possible. The staffing 
•of existing institutions with qualified workers and an expansion of 
mental health activity in institutional and other fields will become 
possible only with a large output of trained personnel. At the 
•same time it will be recognised^ from the brief description given 
above of the working of existing mental institutions, that the large 
majority of them are ill-equipped to discharge teaching functions 
properly. One of the purposes of the tour which Colonel Taylor 
undertook at crur request was to make an estimate of existing 
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training facilities in tlie mental institutions in the country. Iu 
his view such facilities exist on a reasonable scale at Bangalore and’ 
in Ranchi. At other places, e.g., Calcutta and Bombay, a consi¬ 
derable improvement of certain existing institutions and the estab¬ 
lishment of well staffed and satisfactorily equipped mental hospitals- 
will be necessary to provide the conditions essential for developing 
them as proper training centres. These and other matters relating- 
to the creation of training facilities in different parts of the country* 
will be considered when we put forward our proposals for mental) 
health services in the second volume of this report. 
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chapter X 

ENVIRONMENTAL HYGIENE 

1. In this chapter we shall deal with environmental hygiene 
under four heads, (1) town and village planning, (2) housing, 
{3) water supply and (4) general sanitation. 

TOWN AND VILLAGE PLANNING 

Introduction 

2. The purpose of town and village planuing is to utilise the 
available land to the best advantage of the community, taking 
into consideration its various needs such as the provision of land 
for residential purposes, the development of agriculture and indus¬ 
tries and the creation of recreational facilities. As has been 
pointed out by Mr. U. Aylmer Coates, Provincial Town Planner to 
the Government of the Punjab, town planning is “ not merely a 
matter of planning streets or placing restriction on the size of 
sites attached to various types of buildings but is, broadly speak¬ 
ing, the allocation of land to its best economic, use, the proper 
relation between buildings of different use and design, the improve¬ 
ment of existing conditions of habitation and securing that develop¬ 
ment functions both from the utilitarian and sanitary points of 
view and is also artistically satisfying ". 

History of Town Planning In India 

3. A short history of town planning in the country will be found 
in tbe “ Report on Town and Village Planning in India ” by 
Mr. B. R. Kagal in Appendix 24 of Volume III of this report. 
Tbe report of Mr. Kagal was based on his studies of town and 
village planning activities in tbe provinces and in tbe Indian 
'States of Hyderabad, Mysore and Baroda as the result of a rapid 
tour undertaken at our request. Mr. Kagal points out that the 
Government of India began to take an interest in tbe subject in 
1912 when the question of the selection of a site for the new 
capital in Delhi was under consideration. At the same time, it 
impressed on Provincial Governments “ the great and growing 
importance ” of town planning and suggested the enactment of 
legislation similar to the English Housing and Town Planning 
Act of 1909. In the years that followed active interest in town 
planning developed in the provinces also. Professor Sir Patrick 
Geddes and Mr. H. V. Lanchester, two leading town planners in 
England, visited India and advised the provinces of Madras and the 
Central Provinces and Berar and the States of Baroda, Gwalior and 
Indore on their respective planning problems. The United Pro- 
winces employed a full-time architect who prepared a master plan for 
Cawnpore. Another English town planner, Mr. E. P, Richards, 
prepared a report on the town planning of Calcutta and its sur¬ 
roundings. In 1921 the University of Bombay established a 
■School of Sociology and offered its first professorship to Sir Patrick 
Geddes. In the mean time provincial town planning legislation 
had also begun to develop, an Act having been passed in 1915 in 
Bombay, in 1919 in the United Provinces, in 1920 in Madras and 
in 1922 in the Punjab. 
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4. After 1921 interest in town, planning steadily declined in 
India, except in the Punjab and in tlie States of Hyderabad, Mysore 
and Baroda. As has been pointed out by Mr. Hagai “ the interest 
taken by the Government of India from time to time was an 
r occasional burst of insight ’ and was not sustained, and so was the 
response. The initiative for the town planning movement was 
taken by the Government 1 from the top ’ instead of its coming 
* from below ’, as in the case of England where the lead for reform 
in town and country planning was given by the public, the P.E.P.. 
(Political and Economic Planning), the Town Planning Instituter 
and the Royal Institute of British Architects. The Government 
accepted the lead and followed it up with necessary enquiries and 
legislation. In contrast, the Central and Provincial Governments 
in India have not taken adequate steps even to implement the 
recommendations made by the Holland Commission in 1918 on the- 
scientific and technical aspects of town planning and by the Whitley 
Commission in 1930 on town planning' legislation. As a rule, the- 
Provincial Governments have not shown any active interest in the 
subject until recently when post-war problems came to the fore ”, 

5. In the States of Hyderabad and Baroda selected persons were- 
sent abroad to study the theory and practice of town planning for 
a period of years and, on return, they were given full opportunities 
for developing town planning in these States with the co-operation 
of the public health and other departments of Government, In 
Mysore, on the other hand, foreign experts were brought in and 
the main town planning activities have been confined to the two 
cities of Mysore and Bangalore. No attempts have been made to 
tram local people either by sending them overseas for the requisite 
specialisation or by instituting appropriate courses in the Mysore 
University. Thus when the present experts leave the State the 
likelihood of planning activities continuing to.develop are definitely 
less in Mysore than in the other two States. 

Village Planning 

6. Even less attention has been paid to village planning in this 
country than to town planning. Most villages have grown in a 
haphazard manner and, in far too many cases, it would be beyond 
the capacity of a planner to improve existing conditions to any 
reasonable extent. To indicate how difficult such planning would 
be we may describe the layout of existing villages in certain 
provinces. In the United Provinces the villages are usually fairly 
compact, but no regular streets have been laid out and the houses 
are built with little relation to one another and facing in any 
direction. In Delhi province village streets are not well laid out 
and they scarcely justify the term “ street ”, In Orissa villagers 
construct their houses without any consideration to the require¬ 
ments of sanitation and without paying attention to the relation¬ 
ship of one house to another. In the Punjab no provisions exist 
in the District Boards Act to regulate the construction of houses 
in rural areas. Detailed instructions have, however, been given 
in the Punjab Colony Manual with regard to the selection of 
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village sites and the way in which villages in colony areas are to 
be laid out. Type plans have been prepared for houses of different 
kinds suitable for village construction. 

Planning in Urban Areas 

7. As regards towns, prog-ress in town planning has been ex¬ 
tremely slow. During the last 20 or 25 years although, as has 
already been pointed out, certain eminent town planners visited 
India and offered advice to Provincial Governments and, in certain 
cases, even prepared definite schemes for individual cities, very little 
action has been taken. In some of the larger cities in the country 
Improvement Trusts have been working for some time and, 
although their specific purpose is to assist in the planning of these 
cities, the results achieved have been very limited. We shall now 
refer briefly to what has been done in individual provinces a rid cities. 

8. Calcutta .—The activities of the Calcutta Improvement Trust 
are confined mainly to the acquisition of land, the laying out of 
roads and the development of areas in order to sell them outright 
to purchasers. During the existence of this Trust it has not, as 
far as we are aware, undertaken any housing schemes at all, 
although provision for the re-housing of those who will he deprived 
of their houses by slum clearance operations should he an essential 
function of a trust. It is understood that the regulation of build¬ 
ing construction on the cleared areas has, throughout, been the 
responsibility of the Calcutta Corporation anil laxiiv in the 
enforcement of building byelaws has led, in some cases, to the 
creation of congested conditions in areas which had previously 
been subject to slum clearance at the hands of the Improvement 
Trust. So far as the interest evinced in the orderly development of 
the city is. concerned, we may refer to the fact that Mr. Kagal 
reported that no copy of the comprehensive report on the planning of 
the city which was prepared by Mr. Richards in 1915, to which w e 
have already referred, could be obtained in the office of the 
Calcutta Improvement Trust. 

9. The United Provinces .—It is understood that the Allahabad 
Improvement Trust has provided new roads in certain congested 
areas. The Lucknow r Improvement Trust has developed some 
sites. The Improvement Trust in Cawnpore city has started large 
scale housing projects for labourers which we saw during our tour 
and we consider the scale of accommodation insufficient and venti¬ 
lation defective. Sanitary amenities are inadequate. The Super¬ 
intending Engineer of the Public Health Department in that 
province has pointed out that the projects undertaken by these 
Trusts do not obtain the technical approval of any responsible 
engineer or officer of the Government, particularly in so far as 
drainage and sewage proposals are concerned. 

10. The Punjab .—In this province there is a provincial town 
planning officer wdio acts as adviser to the Lahore Improvement 
Trust, Planning schemes for unbuilt areas have recently been 
prepared for this city, but they have not so far been put into 
operation. It is understood that both Amritsar and Lyallpur have 
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submitted town planning schemes to the Provincial Town Planner 
for approval. The latter has since his appointment prepared, it 
is understood, schemes for 22 areas and has also considered 132 
schemes relating to 25 towns in the province. Beference has 
already been made to the Punjab Colony Manual which deals chiefly 
with the layout of village sites in areas under the control of the 
Irrigation Department. The rules which have been framed are 
satisfactory, but as far as we are aware, no attempts have been 
made to prescribe a standard type of building for these areas. As 
long as the grantee fences his compound with a wall and constructs 
something which may be called a house, the details of architectural 
design are left for individual taste to decide. 

11. BiTiar .—In Bihar an Improvement Trust was set up by the 
Provincial Government in 1915, but the success achieved has been 
meagre. It is, however, gratifying to note that the Provincial 
Government is now taking up energetically a suggestion made to it 
by a Commissioner of one of the Divisions in the province. The 
proposals now under consideration contain certain features which 
•can, with advantage, be copied by other provincial authorities. 
'These are (1) insistence on a twelve month programme in the case 
•of superseded municipalities; (2) legislation for the provision of 
■executive officers with statutory powers in specified municipalities; 
(3) a joint provincialized service of executive officers for municipali¬ 
ties ; (4) stricter supervision by Government in regard to the 
■enforcement of building byelaws and (5) the provision for the consti¬ 
tution of water works committees in all municipalities which have 
a piped water supply. 

12. The Central Provinces .—The Government is, it is under¬ 
stood, considering a town Planning Act after an investigation of 
existing unsatisfactory conditions in the capital city of Nagpur and 
in other places.* The idea is that a provincial body deriving its 
authority from a special Act should proceed to plan and direct, in 
a unified and co-ordinated manner,^the development of town plan¬ 
ning activities in the province as a whole. While this is certainly 
■commejulable, it is understood that a draft Town Planning Act, 
which has been prepared, has taken the Bombay Town Planning 
Act of 1915 as its model. The latter is out of date and does not 
■contain even certain important provisions in the Madras Town 
Planning Act of 1920. Indeed, the Whitley Commission in 1930 
suggested that Bengal and Bombay should have Town Planning Acts 
■on the model of Madras. In the circumstances it is difficult to under¬ 
stand why the Bombay Act should have been taken as the model. 

13. Madras .—Although the province of Madras is unique in hav¬ 
ing an elaborate Town Planning Act and a Public Health Act, 
which also contains provisions relating to town planning, the actual 
standard of performance has been disappointing. Mr. Kagal has 
pointed out, in appendix XIV of his report, that “ the important 
section in the Madras Town Planning Act is Section 8 which 
makes it obligatory on certain Councils to make general town 

planning schemes not later than 31st March 1934.By November 

1944, not a single Municipal Council in the Province, out of 89 
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including the City of Madras, has submitted the general town 
planning scheme contemplated by section 8 

14. The province originally had a Director of Town Planning. 
This fact was commented upon favourably by the Royal Commission 
on Labour in India and was held forth as an example that “ other 
provinces might well follow ”. In 1934 the post was reduced to 
that of a second class officer and a candidate possessing the 
minimum qualification was appointed in 1935. In 1938 it was 
abolished on the somewhat extraordinary ground that “ the general 
principles of town planning are now fairly well understood and it 
should be possible for the town planning committees (Municipal 
Councils and Local Boards) to apply them in individual cases of 
planning and development with the advice of the Inspector of 
Municipal Councils and Local Boards and ex-officio Director of 
Town Planning ”. This combined office is held by an officer belong¬ 
ing to the Indian Civil Service with no technical competence to 
advise on town and village planning. It is clear that the provin¬ 
cial authorities have failed to recognise the importance and 
technical nature of' the duties that the Town Planning Director 
should perform. The comments of Mr. Kagal on town planning 
activities in Madras are worth quoting: “ Madras has a lesson to 
teach. Unless Government attitude is more positively sympathetic 
and helpful, unless municipal administrations are more efficient 
and show better civic responsibility, the best town planning legis¬ 
lation will be unable to produce the desired results 

15. Prom what has been said in the preceding paragraphs it will 
be seen that, in the country as a whole, the question of town and 
village planning has so far failed to receive the attention it deserves. 
In the case of Madras, failure to put into operation the existing 
legislation has been largely responsible for the present state of 
undeveloped activity in this field. We also consider that, unless 
Provincial Governments are prepared to employ competent technical 
advisers little advance will be made. Provision for such technical 
guidance will be required not only at the headquarters of the 
province but also in the larger urban centres in which Improve¬ 
ment Trusts or other organisations are carrying out planning 
operations. In the past the civil engineer in the Public. Works 
Department has been considered competent to deal with town 
planning. Town and village planning constitute activities for 
which special training is essential and until competent technical 
guidance is made available, progress in this field will continue to be 
unsatisfactory. The Central Provinces Government has put forward 
a valuable suggestion that a provincial body should be established 
which, deriving its powers from a special Act, should guide and 
co-ordinate town and rural planning activities in the province as 
a whole. This idea may, with advantage, be adopted in other 
provinces also. Lastly, planning involves expenditure, often on a 
large scale, and Provincial Governments will have to shoulder the 
responsibility of promoting developments in this field by suitable 
grants-in-airl to the local bodies or other authorities which are 
■entrusted with the task. 
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HOUSING. 

16. Existing housing conditions are, generally speaking, ex¬ 
tremely unsatisfactory in rural and urban areas. The growth of 
housing accommodation in the country has not kept pace with the 
increase in population and over-crowding is therefore a common 
feature, particularly in the towns and cities. In addition, the 
requirements of sound hygienic construction have largely been 
neglected, while the state of insanitation that exists in towns and 
in the countryside helps to reduce still further the value of the- 
home as the place which should provide reasonably satisfactory 
living conditions for the maintenance of the health of its inmates. 
Proper housing has a profound influence on the health of the people. 
We may, in this connection, make specific reference to three groups 
of diseases, namely, tuberculosis, venereal diseases and bowel 
complaints such as dysentery, worms and typhoid, the incidence 
and spread of which are profoundly affected by the housing 
conditions of a community. 

IT. Before describing briefly housing conditions in the rural 
areas, we shall make certain general remarks. The materials for 
house building, which are commonly used by the poorer classes 
throughout India, namely, mud and bamboo matting, are not in 
themselves undesirable. They have the great advantage of being 
cheap and they can, with a little care, be so used as to produce a 
respectable house. The common thatched roof brings with it the 
danger of vermin and of insects as well as a continual threat of fire. 
When sensibly utilised and properly supervised, however, a thatched 
roof can be made reasonably serviceable. In many parts of India 
tiles are not easily procurable. While therefore the popr man’s, 
dwelling, although it be a structure of mud walls and thatched 
roof, need not necessarily be unsatisfactory from the point of view 
of comfort and of hygienic construction, there are certain other 
essential requirements which must be met. These include the 
provision of more than one room to each house, the exact number 
depending on the size of the family, separate cooking accommo¬ 
dation with provision for leading away smoke and washing 
facilities. Adequate light and ventilation should also he provided. 
Further, the demands of sanitation require that there should be 
a latrine for each house. We have indicated elsewhere that, in 
many parts of the country, a cheap solution to this has been found 
in the provision of bore-hole latrines. We consider these as the 
minimum requirements of a habitable house. Further improve¬ 
ments, if possible, may include a small garden properly fenced in 
for privacy and opening on to a decently metalled village road. 
There should be provision for the disposal of manure and garbage 
as well as for the maintenance of the village cattle, goats and 
poultry, these being arranged, as far as possible, on a common 
basis for the community as a whole. 

18. The requirements we have suggested above for developing 
rural housing conditions on a reasonable basis can hardly be consi¬ 
dered extravagant. As against this standard we may now describe 
existing conditions in the rural areas in certain provinces. In the 
United Provinces no attempt has so far been made to control rural 
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housing. The usual type of house consists of a court-yard with' 
rooms which may be entered from it. There are generally no* 
windows. The material used for construction is mud with a 
thatched or occasionally tiled roof. A separate latrine for a house- 
is rare. Food is usually prepared and eaten in the court-yard,, 
though occasionally a room may be set aside as the kitchen. In’ 
this and in other provinces it is a common practice for the villagers- 
to permit cattle, goats and other domestic animals to share the’ 
available living space in the house with human beings. In the 
Punjab no provisions exist in the District Boards Act to regulate- 
the construction of buildings in rural areas. It is understood, 
however, that steps are being taken to rectify this defect. In the- 
rural areas of Bengal houses are generally built with mud walls or 
occasionally with bamboo matting. Windows are provided but 
they are insufficient in size. Latrines are rarely found. A common 
feature in this province is the doba or tank attached to each house 
or a group of two or three houses. The villages are scattered over 
a wide area and communication between houses is often very 
difficult. Indeed many villages, particularly in eastern Bengal, 
are completely isolated for prolonged periods during the monsoon. 
Rural housing conditions in Bombay are also very primitive and 
the conditions of insanitation that prevail are quite unsatisfactory. 

Urban housing 

19. Housing in urban areas in India is also very unsatisfactory. 
The enforcement of building byelaws in municipalities hardly 
exists. A typical reply to our enquiry about the enforcement of 
these byelaws was that received from the Director of Public Health 
of the Central Provinces. He said that municipal committee 
members will not incur the risk of being unpopular through the 
enforcement of these byelaws ”. So long as local health authorities 
continue to maintain this attitude the enforcement of the law for 
improving existing housing conditions will he impossible. 

20. We would also draw attention to certain other matters in this 
connection. We have been informed that, in the United Provinces, 
plane for the construction of houses in urban areas need not be- 
approved by the Health Department of the municipality concerned. 
That department is responsible only for the location and specifi¬ 
cation of wells and sanitary conveniences. The Provincial Govern¬ 
ment has issued model byelaws laying down standards regarding 
open spaces, light, ventilation and sanitary equipment. But 
these are, as a rule, not enforced by the municipal boards. Health 
departments have no legal powers to prevent the use of houses 
unfit for human habitation, nor are they empowered to inspect the 
existing dwellings with regard to space, lighting, ventilation and 
sanitary arrangements. It would therefore seem that the authority 
primarily concerned with promotion of the public health has been 
excluded from exercising that supervision which, is essential to- 
ensure the maintenance of satisfactory standards. We understand 
that, in the large city of Agra, there were no building byelaws till 
July 1944 and that, since then, they have been applied ineffectively. 
In Orissa the Municipal Acts do not provide for the framing of 
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building byelaws. Building plans are examined by the public 
health and engineering departments of municipalities, where these 
exist. But the recommendations of these officers are, it is under¬ 
stood, generally ignored. In Bihar, of a total of 57 municipalities, 
-33 have adopted the model building byelaw r s which have been 
fiamed by the Provincial Government, but 24 have so far taken no 
steps to enforce them and, as far as we are aware, nothing has 
been done to rectify this negligence of a public duty. Here also, 
■we understand that health officers have no powers for controlling 
the use of houses unfit for human habitation and for inspecting 
■existing buildings as regards their sanitary condition. In the 
Punjab nearly all local bodies have adopted approved building 
"byelaws but their observance is far from satisfactory owing to the 
lack of suitable supervisory staff. In Madras a housing survey 
recently carried out in Madura city revealed that 1,900 houses were 
overcrowded and that 2,500 were one-room tenements harbouring ten 
to fifteen families in each. In Coimbatore, a town in which it has 
been estimated that the population has increased by 170 per cent, 
during the past half a century, housing accommodation has grown 
during the same period to the extent of 20 per cent. The conse¬ 
quent overcrowding on the available housing accommodation can 
well be imagined. In Bengal we understand that building bye¬ 
laws are applicable only in 44 municipalities and that, even in 
these, their enforcement leaves much to be desired. 

21. In this gloomy picture there are a few bright spots. In 
Delhi Province a housing scheme was started some years ago, which 
we consider satisfactory in design, although we cannot but state that 
it should have been more energetically developed and that the 
houses under the scheme should have received more care and 
attention from the authorities concerned as regards the quality 
of their construction. The scheme is intended to re-house 
persons dispossessed of their homes as the result of slum clearance 
operations and, in order to make it financially sound, a subsidy 
bas been made available by the Delhi provincial authority. Three 
types of dwellings are provided in the scheme, a one-roomed house 
for a family of not more than 3 adults, a two-roomed house for 
families of 3—5 adults aud a three-roomed house for those 
having more than 5 adults. The first and second types are 
capable of expansion into the three-roomed clasS. The single¬ 
room house covers 102 sq. ft., the two-room type 204 sq. ft., and 
the three-room one 300 sq. ft. For each type of dwelling there 
is a cooking verandah and a bathing platform, the latter being 
connected with an outside surface drain. A fire place and flue 
are provided in the cooking verandah. We do not approve of the 
one-roomed house. We noticed that there was overcrowding, an 
insufficient water supply and an insufficient number of public 
latrines for this class of houses. While commending the idea 
underlying the scheme our criticism is that the Delhi Improvement 
Trust should have devoted more money and care to its details. 
We have already referred, in the chapter relating to industrial 
health, to a housing scheme promoted by the Madura Mills at 
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Harveypet, in which houses are built semi-detached, each consist¬ 
ing of two rooms with a verandah, a kitchen, a small store room and 
separate latrine. We are specially referring to these two schemes as 
attempts to deal with urban housing problems, because we desire to 
see that all provincial authorities become interested and devote 
adequate attention to a subject, which, from the point of view of 
the health and general well-being of the community, is second to 
none among the problems awaiting solution in the post-war period. 

22. To sum up, in rural areas there has been, up-to-date, no* 
planning and no control of housing. In municipal areas legal 
supervision exists for enforcing desirable standards of housing but 
these powers are not being used satisfactorily by the municipal 
commissioners concerned. The health department, which is* 
intimately concerned with the maintenance of certain minimum 
hygienic standards, has not, generally speaking, been permitted 
in the past to exercise adequate control over either existing hous¬ 
ing or new construction. In addition to these grave defects in the 
enforcement of the law relating to housing, all available evidence 
seems to point to the growth of population having far outstripped 
the development of new housing accommodation, the consequent 
deficiency having produced acute conditions in some of the larger 
Urban centres. 

WATER SUPPLIES. 

"23. The provision of a safe water supply should receive the- 
highest possible priority from the administration responsible fpr the- 
welfare of its people. This has been recognised by every civilised 
country in the world. Many have yet to fulfil adequately their 
responsibility in this connection but few have as much leeway 
to make up as the Governments in India. The provision of a safe 
and ^dequate water supply is a basic requirement, the importance- 
of which cannot be over-emphasised, and this remark applies with 
special^ reference to a tropical country like India which is subject 
to epidemic waves of water-borne diseases of great magnitude. 

24. The, percentage of population, urban and rural served by 
protected wate^ supplies is 6'6 in Madras, 7'3 in Bengal, 4-1 in the 
United Provinces and 9-0 in the North-West Frontier Province. 
In Orissa there are only two towns in which protected water 
supplies have been provided while, in Sind, there are five. In. 
the Punjab the percentage of population served with protected 
water supplies is 57'5 in urban areas but, in the rural areas of this 
province, the proportion is only 0‘8 per cent. 

Urban Protected Water Supplies 

25. The majority of the urban areas do not enjoy the benefit of 
safe water supplies. It is only the larger towns and cities which 
possess them. In these towns the supply is usually intermittent 
while the quantity per head per day varies from 2 to 25 gallons. 
Calcutta is unique in that there are two water supplies, one of 
treated water and the other of untreated. Many of the urban 
supplies were designed some time ago and are quite out of date. 
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-Some remained in the planning stage for 10 to 20 years and, by 
the time they were executed, were insufficient for the population 
if or which they were designed. 

26. It seems desirable at this stage to give some indication as to 
what may be considered an adequate supply of water for a 
rmuuicipal community. Obviously this must vary with the type 
of population concerned. Thus, in an industrial town, more water 
.should be supplied than in a largely residential city. In Western 
countries the average overall quantity which is considered essential 
tfor domestic purposes is 25 gallons per head per day, but. larger 
■quantities are consumed in many towns, particularly in the United 
States of America. As a general principle it seems reasonable 
To state that for most towns in India, other than the more highly 
industrialised cities, a supply of about 35 gallons per bead per 
• day would be adequate considering the variations in climate over 
the whole year. This quantity will have to he increased consider¬ 
ably for large industrial cities such as Ahmedabad, Cawnpore, 
■Calcutta, etc. For these a figure of 60 gallons per head per day 
would not be unreasonable. 

27. Calcutta, Madras, Bombay and Poona maintain laboratories 
for the examination of piped water supplies, while arrangements 
have been made in the United Provinces for the testing of samples of 
water from five of the largest towns in that province. Methods of 
purification of water vary. In most of the older water supplies 
slow sand filtration is employed, a system which has not been satis¬ 
factory in operation largely because these filters have been badly 
maintained and operated. Rapid sand filtration has been installed 
in several cases—Hyderabad, Cawnpore, Agra, Lucknow, Allahabad, 
Calcutta and Madras—-and this method is gaining popularity. 

28. The initiative lies on the local body concerned to press for a 
protected water supply. The Provincial Government, on receiving 
a request for technical and financial assistance from a local 
body, directs its Sanitary Engineer to investigate and put up 
estimates for a water supply scheme. If these are accepted by 
the local body and if it agrees to find its share of the capital cost 
and maintenance charges from its own resources. Government 
makes a grant-in-aid which varies in the provinces from 33 per cent, 
to 50 per cent. Government may even advance the share of the 
local body as a loan. The actual construction is then carried out 
under the supervision of an Engineer of the Public Works Depart¬ 
ment and, on completion, the works are handed over to the local 
body. This passive attitude on the part of Government and lack 

.of initiative on the part of local bodies have played a large part 
in making the development of protected water supplies extremely 
slow in this country. 

29. Two other matters relating to urban water supplies require 
mention. One is the common practice in municipalities of permit¬ 
ting a large waste of water through failure to instal meters for 
regulating supply. We recognise that the poorer sections of the 
population should receive adequate supplies without having to pay 
for them. Even after making due allowance for this, we are 
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convinced that there is ample room for controlling' waste through 
the installation of meters in appropriate places. The other is the 
general practice of diverting any profits which may accrue from 
water to the general funds of the municipality instead of ear¬ 
marking even a portion of the amount for improvements to plants 
or to the augmentation of the supply. 

Rural Water Supplies 

30. The source of supply is mostly from wells, tanks, rivers and 
streams and these are generally unprotected. Until quite recently 
(approximately 1930) very little attention was paid to this problem 
by the Governments in the country. Comparatively recently a 
Fund has been created to deal with this problem in some provinces. 
Bengal, for example, spent nearly Rs. 50 lakhs in tube wells in 
rural areas with the idea of combating cholera but left their mainte¬ 
nance to local bodies. The result is, we understand, that some 
50 per cent, of these tube wells need major repairs, while 20 per 
cent, are completely derelict. In 1937 the Government of Madras 
formulated a comprehensive scheme of development for rural water 
supplies and constituted a Rural Water Supply Fund to which 
yearly contributions were to be made. A comprehensive ten-year 
plan was worked out but, unfortunately, before it was brought into 
operation the outbreak of the war put a stop to its progress. It is 
to be hoped that this important subject will receive early considera¬ 
tion in this province during the post-war period. 

31. The importance of establishing an all-India body to deal 
with water conservation over the country as a whole and to recom¬ 
mend to the authorities concerned an equitable distribution of 
water among the different provinces was stressed by a number of 
persons. These include the Superintending Engineer of the Public 
Health Department of the United Provinces, Dr. Gilbert Fowler, 
the Chief Engineer, Calcutta Corporation and the Professor of 
Public Health Engineering in the All-India Institute of Hygiene 
and Public Health, Calcutta. Of these the first drew special' 
attention to the disastrous effects of the unregulated depletion of 
the waters of the Jumna and the Ganges by the Irrigation Depart¬ 
ments of the Punjab and the United Provinces. As a consequence, 
the water supply of Agra and Cawnpore has been seriously affected 
during the summer months, while the river pollution problems 
resulting from the discharge of trade waste into these rivers have 
become aggravated. 

GENERAL SANITATION. 

Disposal of NIghteoil 

32. We shall consider, along with the collection and disposal of 
nightsoil, the collection and disposal of sewage. The history of 
sanitary developments in Western countries shows that it was 
agitation for the provision of pure water and proper disposal of 
•excreta which led to the general improvements now achieved. The 
first town in India to have an underground sewage disposal system 
was Calcutta, it having been introduced as far back as 1870. In 
spite of this early start, the development of the sewerage svstem in 

143 




ciiaptkr X 


India has been very slow, even slower than the provision of 

S rotected water supplies. Broadly speaking, the collection and 
isposal of excreta is a service confined to municipal towns only 
and by no means to all of them. For a number of even tlie larger 
urban cities, this service is at present of a low standard. Nightsoil 
is removed, in such towns in certain provinces, in baskets by 
“ customary sweepers ” and deposited along' with other rubbish 
in “ dalaos ” or enclosures situated in public places. These 
“ dalaos ” are cleared later and the nightsoil is transported in 
special carts for the purpose. Sometimes these carts are in bad 
repair and leak on the road. The “ dalaos ” are, of course, 
magnificent breeding grounds for flies and the result is that all 
establishments in .their immediate vicinity are under constant 
threat from these noxious insects. The actual disposal of night¬ 
soil is generally by trenching which, in few municipalities, receives 
adequate supervision. Repair shops for nightsoil carts are main¬ 
tained at Calcutta, Bombay, Madras, Madura, Delhi and other 
large cities, but there are numerous municipalities which do not 
maintain this elementary service. Composting has been tried of 
recent years in some towns and considerable progress has been 
made with this method of disposal, particularly in Madras. 
Where it can be and is practised properly, it is a process which 
reduces fly breeding considerably and results in valuable manure 
the use of which by local farmers can be slowly popularised. 

3d. Even in those towns which are provided with sewers it by no 
means follows that all the latrines are connected to the sewers. 
In such places, among which we may quote Madras, Calcutta,, 
Dacca, Lucknow, Hyderabad (Deccan), the system is that nightsoil 
is collected in carts from areas not connected with the sewers, 
and dumped into the sewers at places known as ‘ pail depots ’. Irt 
the municipal areas of Agra, Lucknow, Cawnpore, Allahabad, all 
in the United Provinces, no conservancy tax is levied except on 
people living in the Civil Lines and these local authorities do 
not seem to consider it their duty to collect nightsoil from untaxed! 
houses, with the result that the service which such houses receive 
is of a very low standard. In most provinces the number of public 
latrines in municipal areas is far too small for the needs of the 
population. In most municipalities the collection and disposal of 
nightsoil is a duty of the Health Department though, in some, 
the responsibility is laid on the Engineering Department. 

34. Before we leave this subject of excreta disposal in towns we 
may give, for a few provinces, the number of sewered towns that 
exist. In Madras there are three, in the United Provinces five, in 
Bengal eight, in the Central Provinces one and in Bihar two. The* 
total population living in areas normally served by sewers is 
probably only 7 millions. There are indeed many cities of over 
100,000 population without this elementary amenity and, even 
where the underground system exists, it often serves only limited 
sections of the population. For example in Allahabad Die Civil _ 
Lines are not sewered at all and in the main city a large propor¬ 
tion of the houses is not connected with sewers. In Dacca a 
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sewerage system, w'hich was designed for a population of 45,000, has 
not been remodelled for the present population of 250,000. 

35. The methods of disposal of sewage vary. Sewage farming is 
practised in the sewered cities of the United Provinces, Poona, 
Karachi, Mysore and some other cities and, on the whole, the 
system has been working satisfactorily. The ‘ activated sludge ' 
process is in use in Delhi, Jamshedpur and a few other places, 
liombav has an up to date modern treatment plant for a part of 
the city. The cities of Bombay and Madras dump a part of their 
sew'age into the sea but the outfalls are badly located. 

36. Nowhere have standards been developed for the quality of 
sewage effluents which can be safely discharged into natural waters. 
In Bengal septic tank effluents are required by law to be sterilised 
before being discharged into rivers. There is a Septic Tank Inspector 
in the Public Health Department, who collects samples of sewage 
effluent once a year in order to see that the law is enforced. Such 
inspections naturally fail to produce any material improvement. 

37. In rural areas, with the exception of a few demonstration 
centres set up bv certain Public Health Departments, it may be 
stated as a broad generalisation that no system of collection and 
disposal of excreta exists. In certain Panchayat and Union Board 
areas a small number of latrines of a primitive type are provided.. 
Even in many municipal areas varying proportions of existing 
houses have no latrines and new' houses are permitted to be built 
without latrines by the local authorities concerned. These general 
remarks must be qualified by the statement that limited attempts 
have been made in certain areas to promote proper nightsoil 
conservancy. Probably the largest advance has been made in the 
province of Madras. Ifere the rural sanitation unit attached to 
the Public Health Department has been promoting the development 
of the water carriage system in rural areas. Septic tank latrines- 
have been built for individual houses, with a cheap type of concrete 
seat with a water seal. Attempts have also been made to popularise 
hand-flushed public latrines on the water carriage system in some- 
rural areas. Iu this province and in some other parts of India 
the popularisation of bore-hole latrines has also been attempted. 

The Collection and Disposal of Household Refuse 

38. Urban Areas .—A common practice in many municipalities; 
in this country is to entrust the collection and disposal of refuse- 
to contractors. The results have not been satisfactory as contractors- 
are mainly concerned with making their profit and not with efficient 
Bervice in the interests of the health of the community. 

39. The actual methods wffiieh are in use for the collection of 
household refuse vary considerably. Public dust bins of varying 
patterns and efficiency are placed in the streets, often in inadequate- 
numbers, and the householder is expected to deposit in them his- 
household waste. It is only in two or three municipalities that 
household bins are in use. The contents of the dust bins are 
emptied into carts and taken away for disposal usually by dump¬ 
ing on land and, in a relatively small number of cases, by incine¬ 
ration. If this system is to be efficient it must be carefully 
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supervised and controlled. The public bins should be fly-proof and 
should be emptied of their contents as soon as they become full. 
These requirements are not met and street bins generally become 
fly-breeding centres and the happy hunting grounds of' pariah dogs. 
If the transportation carts are not maintained in good repair and 
are not of a type which permits of the rapid emptying of the bin 
into the cart and the closure of the cart immediately afterwards, 
they too become a source of considerable nuisance. Under existing 
■conditions of supervision and control such desirable standards of 
efficient service are not generally attained. 

40. It must be remembered that the general lack of ordinary 
sanitary conveniences in all the smaller municipalities results in 
there being present in household waste a varying proportion of 
nightsoil and the consequence is that the danger to the public 
health from such collections of refuse is all the greater. 

41. Incineration as a method of disposal of household refuse is 
not practised hv most local bodies, probably because of the idea that 
Tefuse provides a useful means of filling up and reclaiming low- 
lying areas. Such reclamation is certainly desirable but the 
rubbish dumped in must be carefully covered over with sufficient 
■earth to prevent fly-breeding and to permit of decomposition 
without causing nuisance. The requisite care is not, however, 
bestowed on this system of disposal with the result that fly¬ 
breeding is a common occurrence. 

42. There are many municipalities which do not even levy a 
scavenging tax to cover the cost of a nightsoil and rubbish conser¬ 
vancy service and conditions in these towns are extremely 
unsatisfactory. 

43. Rural Areas .—In rural areas no attempt has, on the whole, 
been made for the collection and disposal of household refuse. In 
some villages stable refuse is collected and, along with the house¬ 
hold refuse, is piled in a backyard to be used subsequently as 
manure. The presence of nightsoil in such refuse renders the 
danger to health from such practice all the greater. 

44. The lack of scavenging services in rural areas has perhaps 
helped to popularise bore-hole latrines, but the progress made in this 
direction has been limited. There are, of course, many places in 
which bore-hole latrines are not practicable, but large areas exist 
in which they can and should be developed. 

The Disposal at Industrial Wastes 

45. This is an important subject which has so far received very 
little attention. The unsatisfactory disposal of such wastes affects 
directly, in many cases, the amenities of a neighbourhood. Where 
an industry is situated on a river, the pollution which results from 
the disposal of untreated industrial waste into the river can have 
n profound effect on the use of its water. Owing to the haphazard 
•manner in which industries have been permitted to grow up in 
urban areas in different parts of the country, much nuisance has 
been created by the inadequate disposal of waste products from 
various types of industries. Their adequate control is a matter of 
importance and urgency. 


146 



CHAPTER XI 

QUARANTINE, INTERNATIONAL AND INTERNAL 
(Introduction 

1. The idea that certain diseases spread by association with 
patients and that defilement from contact with them required puri¬ 
fication of the person and disinfection of garments and houses dates 
back to many centuries before the Christian era in Egypt, India and 
the East generally. Evidence of this is available from the hygienic 
•code incorporated in the Mosaic Law and from certain practices 
relating to personal and community hygiene enjoined by religious 
-custom in India and adopted by many sections of the Hindus even 
to-day. But the practice of quarantine seems to have become a 
recognised measure against the introduction of diseases only in 
the 14th century. It was first introduced against plague as will 
he seen from the following quotation from Sir George Newman’s 
hook, “ The Rise of Preventive Medicine ”. 

“ When it became obvious to all concerned that plague 
passed from port to port, and was thus conveyed from the 
Levant to the coasts of other countries, the great maritime 
powers introduced a system of quarantine, an initiation of an 
international sanitary cordon. Venice, the Queen of the 
Adriatic, began in 1374, and its practice was quickly followed 
at Ragusa on the Dalmatian coast in 1377 and at Marseilles 
in 1383. Incoming ships and passengers from the East were 
trentined and quarantined for thirty or forty days respectively. 
The ships were opened to sun and wind, and were also fumi¬ 
gated. A hundred years later Venice set apart special sani¬ 
tary officers at ports to ensure effective quarantine practice.” 
(International Measures to Prevent the Spread of certain Communicable 
Diseases 

2. International measures to prevent the spread of communicable 
•diseases are regulated by two international sanitary conventions 
relating to sea and air traffic respectively. They are: — 

<(1) The convention signed at Paris on the 21st June 1926 
which 'relates to sea traffic and 
(2) The convention for aerial navigation concluded at the 
Hague on the 12th April 1933. 

These two .conventions prescribe that the governments which 
have accepted .them should take action on certain prescribed lines 
in .regard rto (T) .the communication of epidemiological information 
regarding their own territories, (2) the export of infection from 
their sea and air ports and (3) the imposition of quarantine and 
•other measures against persons and goods arriving by sea or air in 
their territories ‘from infected areas in other countries. An inter¬ 
national organisation, the Office International d’Hygiene Publique 
.at Paris, on which the Governments of over fifty countries were 
represented, was, .till 1940, the institution responsible for the 
formulation of these conventions and for the supervision of their 
•operation. Its Permanent Committee used to meet twice a year 
to consider quarantine matters of international importance and to 
make suitable •recommendations for adoption by all the participat¬ 
ing countries. 
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The Dissemination of Epidemiological Intelligence 

3. Under the 1926 convention each Government is required to' 
notify to other Governments and to the Office International 
d’Hvgiene Publique at Paris—• 

(a) the first recognised case of plague, cholera, or yellow fever 
in any locality within its territory; 

( h ) an extension of any of these diseases from areas already 
affected to other areas and 

(c) the incidence of typhus or smallpox in an epidemic form. 

Such notifications are to be followed up by subsequent com¬ 
munications furnished regularly to the Office at Paris so that other 
Governments may be notified of the course of an epidemic. The- 
infectious diseases recognised for the purposes of the International 
Aerial Sanitary Convention are also the same. 

4. In order to facilitate the dissemination of epidemiological 
intelligence among the participating countries, the conventions 
have authorised the Office International at Paris to collaborate- 
with other international organisations concerned with the collec¬ 
tion and distribution of such information. The Office was there¬ 
fore working, in this field, in close association with the Health 
Organisation of the League of Nations and the Pan-American 
Sanitary Bureau. Under Article 23 of the Convention of the 
League of Nations it was provided that States, which were members 
of the League, should endeavour to take steps in matters of inter¬ 
national concern for the prevention and control of infectious 
diseases. One of the steps taken by the Health Organisation of 
the League in this connection was the setting up of an epidemiolo¬ 
gical intelligence service, which consisted of a central organisation 
at Geneva and of regional bureaux at Alexandria for the Middle 
East and at Singapore for the Far East. This latter bureau was 
established in 1925 and collected weekly information from the 
health authorities of all countries east of Suez and broadcast it 
from Saigon in French Indo-Cliina and from Malabar in Java for 
the benefit of ships and of health authorities of the participating- 
countries. To this bureau was sent from India every Wednesday 
by the Public Health Commissioner, information relating to the 
incidence of the common infectious diseases, cholera, smallpox 
and plague. These figures along with similar information collected 
from other countries were compiled at Singapore and cabled to the- 
Geneva office for transmission to the Office International in Paris. 

5. The Pan-American Sanitary Bureau has a permanent execu¬ 
tive board with its headquarters in Washington and its functions 
include, among others, the collection and distribution of informa¬ 
tion on health matters. 

6. As pilgrimages can play a large part in the spread of infec¬ 
tious diseases, elaborate provisions have been made in the Interna¬ 
tional Sanitary Convention, 1926, for the supervision of the health 
and comfort of pilgrims as well as for the enforcement of such mea¬ 
sures as will minimise the possibility of the spread of these diseases.. 
For instance, standards have been laid down for pilgrim ships in. 
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respect of the floor space for individuals, ventilation, the provision 
of sanitary convenience, cooking arrangements, the provision of 
wholesome food, water and medical facilities, including the employ¬ 
ment of a qualified doctor and the provision of hospital accommo¬ 
dation and the necessary medicaments, disinfectants, vaccines, 
etc. Vaccination against smallpox and other diseases can he 
enforced before the pilgrims leave their country, if the necessity 
for such a measure exists, and there is also provision for health 
supervision on the onward and return journeys. 

Prevention of the Export of Infection, from a Country 

7. The provisions included in these conventions to control the 
•export of infection from a country are (1) the prevention, by means 
of a medical examination, of the embarkation by sea or air of 
persons suffering from any of the five diseases mentioned above and 
“ of persons in such relation with the sick as to render them liable 
to transmit the infection of these diseases ”, and (2) the carrying out 
■of such special measures as may be required in respect of each of 
these diseases, e.y., the prevention of rats gaining access to ships 
•or aircraft as regards plague, the protection of food and water 
•on ships in respect of cholera and the delousing of suspects before 
•embarkation to prevent the spread of typhus. 

Prevention of the Entry of Infection Into a Country 

8. To prevent the entry of infection into countries instructions 
have been laid down in the conventions detailing the conditions 
under which a ship or an aircraft should be declared as ‘ healthy, 
infected or suspected ’ and the measures to be taken in each case. 
In addition, each Government is required to make special provision 
in its larger sea and air ports for an organised health service, 
whicli is able to provide medical supervision over the health of the 
■crews of the ships visiting the port and to carry out the preventive 
measures necessary to prevent the entry of infection into the 
.country, including"the transport of patients and their isolation and 
treatment. 

‘Quarantine Practice in India 

9. The Government of India has not yet ratified these Interna¬ 
tional Sanitary Conventions but it has attempted to carry out, eveD 
before ratification, many of the obligations imposed by them. 
One of the reasons why the Government of India had not ratified 
.either of these conventions was that it was first necessary for them 
io introduce new Indian Port Health Rules and New 7 Indian Air¬ 
craft (Public Health) Rules in order to incorporate therein the mea¬ 
sures prescribed in the conventions and to set up adequate health 
.organisations at the major seaports and airports in the country. 
The Indian Port Health Rules were published in 1938 and the 
Indian Aircraft (Public Health) Rules in 1940. India has seven 
major seaports and 26 minor ports, from which sea-going traffic 
proceeds to foreign ports. The major ports are all under the 
administration of the Government of India, w 7 hile the minor ports 
Tire administered by Provincial Governments as agents of the 
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a minute. The inadequacy of' the number of doctors employed 
is, therefore, evident. In addition, the medical officers in charge 
-of many dispensaries have, for long periods, been out of touch 
with modern medical practice without an opportunity to work in 
.a well conducted hospital, such as the better class institutions 
located at the headquarters of districts. The quality of the 
medical aid given by such men must necessarily be low. Other 
defects include unsatisfactory conditions in regard to the design 
•of, and accommodation in, medical institutions, considerable over¬ 
crowding in the wards and grave insufficiency of the nursing stab. 

20. We also desire to draw attention to the grave difficulties to 
which the poorer classes are put in securing medical aid at public 
hospitals and dispensaries. They frequently come from consider¬ 
able distances and may have to spend a whole morning before they 
are seen by the doctor. The sympathetic attention and courtesy 
which they are entitled to expect from the hospital stab are often 
;absent. We recognise that the great insufficiency of existing staff 
may, in part, explain this, but we feel bound to drai- the attention 
•of the authorities concerned to these defects in tbt administration 

• of medical institutions in the interests of ensuring a better stan¬ 
dard of service to the people. All the steps that are necessary 
to remove these defects should be taken without delay. Apart 
from the fact that the poorer sections of the community have the 
right to demand fair treatment at the hands of the hospital staff, 
we feel that the one condition which we have stressed for ensuring 
the success of the future health programme, namely, the active 
support and co-operation of the people in the day-to-day func¬ 
tioning of the organisation, cannot be fulfilled without a radical 
■change in the existing state of affairs. 

21. The number of beds available in British India, including 
those for the treatment of general and special diseases, is about 
73,000 or about 1 bed to 4,000 of the population. The following 
figures compare British India with England and Wales and the 
United States of America in this respect: — 

U.S.A.10'48 beds per 1,000 population. 

England and Wales . . 7'14 ,, ,, 1,000 ,, 

British India . . . 024 ,, ,, 1,000 ,, 

22. The question may be considered from another point of view. 
In England it has been estimated that, with the existing morbidity 

: and mortality rates, the minimum standards should be 10 beds 
per 1,000 of the population. On this basis the number of beds 
required for India will be over 40 times the present provision. 
When it is remembered that the mortality rate in England is 

• only half that of India and that the morbidity rate in the iatter is, 
therefore, bound to be much higher than in England, adequate 

, institutional care would seem to require an expansion of hospital 
accommodation which may well be about 80 or 90 times the pre- 
. sent provision. 

23. Some idea of what can be achieved in increasing hospital 
: accommodation can be obtained from wffiat has been done in Soviet 
. Russia within a period of about a quarter of a century. In 1914 
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Government of India. The major air ports in the country are at 
Karachi and Calcutta, in both of which there are multiple land 
air ports as well as marine ports for flying boats. 

Special Measures against the Introduction of Yellow Fever 

10. The subject of international quarantine has particular im¬ 
portance to India on account of the risk of the introduction of yellow 
fever. Special measures have been taken to protect against this 
eventuality and they include, among others, the maintenance, for 
the immunisation of the people against the disease, of ample stocks 
of yellow fever vaccine which were made available- to the Govern¬ 
ment of India by the courtesy of the Rockefeller Foundation, 
New York; the provision of facilities for this vaccination at 
Bombay, Karachi, Calcutta, Madras, Kasauli and New Delhi; the 
drawing up of a mobilisation plan to cope with any possible out¬ 
break of the disease and the maintenance of adequate stocks of all 
necessary materials such as sprayers, pyretlirum extract, etc., for 
immediate use iu auy place in India at short notice. The Govern¬ 
ment of India is advised on the technical aspeete of this problem 
by the Public Health Commissioner who has the assistance of a 
Yellow Fever Committee, which was brought into'being in Decem¬ 
ber 1939 and which has maintained close contact with a similar 
committee which sits in London to consider the problem from the 
point of view of inter-Coiumonwealth traffic. 

Quarantine Measures along India’s Land Frontiers 

11. Control of the spread of infection through land routes cuu,. 
on occasions, become a matter of the greatest importance as, for 
instance, at the end of the first World War (1914-18) when large 
scale epidemics of typhus and relapsing fever threatened to sweep 
across Europe from Russia. In India land quarantine lias so far 
been restricted to special occasions which have been infrequent. 
In March 1943 following an outbreak of typhus in Afghanistan,, 
inspection statious for the delousing and segregation of persons- 
were set up along the main routes entering the North-West Frontier 
Province and Baluchistan. On certain occasions the Government 
of Afghanistan prohibited, in the past, the entry of persons, who 
were not protected against cholera by inoculation, into that 
country from British India. 

Internal Quarantine 

12. The purpose of internal quarantine measures is to prevent 
the spread of infectious disease from one administrative unit in the 
country to another. Any scheme designed to achieve this end 
should ensure adequate control over the spread of infection between 
neighbouring Provinces and between the Provinces and the Indian 
States which lie adjacent to them. No attempt has so far been 
made to deal with this problem in a comprehensive manner and no 
organisation exists for the coordination of such preventive measures 
as individual Provinces and States may carry out in their own 
territories. In recent years, however, there have been some 
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developments in connection with preventive measures against 
epidemics following in the wake oi fairs and festivals. Great 
numbers of these are held at various places throughout India and 
are attended by people from distant parts of the country. In the 
past extensive outbreaks of cholera have been associated with some 
of these festivals. The Government of Bombay led the way in 
attempting to control the spread of the disease by introducing an 
indirect form of compulsory inoculation of pilgrims attending 
the large festivals held at Pandharpur in that province. The 
enforcement of this measure received considerable support from 
the authorities of the neighbouring State of Hyderabad (Deccan) 
and of the Central Provinces and Berar, from both of which large 
numbers of pilgrims attend the Pandharpur festival. This com¬ 
mendable example has been copied and improved upon elsewhere, 
and in Bihar, Orissa, Sind and recently in the United Provinces, 
compulsory anti-cholera inoculation of pilgrims attending import¬ 
ant festivals in these provinces was carried out with the active 
cooperation of different health authorities. 

13. The legal position, — Under the Government of India Act. 
1935, the prevention of extension from one unit of the Federation m 
another of infectious or contagious diseases or pests affecting men 
animals or plants is an item under Part II of the Concurrent Legi- 
lative List, so that both the Central and Provincial Legislature 
have power to enact laws. The Central Government can giv 
directions to a Province regarding the carrying out, in that l’n 
vince, of any Central Act relating to the subject, provided il 
Act authorises the giving of such directions. The actual execute',, 
of the necessary measures is a function of the Provincial Govern 
rnent. Failure on the part of a Provincial Government to gi 
effect to any directions given by the Central Government cun 
rectified by the Governor-General, acting in his discretion, issuiv-. 
as orders to the Provincial Government either the directions p • 
viously given or those directions modified iu such manner as )' 
Governor-General thinks proper. 

14. When Federation comes into being, the Federal Legislai m 
will have power to make laws on this item under Part II of 
Concurrent List in respect of a State which enters the Fedomt 
and accepts this item as a matter in which the Federation L 
lature can make laws. This power will be subject to such lit,, 
tions as may have been specified in the Instrument of Access im ; 
the State concerned. Limitations can also be placed on the cv 
tive authority to he exercised by the Federation. 

15. The power provided for the intervention of the Gove 

General in his descretion appears to be capable of promoting ;• -i ■ 
only of such a dilatory nature as to be of little use for the solui , 
of the urgent problems requiring immediate attention, which n; 
nal quarantine administration may bring up from time to i ; 
As regards the States, the limitations which may be impo^o > 
the provisions of individual Instruments of Accession in rcs|i> f 
federal legislation and executive action may restrict, even • 
greater extent than in the case of the Provinces, the power- • <>■ 
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Centre to enforce quarantine measures. The existing legal posi¬ 
tion and the limitations it imposes on the organisation of an effec¬ 
tive system of internal quarantine will have to be taken account 
•of in formulating our proposals for the control of the inter¬ 
provincial spread of communicable diseases. The United States 
•of America afford certain valuable suggestions in this connection 
and we shall refer to them when we discuss the subject of quaran¬ 
tine in Volume II of this report, which deals with our recommen¬ 
dations. 
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VITAL STATISTICS 

1. Vital statistics form the foundation of all planned health 
work. “ As ultimately preventive and curative work must be 
organised on the basis of accurate knowledge of the diseases and 
•disabilities in an area, the importance of collecting accurate vital 
statistics cannot be over-emphasised.”* Both the Royal Commis¬ 
sion on Agriculture and the Royal Commission on Labour drew 
attention to various defects in Indian vital statistics and stressed 
the importance of effecting an early improvement. 

2. The term vital statistics can, in its wider sense, include infor¬ 
mation relating to a wide range of human activities, but it is usually 
applied to a narrower held covering births, deaths, marriages and 
Ahe incidence of disease in the community. In India registration 
•of marriage does not take place among the two communities, the 
Hindus and Mohammadans, who together form over 90 per cent, 
•of the total population. Such statistics as may exist in this country 
for marriages can therefore relate only to a small section of the 
population and we shall not therefore refer to them here. We 
shall confine ourselves to the statistics of births, deaths and mor¬ 
bidity. As regards the last, no country can claim reasonably 
accurate statistics for the population as a whole, except in the 
■case of certain diseases which are made notifiable by law. In India 
the available statistics in respect of births, deaths and notifiable 
■diseases are all defective. Such defects are associated partly with 
■the registration of these vital events and partly with their compila¬ 
tion. Before we deal with these defects it may be of advantage to 
■describe briefly the agencies employed in different parts of the 
'country for the registration and compilation of vital statistics. 
.Agencies for Registration and Methods of Compilation+ 

3. In towns and cities the municipal authority is responsible for 
the registration of vital statistics and this function is usually a 
-part of the duties of the health department. In the rural areas 
the village watchman or the chowkidar is usually the reporting 
agent. In Northern India generally, the registrar is the officer in 
•charge of the thana or police station, while in the province of 
Madras the village headman is the registrar. In those provinces 
in which the registrar is the police station officer, births and deaths 
from the different villages constituting a thana are registered on 
specific days of each month, when the rhowlnlur is required to 
report himself at the police station. The interval between such 
-visits of the chowkidar is in some areas a week and in others a 
fortnight. In areas where the village headman is the registrar, 
the recording of these events takes place more promptly. 

4. As regards infectious diseases, it is understood that, in certain 
provinces, an outbreak of any of the common infectious diseases 
has to be reported by tbe village chowkidar immediately to the 

* Report of the Inter-governmental Conference on Rural Hygiene held 
in Java in 1937 under the auspices of the League of Notions. 

t Most of the information given under this head and in this chapter 
.generally is taken from the “Memorandum on Indian Vitnl Statistics" 
which is incorporated in the Second Report of the Central Advisory Board 
-of Health (19391. 
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police station concerned, although subsequent events are brought 
to notice only on the days on which he is required to visit the- 
thana headquarters in connection with his routine duties. In the 
province of Madras, daily reports are required to he sent, it is 
understood, by the village headmen throughout the course of an 
epidemic. 

5. The procedure in regard to the compilation of vital statistics- 
differs to some extent in the provinces. In Bengal, for instance, 
the figures for the different rural thanas in a sub-division are com¬ 
piled in the office of the Sub-divisional Officer and then passed on 
to the District Health Officer who, after including those for muni¬ 
cipalities, which he receives direct, submits the figures to the 
Director of Public Health. In those provinces in which a public 
health organisation has not been built up in the districts, the Civil 
Surgeon is responsible for the compilation of the statistics for the 
district as a whole and for their submission to the Director of 
Public Health. The province of Bombay, which belongs to this 
category, is an exception. Here returns from municipalities and 
talukas are submitted to the Assistant Director of Public Health 
of the range concerned and be sends a consolidated return for his 
range to the Director of Public Health. In the province of Madras 
the compilation of all the returns from individual villages has been 
centralised in the office of the Director of Public Health, the 
return from each village passing, through the Tahsildar of the- 
taluk, to the Director of Public Health. It has been the experience 
that the chances of errors in compilation become greater when the 
number of intermediate stages of compilation is increased. 

Defects In Registration 

6. These are mainly: — 

(1) omission to register appreciable numbers of births, deaths 

and cases of notifiable diseases and 

(2) incorrectness of the recorded cause of death. 

7. Incompleteness of registration .—Some idea of the extent of 
error, for the country as a whole, through incompleteness of regis¬ 
tration may be obtained from a comparison of the recorded birth 
and death rates for British India and those derived by what is- 
known as the “ Reverse survival ” method, which has been 
described in the chapter dealing w r ith the population problem in 
Volume II of this report. 


British India. 


Period 

Birth rate 

Death rate 

Recorded 

rate 

Estimated 

rate 

(Reverse sur¬ 
vival method) 

Reoorded 

rate 

Estimated 

rate 

(Reverse sur¬ 
vival method) 

1891—1901 

33 

46 

31 

44 , 

1901—1911 

37 

49 

33 

43 

1911—1921 

37 

48 

34 

47 

1921—1931 

33 

40 

25 

36 

1931—1941 

34 

45 

23 

31 
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The differences between the birth and death rates based on the- 
registered figures and those obtained by the reverse survival method 
are appreciable in respect of every decade. 

8. One of the causes for such incompleteness of registration is 
that, over large areas in the country, registration of births and 
deaths is not compulsory. Further, as has been pointed out in the 
Memorandum on Indian Vital Statistics. “ even in those limited 
areas where registration is compulsory, the provisions of the Acts 
are rarely enforced, so that generally speaking vital statistics are 
deplorably defective ”. Another cause is that the village qhowki- 
dat, who is responsible for reporting these events in respect of the 
rural population, and the police, who are responsible for registra¬ 
tion, are so over-burdened with other work that the tendency is to 
regard their duties in connection with vital statistics as of rela¬ 
tively smaller importance. 

Incorrectness of the Registered Cause of Death 

9. A reasonable degree of accuracy in the registered cause of 
death can be attained only by certification by a medical man who 
has had the opportunity of examining the patient before his death. 
The absence of an adequate health service to meet the requirements 
of the people and the fact that, for the rural areas as a whole, the 
reporting agent is the illiterate chowkidat together help to render 
the recorded causes of mortality of little value from the point of 
view of assessing public health conditions. No accurate estimate of 
the degree of error iu these recorded causes of death can be given. 
The results of a scheme of verification of the cause of death in Delhi 
City carried out by the Medical Officer of Health during 1937 
may, however, help to throw some light on this question. Of 9,660’ 
deaths registered during the year, nearly 98 per cent, were enquired 
into by medical men and, from the history obtained, the probable 
causes of death were deduced. Obviously such a method is defec¬ 
tive as compared with medical certification. Nevertheless, the 
“ verified ” cause of death is likely to give a greater measure of 
accuracy than the cause ordinarily registered. The following 
figures and the comments on them are quoted from the 1937 annual 
report of the Public Health Commissioner: — 



Nc t fied and 
registered cause 
of death. 

Verified 
cause of 
death. 

1. Malarial fever ...... 

5 

236 

2. Measles. 

123 

123 

3. Smallpox ...... 

575 

575 

4. Typhoid fever ..... 

395 

388 

5. Diabetes ...... 

10 

13 

6. Broncho-pneumonia .... 

6 

2,252 

7. Pneumonia ...... 

1.035 

568 

8. Phthisis . 

516 

882 

9. Puerperal fever ..... 

1 

50 

10. Senile debility . 

29 

661 

11. Infantile diarrhoea . 

123 

1,117 

12. Premature birth. 

5 

194 
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“ In some cases, the discrepancies are very large. Tie 
combined figures for pneumonias, for instance, show a difference 
of 1,779; infantile diarrhoea, premature births, phthisis and 
puerperal fever all show considerable variations, whilst for 
‘ senile debility ’, the number recorded is no less than 632 in 
excess of the registered number. If the assumption is made 
that the “ verified ” causes of death give a greater measure of 
accuracy than the “ notified and registered ” causes, then the 
striking differences in numbers under such headings as pneu¬ 
monia, puerperal fever, infantile diarrhoea and “ premature 
birth ” signify certain directions along which preventive 
measures should be taken.” 

In the absence of medical certification, even verification of the 

• cause of death on the lines indicated above can be of great value 
from the point of view of health administration. 

Errors of Compilation, 

10. The Memorandum on Indian Vital Statistics has referred to 
an investigation carried out by the Madras Public Health .Depart¬ 
ment some years ago, which revealed that, in one district, the 
monthly statistical return “ contained figures only for 25-35 
per cent, of the 1,664 villages included in that district ”. In that 
province, when the compilation of all returns from individual 
villages was centralised in the office of the Director of Public 
Health, a considerable improvement was recorded. Defaulters 
could be watched and appropriate action taken so as to ensure that 
the consolidated return for the province was made as complete as 
possible. We have already pointed out that the general experience 
has been that, with an increase in the intermediate stages of com¬ 
pilation, the chances of error creeping in become greater. In 
recognition of this, the Central Advisory Board recommended that 
■other provinces should also adopt the centralised form of compila¬ 
tion which has been in operation in Madras. 

Notifiable Diseases 

11. Our remarks in the preceding paragraphs regarding large 
omissions in the registration of births and deaths and errors in 

• compilation apply also to notifiable diseases. The extent of error 
in regard to omission is, however, less in the case of the common 
•epidemic diseases of cholera, smallpox and plague than in respect 

• of other infectious diseases. This is due to the fact that the signs 
;and symptoms of the former are generally known to the people. 
Although it will not he correct to claim even a reasonable approach 
to completeness of registration for these three diseases, the recorded 
figures for them give a fairly clear indication of their varying 
^incidence from year to year. Such an assumption is not per¬ 
missible in respect of other communicable diseases. Indeed, 
many of them can be diagnosed only if medical aid and laboratory 
facilities are available. Examples are tuberculosis, cerebrospinal 
fever, typhus, typhoid and relapsing fever. These are now 
notifiable in both rural and urban areas in a certain number of 
provinces. In the absence of the necessary facilities for proper 

• diagnosis it seems certain that no reasonable proportion of the 
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actual occurrences of these diseases will be brought on record, 
while the correctness of' the registered events under each disease 
is open to question. The number of communicable diseases, 
which are notifiable in the different provinces, varies consider¬ 
ably. For instance, the 1937 annual report of the Public Health 
Commissioner gives 22 for the Central Provinces, 20 for the 
Punjab and 7 for the North-West Frontier Province. The ques¬ 
tion of reducing the list of diseases notifiable in rural areas to the 
minimum possible and of increasing the number of such diseases 
in urban centres in proportion to the facilities for diagnosis which 
may be expected to be available will have to be considered when 
w r e put forward our proposals for the improvement of vital! 
statistics. 

12. To sum up, the main defects of the existing system of regis¬ 
tration and compilation of vital statistics in India are: — 

(1) registration is not compulsory over large parts of the 

country; 

(2) even where registration is compulsory, failure to enforce 

the law against defaulters lias resulted in no material 
improvement being effected in such areas; 

(3) omission to register births, deaths and cases of notifiable 

diseases is appreciable in all parts of the country, a 
contributory factor being that the duties to be performed 
by village cltowiidars and police officials in regard to 
vital statistics are not adequately discharged because of 
other important duties they have to attend to; 

(4) gross inaccuracy iu the registered causes of mortality in 

the absence of medical certification of death; 

(5) large omissions in the recorded incidence of notifiable ■ 

diseases and incorrectness iu their diagnosis, mainly 
owing to the fact that many such diseases have been 
made notifiable in areas where no proper facilities for 
their diagnosis exist and 

(6) errors in compilation, probably assisted by the fact that,. 

in certain provinces, this work is carried out at a num¬ 
ber of administrative levels. 



CHAPTER XIII 


PROFESSIONAL EDUCATION 

1. We shall deal with professional education in the field of 
/.health under the following heads: — 

(1) Medical education. 

(2) Dental education. 

(3) Nursing education. 

(4) The training of certain types of public health personnel. 

(5) Pharmaceutical education. 

(6) The training of technicians. 

(7) The training of hospital social workers. 

MEDICAL EDUCATION 

2. Under this head we shall consider the facilities available for 
sthe training of undergraduates and of medical licentiates, for 
^.postgraduate education and for refresher courses 

Undergraduate Training 

3. Undergraduate trainiug is given in colleges affiliated to uni¬ 
versities and the preliminary educational qualifications for entrance 
to such colleges is an Intermediate in Science or a qualification 
recognised as equivalent. The preliminary qualifications required, 
the period of study, the subjects of study, and the examinations to 
'be held are governed by certain general instructions issued by the 
All-India Medical Council, which has the power to lay down the 
minimum standards required. 

4. Admission to medical colleges. —There are, in India, some 19 
medical colleges which include two in Indian States (Mysore and 
Hyderabad) and a special college at Delhi for women students 
only. The other colleges are located in the provinces of Madras, 
Bombay, Central Provinces and Berar, Bengal, the United 
Provinces, the Punjab, Bihar and Orissa which is a recent addi¬ 
tion. The total number of students admitted into these colleges 
each year is about 1,200. For a population of 400 millions the 
annual intake of 1,200 students for medical training is definitely 
low. In some places the authorities concerned have laid down 
conditions regarding the community, residential qualification, etc,, 
of the candidates to be admitted to the colleges and selection com¬ 
mittees have been appointed to choose the applicants after taking 
into consideration all these conditions. 

5. Course of. study. —The course of study extends, in the majority 
of medical colleges, over a period of five years, A six months’ 
preliminary Pre-Registration course is, however, insisted upon 
before the commencement of the regular medical course in the 
Madras, Andhra and Mysore Universities, partly because the 
Intermediate in Science examination in these Universities does not 
provide a practical test and partly because it is considered that a 
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•vocational bias in the teaching of the subjects of physics, chemistry 
■and biology is desirable. 

6. Pre-clinical Training .—The teaching of the basic medical 
■sciences of Anatomy and Physiology covers generally a period of 
.two academic years. Our criticisms regarding the existing train¬ 
ing in these subjects are, broadly, (1) that too much detail is 
taught and is expected of the student, so that he gets lost in 
details and does not acquire a sound knowledge of the fundamental 
facts; (2) that the practical application of these subjects to later 
.studies m clinical subjects is not brought home to the student; 

;(3) that the transition from pre-clinical to clinical studies is abrupt; 
.and (4) that the student in the period of clinical training does not 
have applied anatomy and applied physiology taught to him by 
his pre-clinical professors. 

7. A deficiency, which is noticeable in practically all the medical 
colleges in the country, is that the teaching of the pre-clinical 
■subjects has not been organised in an atmosphere of research, with 
the result that the student’s powers of observation and of drawing 
deductions from such observation are not adequately stimulated. 

8. As regards Anatomy, a disproportionately large amount of 
the total period devoted to the medical course appears to be spent in 
this country on the teaching of this subject as compared with 
the practice in countries in which medical education is on more 
progressive lines. For instance, in the King Edward Medical 
■College, Lahore, the subject appropriates to itself 1,274 hours out 
■of a total of 4,546 for the entire medical curriculum and, in the 
.Andhra University, 1,124 hours out of 4,158. At Harvard, on the 
■other hand, the corresponding periods are 480 hours out of 4,000 
and in Russia 438 out of 5,760 hours. It is believed that the 
time taken up 'by lectures and demonstrations and by dissection can 
he curtailed to an appreciable extent, if the existing staff can be 
.increased sufficiently to enable individual attention to be given to 
the students and to have the training developed, to a large extent, 
-on the lines of tutorial classes. 

9. The teaching of Physiology is mainly didactic. The teaching 
<of experimental Physiology does not come up to the standard of even 
the average medical school in the United Kingdom. In several 
•colleges biochemistry is taught by the Professor of Physiology, 
while in other countries it is given the status of a separate 
professorship. 

10. The teaching of Pharmacology is also imparted mostly 
through lectures. In the country as a whole, arrangements and 
-equipment for experimental pharmacology are of a low standard. 
■Pharmacy claims a disproportionately small period of time in the 
practical classes. There is but little liaison between the depart¬ 
ments of medicine and pharmacology in the imparting of instruction 
.in applied pharmacology and therapeutics. 

11. Clinical training .—A survey of existing facilities for the 
.clinical training of medical students reveals the fact that there is 
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the number of beds per 1,000 of population was 0 98. By 1910 
it had risen to 4'60, an increase by over four and a half times. 

24. As regards the preventive health organisation, a certain, 
number of provinces have District Health Officers in charge of rural 
health administration in all their districts, some others have such, 
officers only in a limited number of districts, while the remaining 
provinces have the Civil Burgeon in combined charge of medical 
and public health activities. The extent to which health officers, 
have been appointed in municipalities also varies widelv in the 
provinces. The total number of sanitary or health inspectors 
employed in British India is about 3,000 while it has been estimated 
that the number required will be in the neighbourhood of 12,000. 
The existing number of midwives is probably 5,000, while, for 
adequate service to the people, 100,000 are considered nec'essarv. 
The total number of health visitors in the country is about 700 or 
750 while, for the supervision of the work of 100,000 midwives about 
20,000 health, visitors will 'be required. The number of woman 
doctors with special training in maternity and child welfare work 
is about 70 or 8C and, of these, only a dozen are women graduates- 
in medicine with adequate special training in maternity and child 
welfare work. 

25. Thus it will be seen that the existing organisations for 
curative and preventive health work in India are altogether inade¬ 
quate for the tasks with which they are confronted. On the 
medical side, the existing staffs are hardly able to do anything 
more than struggle with the large*numbers of patients crowding 
into hospitals and dispensaries. On the public health side, the • 
energies of the skeleton staff employed in the provinces have, so far,. 
been concerned mainly with measures for the control of epidemic 
diseases, and even this task is being performed with insufficient 
results. A wide expansion of the curative and preventive health 
services should therefore form an important part of our programme ■ 
of future health development in the country. 

General Education and Health Education 

26. The purpose that general education has in view is to develop • 
the individual into a useful citizen; the purpose of health education 
is to inculcate the principles of healthful living in order to secure 
the full co-operation of the individual in the maintenance of his 
own health. Without general education the task of imparting 
instruction in health matters becomes difficult. Apart from 
the handicap that illiteracy places on health education by restrict¬ 
ing the methods of appeal to the spoken word or to visual demon¬ 
stration, education in its wider sense is essential in order to 
promote a general raising of the standard of culture in the com¬ 
munity and to quicken the sense of civic responsibility of the 
individual. The insanitary conditions associated with rural and 
urban life in the country can, to a large extent, be mitigated if 
the individual feels a sense of responsibility towards his neighbour. 
Speaking generally, while the Indian home is kept fairly clean, 
the sense of responsibility of the average person in regard to > 
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considerable room for improvement. Certain points to which we 
desire to draw attention are : — 

(1) Too many didactic lectures are being given in the colleges 

with little benefit to the student. 

(2) There is imperfect correlation in the teaching of Pathology, 

Bacteriology, Hygiene, Medicine and Surgery. As a 
consequence there is repetition of the same theme, 
possible divergence in the methods of teaching and 
waste of time and energy. 

(3) Further, there is little or no coordination and planning in 

clinical instruction among the different clinical teachers 
of a department (medicine, surgery or obstetrics andl 
gynaecology), so that the student, who passes from one- 
clinical teacher to another, is not infrequently treatecL 
to a repetition of the same topics. 

(4) The proper selection of cases suitable for undergraduate- 

teaching and the availability of such cases at the proper 
time are not being given adequate consideration in. 
admitting cases to the teaching hospital. Instead of a. 
variety of cases of primary importance to the general 
practitioner being' available, not infrequently rare and 
complicated cases are permitted to fill the wards, the- 
study of which, though of doubtless interest to the 
specialist, is not suited to the requirements of the under¬ 
graduate. 

(5) The teaching in the out-patient department is deplorably 

deficient in many institutions. The overcrowded,, 
insanitary and noisy surroundings which exist cannot 
provide the atmosphere necessary for proper clinical 
teaching. 

(6) The emphasis laid on the teaching of preventive medicine- 

and public health in the medical student's undergraduate 
course is quite inadequate. We recognise that, in other 
countries also, although considerable lip service has 
been paid to the importance of inculcating the idea of 
prevention in the student throughout the medical course,, 
very little advance has been made in the organisation^ 
of a programme of training fulfilling this purpose. In 
India the way in which the subject is taught is such 
as to encourage the student to consider it as of little- 
importance and of less interest. Details about such 
matters as water supply, sewerage systems and vital 
statistics and their calculation make the course dull and 
uninteresting. As far as we are aware, in no teaching 
institution are the practical and applied aspects of 
preventive medicine placed before the student in such a 
manner that lie can assimilate them and appreciate fully 
their importance both to the individual and to the com¬ 
munity. In the teaching of the subject the student can 
and should be brought into contact with those environ¬ 
mental and social conditions which largely influence 
160 




PROFESSIONAL EDUCATION 


ill-health in the individual and in the community, and it 
is only by doing so that the medical student will be 
properly equipped for his future responsibilities as a 
doctor and as an adviser to the people in all matters 
relating to health. We shall take into consideration 
these requirements in the proposals we put forward for 
the reorganisation of undergraduate medical education. 


The Professor of Public Health, where such a post 
exists—in many colleges there is only a lectureship in 
this subject—is frequently a member of a Government 
or other public health department. It seems to us that 
any public health official, who is burdened with depart¬ 
mental duties, cannot have sufficient time to perform 
the functions expected of a professor. Such an officer, 
in our opinion, is well fitted to give lectures and demons¬ 
trations to students on certain aspects of health work 
but that he should be made entirely responsible for 
education in this important field of medicine is an 
arrangement which we consider unsuitable. 

(7) In relation to the number of students to be catered for, 
the hospital facilities, the number of beds per student, 
more particularly in medicine and surgery, the number 
of clinical teachers available and the time devoted by 
them to teaching cannot be considered sufficient. 

As regards the number of beds per student, the existing provi¬ 
sion in certain colleges is shown below; — 

No. of bods per 


student. 

Grant Medical College, Bombay.5 

Stanley Medical College, Madras.9 

King Edward Medical College, Lahore .... 6 
King George Medical College, Lucknow ... 4 
Carmichael Medical College, Calcutta .... 6 


We are advised that a ratio of 10 beds to each student is what is 
normally required. 

As regards the teaching staff, a survey of the existing medical 
colleges has made it clear that the number of teachers, in most of 
them, is inadequate for the total number of students. Not all the 
universities have, as yet, prescribed necessary minimum qualifica¬ 
tions for the teaching staff but the trend has been towards insisting 
on certain minimum qualifications. Usually a postgraduate decree, 
such as the M.D. or the M.S. or a similar qualification, is insisted 
upon for professors and lectuiers. The University of Madras has 
prescribed in detail the qualifications required for the teaching staff 
in all subjects of study. In some provinces the professorial chairs 
are reserved for members of the Indian Medical Service or Provin¬ 
cial Medical Service. In other provinces the field of selection 
extends to others also. The age of retirement is fixed at 55 as far 
as Government colleges are concerned, hut in private colleges no 
age limit has been laid down and there has; indeed, been a tendency 
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to recruit retired men from Government services. In one college 
the majority of the senior members of the staff are persons who 
have passed the age of 55 and some of them are as old as 60 and 
65. In an institution where a large measure of personal attention 
and supervision of the work of the student is necessary, it is a 
disadvantage to have a number of professors who are advanced 
in age. Another factor making for inefficiency, which has been 
noted, is that the members of the staff are not often full-time 
teachers. Many of them are busy practitioners working in an 
honorary capacity. Others, though members of the public service, 
are permitted to take private practice and they therefore devote 
a considerable part of their time to it. In certain institutions 
part-time teachers are employed even in pre-clinical subjects 
and the right of private practice has been given to them too. 
It seems almost certain that such members of the teaching staff 
are not in a position to devote adequate time and attention to their 
teaching duties. 

Certain Other Matters 

12. Laboratory jadlities and equipment .—Owing to the condi¬ 
tions brought about by the War, there has been a certain amount of 
difficulty for the different medical colleges to secure adequate 
stocks of equipment and laboratories have had to be run with a 
shortage of various chemicals aud appliances. In some colleges, 
however, the equipment and laboratory facilities available to the 
students may be said to be adequate for the numbers under train¬ 
ing. In others the existing accommodation and facilities require 
improvement. 

13. Museum .—Museums are available in all the colleges, but 
there is room for enlarging their scope and improving their useful¬ 
ness. Only a few museums are provided with curators. 

14. Library .—In many colleges the library facilities available 
are not adequate either for the students or for the staff and the 
annual allotment for this purpose is fur from sufficient in many 
institutions. No clear-cut distinction has been mado between the 
library facilities available for the students and those for the staff. 
The number of periodicals provided for the members of the teaching 
staff is small and insufficient in certain colleges. We believe that 
a large outlay will be required in all institutions on the develop¬ 
ment of libraries, in order to enable the teachers to keeip abreast 
of advancing knowledge and to provide facilities for research. 
None of the medical colleges at present possesses a trained librarian, 
with suitable assistants who are capable of preparing a proper index 
and of translating articles from foreign periodicals. 

15. Social amenities .—Most medical colleges have facilities for 
recreation for their students and many of them provide hostel 
accommodation for a proportion of them. The provision of 
common rooms, dining halls and other facilities is not, however, 
adequate in all the colleges. 
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16. Residential accommodation in hospitals .—No proper accom¬ 
modation for medical students who are expected to be in residence 
or to take duty in turn is available in the teaching hospitals. 

The Technical Control of Undergraduate Medical Education 

17. As has already been pointed out, the Indian Medical Council 
has the right to inspect medical colleges and to suggest methods 
of improving the efficiency of the training given. Such inspections 
have been carried out within the last ten years after the inaugura¬ 
tion of the Indian Medical Council and has led to the rectification, 
in a number of medical colleges, of defects that existed. 

1-8. As these colleges are affiliated to universities, the latter can 
also exercise control by laying down conditions to satisfy the 
■following requirements : —• 

(i) The qualifications of the teaching staff and the number 
required in each subject. 

(ii) The accommodation required in the laboratories and the 
number of students that should be admitted. 

(iii) The hospital facilities available and the number of beds 

that should be at the disposal of each student for ade¬ 
quate clinical study. 

(iv) The amenities that should be available to the students in 

the shape of common rooms, reading rooms, playing 
fields, hostels, etc. 

(v) In general, the arrangements required in the college and 
associated hospitals in order to ensure that efficient 
instruction is being given to the students. 

Some universities have been more strict in the control of the 
medical colleges under their charge than others. On the whole, 
we consider that there is need for more efficient supervision and 
■control of academic standards in these colleges by the universities 
concerned. A university has the power to send periodically an 
inspection commission to report on the working of the colleges 
under its control and at least the Universities of Bombay and 
Madras have in the past sent such commissions. 

Licentiate Education 

19. The majority of the medical schools are run by the State. 
The total is 19 of which 12 are maintained by Governments, one by 
the Mysore State, two by Missions and four are privately managed. 
The majority of these schools are in Bengal and Bombay; 9 out 
of 19 in Bengal and 4 in Bombay. The total number of students 
admitted varies from year to year but may be taken to be in 
the neighbourhood of 1,000. The finances of these schools are, 
speaking generally, most unsatisfactory, resulting in grave defi¬ 
ciencies in equipment, libraries, museums and laboratories. The 
majority of these schools cannot be considered satisfactory either 
from the standpoint of the clinical facilities available in the 
attached hospitals or from that of the number of teachers provided. 
The visits we paid to a number of medical schools in different 
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parts of the country have made it clear that little or no improve¬ 
ment has been made in them in regard to the position described 
about six years previously by the Director General, Indian Medical 
Service, in his Indian Medical Review published in 1938. A state¬ 
ment showing details regarding the number of students admitted, 
equipment and staff in the medical schools in Bengal in 1944 is 
given below: — 


Statement showing the number of students admitted, equipment and 
staff in the medical schools of Bengal. 
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No. of beds hi hos¬ 
pitals 

No. of mi wifely 
rases yearly. 




Rb. 





1, Campbell Medical 
School, Calcutta. 

727 

168 

600 

13 phy. 

31 Path. 

14,plus 12 . 
Demons, 

717 

685—1936-39- 
058—1939-10 
1,265-1940-41 

2. Dacca Medical 

School. 

453 

100 

414 

! 

ii 

48 phy. 

18 fath. 

10 teachers 

15 Demons. (All 
L.M.P. or L.M.F.) 
No teacher 

In Paths. 0 
months. 

261 

105-1938-39 

130—1930-40 

108-1940-41 

3. Lytton Medical 
School, My men - 

slngh. 

220 

53 

203 

14 Phy. 

14 Path. 

9 teachers (3 

part time) 5 
Demons. 

140 

110—1938*39 

210-1939-40 

230-1040-41 








4. Ronaldahay Modi* 
cal School, Burd- 
wan. 

220 

50 

175 

16 Phy. 

17 Path. 

11 teachers. (4 
part time) 5 
Demons. 

155 

112—1038-30* 
134—1939-40 
179-1040-41 

6. Chittagong Modi* 
cal School, Chitta¬ 
gong. 

186 

60 

170 

14 Phy. 

11 Path. 

10 , teachers (7 
part time) 8 
Demons. 

124 

173—1938-30 

231-1039-40 

252—1940-41 

0. Jackson Medical 
School, Jalpaiguri. 

132 

4° 

262 

18 Phy. 

10 Path. 

10 teachers (4 
part time and 

8 Hony.) 6 

Demons. 

110 

261-1030-40 
337—1940-41 

7. Calcutta Medical 
School, Calcutta, 

416 

100 

150 

•• 

26 teachers (All 
part time and 

1 Honorary). 
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S. Samtollanl Medical 
School, Baakura. 

247 

68 

276-9-3 

12 Phy. 

6 Path. 

16 teachers 

5 Demons 

106 

81-1938-30 
10 i—1980-40' 
129—1940-41 

0. National Medical 
School, Calcutta. 

-880 

1 

100 

343 

18 Phy. 

19 Path. 

22 teachers 

24 Demons. (All 
except ope 

either part 

time or Hono¬ 
rary). 

322 

880 —1039-40* 
382-1040-41 
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20. The absence of a central body to control medical school 
education has naturally led to a wide divergence of standards in the 
training given in the different schools and, of late, owing to the 
growing demand for doctors an increasing number of students has 
been admitted every year to the already congested, ill-equipped and 
understaffed schools. Without going into the defects of individual 
institutions it may be stated that the majority of them provide 
education far below reasonable standards. 

21. In 1938 a conference was held in New Delhi under the 
auspices of the Government of India. The whole question of school 
medical education was reviewed and the recommendation was made 
that medical schools should be converted into colleges. In 1942 the 
Indian Medical Council passed a resolution that all medical schools 
should be abolished by 1947, its finding being based partly on the 
recommendation of the conference mentioned above and partly on 
the repeated appeals made to it by licentiate medical associations. 
Since the 1938 conference eight of the then existing schools have 
either been abolished or converted into colleges, but progress in 
this direction is slow and, in the absence of provision of adequate 
funds, is likely to continue to be slow. 

Postgraduate Education 

22. The existing facilities for postgraduate education in the 
different medical colleges are few. Recently there has been a great 
deal of activity shown by most universities in the institution of post¬ 
graduate degrees and postgraduate diplomas without, however, 
providing in every case the necessary facilities for adequate instruc¬ 
tion in the subjects concerned. Madras is, in this connection, an 
exception. There are two university diplomas, one in Obstetrics 
and Gynaecology and the other in Ophthalmology, and the train¬ 
ing, which is in both cases for a period of one academic year, is 
imparted in the special hospitals concerned. Government diplomas 
also exist in the specialities of Tuberculosis, Radiology and Clinical 
Laboratory Sciences with adequate provision for the training of 
students in these subjects. Courses for Diplomas in Public Health 
and in Maternity and Child Welfare are given at the All-India 
Institute of Hygiene and Public Health, Calcutta, as well as shorter 
■courses in r.ertain branches of public health work. For the Diploma 
in Public Health the Institute is affiliated to the Calcutta Uni¬ 
versity. The Universities of Bombay and Madras also award a 
similar diploma, the one granted in Madras being known as the 
Bachelor of Sanitary Science (B.S.Sc.). Facilities for the required 
training are available at the Grant Medical College, Bombay, and 
at the Madras Medical College. In addition, tne University of' 
Calcutta grants a Doctorate of Science in Public Health (D.Sc.) and 
the University of Bombay a Doctorate in Hygiene (D.Hy.). Regu¬ 
lar postgraduate courses are also provided in the School of Tropical 
Medicine at Calcutta. 

23. In certain universities the degrees of M.D. and M.S. provide 
for specialisation in such subjects as Ophthalmology, Bacteriology, 
Anatomy and Physiology. Research degrees have also been 
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instituted in some universities in the non-clinical subjects of 
Anatomy, Physiology, Pharmacology, Biochemistry, Pathology and 
Bacteriology. The diplomas, that have been instituted in the 
different universities, include the following subjects:—• 

Ophthalmology. Orthopaedics. 

Psychological Medicine. Obstetrics and Gynaecology. 

Radiology. Dermatology. 

Pediatrics. Tuberculosis. 

Oto-Rhino-Laryngology. Anaesthesia. 

Venereology. 

As has already been pointed out, in many cases proper instruc¬ 
tion courses in these subjects have not been organised at the 
different centres where such special degrees or diplomas have been 
instituted by the universities concerned. When such training' 
facilities become available, there should be wide scope in the* 
country for specialisation on satisfactory lines. 

24. No organisation to coordinate and foster postgraduate educa¬ 
tion exists in any of the universities, except *Madras where a 
Council of Postgraduate Medical Education has recently been 
formed. It is understood that a proposal for the institution of a 
similar organisation is under consideration in the universities of 
Bombay and Calcutta. 

The Training of Teachers 

25. No special facilities are now available in the universities for 
the training of teachers in the different subjects of the medical 
curriculum. At the same time, it is not correct to Bay that there 
are no opportunities for young men desiroUB of becoming teachers 
to work in the different departments of individual colleges and to 
acquire knowledge and technical skill. In some medical colleges,, 
however, such facilities are available on a larger scale than in 
others. The specialities in which such training can be under¬ 
taken also vary from college to college. On the whole, however, 
provision for the training of teachers must be considered to be 
quite inadequate. 

Refresher Courses 

26. As far as we are aware no organised efforts have been made 
either by universities or by Governments to start refresher courses 
for general practitioners. It is understood that sporadic attempts 
were made in some provinces in this direction before tbe war, but 
these have not, it is understood, led to the development of such 
facilities on a satisfactory basis. 

DENTAL EDUCATION 

27. Dentistry has unfortunately been one of the neglected sub¬ 
jects of study in practically all Indian Universities. There are at 
present four dental colleges: (I) the deMontmorency College of 
Dentistry, Lahore, (2) the Calcutta Dental College and Hospital, 
(3) the Nair Hospital Dental College, Bombay, and (4) the 
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Currimbhoy Ebrahim Dental College, Bombay, The first and the 
last are supported by the Governments of the Punjab and Bombay 
respectively, while the other two are under private management. 
The college at Lahore is the only one which is affiliated to a 
university. 

28. The Calcutta Dental College and Hospital was established in 
1920 and the Nair Hospital Dental College in Bombay in 1932. 
These two institutions were developed in the face of great difficul¬ 
ties and with inadequate financial support. They suffer, to some 
extent, from insufficiency of accommodation, of suitable equip¬ 
ment, staff and teaching facilities, particularly with regard to the 
clinical teaching material available in the hospitals concerned. 
The Calcutta Dental College and Hospital is affiliated to the State 
Medical Faculty of Bengal in accordance with the provisions of the 
Bengal Dental Act of 1939. The course is one of four years for new 
entrants and of two years for qualified medical practitioners. The 
Nair Dental College, Bombay, also offers a four years course, the 
examination being conducted by examiners appointed by the 
Bombay Government. The minimum educational qualification 
required for admission to both these Colleges is the Matriculation 
Examination of an Indian University. Each of these colleges 
takes in albout 30 students and, during normal times, an average 
number of twenty students passes out from them every year. 

29. The deMontmorency College of Dentistry, is, as has already 
been pointed out, affiliated to the Punjab University and the instruc¬ 
tion given leads to a university degree in dentistry, the B.D.S. 
(Bachelor in Dental Surgery). This affiliation was granted in 1938. 
A separate Faculty of Dentistry was created in the same year. The 
preliminary educational qualification required for admission is the 
Intermediate in Science of an Indian University or a qualification 
recognised as equivalent to it. The course extends over a period 
of four years and an examination is held at the end of each year 
of study. The medical subjects of the curriculum are taught at 
the King Edward Medical College, Lahore, while the courses in 
dentistry subjects are given by four professors, who have direct 
charge of the several departments of the hospital. The paid staff 
of the College includes a Principal, who is also the Superintendent 
of the Hospital, three other full-time professors, four demonstrators’ 
and one part-time assistant dental surgeon. The number of annual 
admissions is about 20. 

30. The average number of students trained each year at the 
Currimbhoy Ebrahim Dental College, Bombay, is not known, 
although it is understood that the number is less than that trained 
in the Nair Dental College. It will thus be seen that the total 
number of qualified dental surgeons produced in the country 
annually is small, probably not more than 60 or 70. 

31. Facilities for postgraduate training in dentistry hardly exist 
in this country. The number of qualified dentists in India is 
not definitely known but is not likely to exceed 1,000. The number 
of persons with advanced training in foreign countries is strictly 
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limited. An essential step for the development of undergraduate 
and postgraduate training centres in dentistry in India is the 
provision of trained teachers. Facilities should therefore be pro¬ 
vided for a selected number of dental surgeons from this country 
to undergo advanced training abroad. 

NURSING EDUCATION 

32. Preliminary educational qualifications and the training 
course for nurses .—In some provinces there are two grades of 
nursing qualification—the senior certificate of nursing and a junior 
certificate of nursing. For the senior certificate of nursing, the 
Junior Cambridge or a completed Secondary School Leaving Certi¬ 
ficate or eligibility for University courses of study is generally 
demanded. For the junior certificate, the VI or VII standard 
and, in some cases, the III standard vernacular is accepted as 
sufficient. Nurses are being trained in English as well as in all the 
principal Indian languages. The period of training is not uniform 
and ranges from three to four years. The curriculum differs in the 
provinces, but in most cases, the four years course includes also 
training in Gynaecological Nursing and in Obstetrics and in some 
provinces, it is compulsory for every nurse to have a combined sick- 
nursing and midwifery training. The examinations are conducted 
by special examination boards appointed either by the Government 
or by the Provincial Nursing Council concerned. Male nurses are 
also trained in some provinces and the trend is towards opening 
the profession to all, irrespective of sex. 

Training Schools 

33. The training schools for nurses are not of a uniform standard. 
Many of them do not come up even to the minimum standards 
usually required for such training. In the majority of these 
schools the services of the nursing student are usea to supplement 
the work of the nursing staff of the hospital concerned and she is 
treated rather as an employee of the hospital than as a student 
who ought to be given proper training. There are only a few 
hospitals which place the interests of the pupil nurse above that 
of the hospital and give her the kind of treatment which a medical 
student, for instance, gets in a medical college and its affiliated 
hospitals. Another serious defect is that the accommodation 
provided for these pupils is extremely unsatisfactory, Deplorable 
living conditions, with gross over-crowding, is the rule rather than 
the exception. The fact that these hospitals are generally very 
much understaffed and that the pupil nurses are required to parti¬ 
cipate in the routine duties of the hospital results in their being 
given little or no opportunities for recreational and cultural 
activities. 

34. The pay, status and general service conditions of the nurses 
require considerable improvement if the proper type of women 
is to be attracted to this service in adequate numbers. This 
subject has been discussed in the chapter dealing with existing 
provision for medical relief and preventive health services in the 
provinces. 
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Poatgradu&te Training tor Nones 

35. The trained nurse in India has very few facilities for post¬ 
graduate training. Recently the Bombay Nursing Council started 
an advanced course in midwifery and pediatrics nursing, which 
provides training facilities for nurses specially interested in either 
of these subjects. In Madras a short six months’ course for post¬ 
graduate study for nurses has recently been instituted. The 
Government of India opened in 1943 in Delhi a School of Nursing 
Administration, which provides a course for nurses to qualify as 
certificated sister tutors, and a course of study in hospital nursing 
administration. This latter course has had to be devoted, so far, 
almost entirely to the requirements of the Army and consequently 
the curriculum was modified accordingly. 

THE, TRAINING OF CERTAIN TYPES OF PUBLIC HEALTH 

PERSONNEL 

36. Existing facilities for public health training for under¬ 
graduate medical students and postgraduate training for doctors 
have already been discussed in the section dealing with medical 
education. We shall here confine ourselves to the training of 
health visitors, mid wives, dais, sanitary inspectors, vaccinators and 
public health engineers. 

The Training of Health Ylaltora 

37. There are training schools for health visitors at Lahore, 
Delhi, Lucknow, Calcutta, Madras, Poona, Bombay and Nagpur. 
The preliminary educational qualifications required for admission to 
these schools, the periods of training, the syllabuses followed and 
the languages in which instruction is given, vary considerably. 
The general education required is as low as the third class of the 
Anglo-vernacular school in Poona and as high as the Matriculation 
or itB equivalent in Madras and Delhi. The authorities of certain 
schools insist that the preliminary educational qualifications should 
include a midwifery diploma and preference is given to candidates 
who possess, in addition, the certificate for general nursing also. 
Gther training schools do not require even the midwifery certificate 
for admission. The period of training extends from nine to 
eighteen months. The medium of instruction is, in some schools, 
English and in others the local Indian language. The final exami¬ 
nation is held by the Provincial Nursing Council or by authorities 
appointed by the Provincial Government. 

38. The course of training includes work in a maternity and 
child welfare centre maintained either by the local health depart¬ 
ment or by a voluntary agency. Eield training in rural and urban 
health centres is also included in the course. 

39. The best type of health visitor available in the country is 
normally a qualified midwife with some elementary training in 
general hygiene and preventive health work. Her main duties 
are to supervise the domiciliary work of midwives and of trained 
dais, where the latter are employed, and to participate in preventive 
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work associated with the hygiene of pregnancy and of the postnatal 
period. On the other hand the tendency in the countries, where 
health administration is more advanced than in India, is to create 
and employ a type of woman worker known as the public health, 
nurse, who, under the guidance of the doctor, is able to take part 
in the extension of preventive health work in all fields of activity 
to the homes of the people. The training of such a worker includes- 
the course for sick-nursing and for midwifery, with special emphasis 
laid, throughout the period of instruction, on the preventive and 
community aspects of health administration. In developing a 
health programme on modern lines India will also require the 
services of this general type of preventive worker and the question 
of introducing suitable modifications into the existing training" 
courses for health visitors will require consideration. 

The Training of Mid wives 

40. The period of training for midwives varies in the different 
provinces. In the case of fully certificated nurses the midwifery 
training included in the course extends over a period which varies 
from six months to one year. In the case of those who, are trained 
only as midwives the course varies from one to two years. The 
inclusion of domiciliary practice in the training is by no means 
general. In a certain number of the training institutions in the 
North-West Frontier Province, Madras, the Central Provinces and 
Assam provision for domiciliary training exists. There is no such 
provision in the training centres in the Punjab, Delhi, Bombay 
and Sind. The examination for midwives is conducted by a Board 
appointed by the Government or by the Provincial Nurses and 
Midwives Council concerned. 

41. As in the case of pupil nurses, the training centres for mid¬ 
wives make use of pupils to make up the shortage in the personnel 
of the hospitals concerned. A number of training centres are 
defective in that the facilities for giving antenatal instruction are 
insufficient as well as the amount of clinical material available to' 
enable the pupils to obtain a thorough appreciation of the normal 
and abnormal conditions pertaining to labour. Taking into consi¬ 
deration the number of beds, the total number of doctors and', 
other requirements for the satisfactory training of pupil-midwives, 
the number of those admitted into certain institutions is far in 
excess of that which can he properly trained. Our remarks regard¬ 
ing accommodation and other amenities in respect of training- 
institutions for pupil nurses apply equally to the training institu¬ 
tions for midwives. In fact, in many cases the conditions are- 
worse. 

42. Although there are approximately 11,000 certified midwives 
and 700 assistant midwives on the registers maintained by the 
Provincial Nursing and Midwives Councils, the actual number of 
practising midwives is much less, probably about 5,000 in the 
whole country. Some of the causes for this discrepancy are that 
many nurses, who are qualified as midwives and yet do not practice 
this profession, are included in the lists, that some are registered 
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in more than one province and that, as the registers have not been 
kept up to date, the names of those who have died, have given up 
practice or left the country, have not been deleted. For the provi¬ 
sion of adequate midwifery aid to all women undergoing childbirth 
in British India about 100,000 midwives will be required on the 
basis of one midwife for 100 births. If the estimated number of 
5,000 practising midwives in the country is even approximately 
correct, it will be seen that the existing training facilities for this 
class of health worker will have to be developed on an enormous 
scale, in order to meet the requirements of the country. 

The Training of Dais 

43. The training of indigenous dais, i.e., of persons whose here¬ 
ditary profession is the practice of midwifery, has been attempted 
in certain provinces. It is not easy to wean the dai from her normal 
objectionable methods and many, who have been associated with 
the training of this class of person in modern midwifery, have 
naturally expressed doubts of the possibility of converting the dai 
into a useful worker. We would, however, point out that the 
past efforts in this direction have largely failed because of the 
lack of adequate provision for the supervision of the work of 
trained dais as well as for periodical refresher courses. If such 
provision is made we believe that it should be possible to make the 
dai a fairly satisfactory accoucheuse. The difference between the 
existing number of midwives and that required by the country to- 
provide adequate service is enormous. Any conceivable extension 
of training facilities cannot, we feel, help to make up this difference 
within a reasonable period of time. In the meantime it seems to¬ 
ns essential that, during this interim period, every effort should 
be made to make available a service which, although it may not 
be of the high standard that modern health- administration demands, 
will yet be an improvement on what the vast majority of the 
women of India are now able to obtain. In attempting to do so, 
we feel that the possibility of utilising the services of the hereditary 
class, which has been rendering midwifery aid to tbe people for 
centuries, with such safeguards as may be necessary, cannot be- 
ignored. 

The Training of Public Health or Sanitary Inspectors 

44. In Delhi Province, the Central Provinces, the North-West 
Frontier Province and Assam no facilities exist for the training 
of sanitary inspectors. In Bihar and Bengal the course has been 
held in abeyance. In Orissa and the United Provinces the course 
is said to be held only as and when the need for it is felt. The 
only provinces where the course is held regularly are Madras, 
Bombay, the Punjab and Sind. These four together provide train¬ 
ing facilities for about 300 sanitary inspectors each year, while- 
the number of those who qualify is approximately 200. If the 
schools in Bihar, Orissa, and the United Provinces again begin 
to train sanitary inspectors, about 100-150 more candidates can 
be admitted for training and albout 70-100 more qualified men may 
become available annually. 
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45. The period oi training varies from six weeks in Bihar to one 
jrear in Madras and Orissa. The basic qualification necessary for 
a candidate before he is admitted for training is not uniform 
throughout the country. While in Madras the secondary school 
leaving certificate or the matriculation is required (it is understood 
that often candidates who have passed the Intermediate Examina¬ 
tion of the University apply for the course) the initial qualification 
required in certain other provinces is much lower. Tne syllabus 
followed is also not uniform. The existing syllabuses lay greater 
•emphasis on the theoretical rather than on the practical aspect of 
training. Further, greater consideration is given to urban than 
to rural health problems. India requires in large numbers a type 
of sanitary inspector who can participate effectively in the practical 
application of modern hygiene to rural health conditions, and 
adequate consideration will have to be given to this requirement in 
evolving a satisfactory course of training for this class of health 
worker. 

The Training of Vaccinators 

46. The basic educational qualification required for the vaccina¬ 
tor’s training varies in the different provinces but it is usually the 
middle English or the middle vernacular standard. The duration 
of the training ranges from three months to ten months. In most 
provinces this training includes instruction in elementary hygiene 
so as to fit the vaccinator for assisting in public health work. 
Practical training in the field is given (by a senior vaccinator under 
the supervision of a medical officer of health or by the latter 
himself. In most of the provinces additional training is also given 
at the local vaccine institute, where vaccine lymph is manufactured. 

47. It is understood that, a short while ago, a special investiga¬ 
tion was carried out by an officer deputed by the Public Health Com¬ 
missioner with the Government of India into the various aspects 
-of vaccination against smallpox, including the preparation and 
-distribution of vaccine lymph, the conduct of vaccination and the 
training of vaccinators. It is hoped that the standards of training 
for vaccinators in the different provinces will be raised and made 
uniform, as the result of the action taken on the recommendations 
of this officer. 

The Training of Public Health Engineers 

48. Existing engineering colleges in India have not yet differen¬ 
tiated sanitary or public health engineering as a special subject. 
Some instruction in this subject is given, mainly in hydraulics, to 
-civil engineering students hut this part of the course occupies only 
a minor place in the curriculum. A Diploma in Sanitary Engi¬ 
neering and Plumbing is awarded by the Victoria Jubilee Technical 
Institute, Bombay. 

“ The course is open to those who have passed the Inter¬ 
mediate in Science Examination of an Indian University or 
a higher examination, or who pass the entrance examination 
conducted by the Institute, which is equivalent to the Bombay 
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Matriculation. The course extends over a period of four years- 
including a six months practical course. The Diploma IB- 
awarded on the results of an examination conducted by the 
Board of the Institute.” 

As far as we are aware this is the only institution in which a 
systematic course in the subject is available at present. 

49. Civil engineers in India generally lack a biological back¬ 
ground and are not adequately equipped to apply the principles of 
public health to the improvement of environmental conditions. 
There are separate Public Health Engineering Departments in the 
Punjab, the United Provinces, Bengal and Bombay, each with a 
small staff, and there is a Sanitary Engineering Branch of the 
Public Works Department in Madras. With a few exceptions, the 
engineers in these Departments have had no special training in 
Public Health Engineering. We should explain that India is by 
no means unique in this. The idea of public health engineering is 
relatively modern and has mainly been developed in America. We 
have indicated, in more than one place in this report, the unfortu¬ 
nate consequences of carrying out public works on a large scale 
without due regard to the public health aspects of such under¬ 
takings. The institution of special training facilities in Public 
Health Engineering for qualified engineers as well as the inclusion 
of more detailed instruction in this subject in the curricula for 
civil engineering students in the different colleges must, in oui 
view, receive serious consideration. 

PHARMACEUTICAL EDUCATION 

50. Existing facilities for pharmaceutical education in India ore 
quite insufficient. Three types of training are available: (1) the 
compounder or dresser qualification, (2) the chemists and druggists 
qualification and (3) a college education leading up to a degree- 
in pharmacy. 

The Compounder or Dresser 

51. The period of training for a compounder’s qualification 
varies from one to two years and the preliminary qualifications- 
demanded in the different provinces are not uniform. In some, 
candidates who have completed the middle school examination are 
admitted, while in others the completion of a high school education 
is required. The candidates are usually trained first in district 
headquarters hospitals and are then given an intensive short course 
in some central hospital. In Bengal, since 1928 the training period 
for compounders has been increased to two years, of which the 
first year has to be spent in some specified institution, where the 
candidate receives instruction in materia medica, the laws regu¬ 
lating the sale of poisons and practical pharmacy. This is followed 
by an examination' after which the second year is spent in appren¬ 
ticeship in a chemist’s or druggist’s establishment or at a hospital. 
In Madras candidates are required to have the basic qualification 
of a Secondary School Leaving Certificate. They are given practi¬ 
cal training for nine trionths in certain selected district headquarter® 
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hospitals and later an intensive course lasting three months at 
the Madras General Hospital. They are also given training in 
first aid. 

52. Chemists and druggists .—The preliminary educational 
qualification for entry to the course is a School Leaving Certificate 
and the period of training lasts for two and a half years. This 
includes apprenticeship with a recognised firm of pharmaceutical 
chemists during the last year of study. The subjects included in 
the curriculum are chemistry, both organic and inorganic, botany, 
pharmaceutical chemistry, materia medica and pharmacy. 

53. Collegiate education .—This is designed to turn out a class 
comparable to the graduate pharmacists or pharmaceutical chemists 
found in Europe and America. The Benares Hindu University 
was the first to inaugurate a course of this kind in 1934 and, since 
that time, other universities have also provided similar training 
facilities. The Andhra University instituted the study of 
* Pharmaceutics ’ as a special subject in the curriculum for the 
B.Sc. (Honours) and M.Sc. Degree in Chemical Technology. The 
Calcutta University has a course in Pharmaceutical Chemistry for 
M.Sc. students. The Bombay University has opened a new course 
in Pharmaceuticals in their Technological Faculty. The Madras 
University has inaugurated a two years course, B.Sc. (Phar.), for 
which students who have passed the Intermediate examination in 
Science are eligible. Thus graduate instruction in pharmacy is of 
two types, one which deals mainly with the technical side of it 
and the other which stresses the pharmaceutical side. 

THE TRAINING OF TECHNICIANS 

54. We include here that class of persons who work as laboratory 
attendants and as radiological assistants. There are very few 
institutions in the country which train technicians of the above 
types, who are needed in large numbers as auxiliaries to the 
medical services. The usual method of training laboratory techni¬ 
cians is for an institution to take on, as an attendant, a person 
who need have no preliminary educational qualification. He is 
expected to get his training by taking part in the day to day 
working of the laboratory. 

55. Within recent years facilities for the training of laboratory 
technicians have been organised in a few Mission institutions, 
particularly at Vellore, Madanapalli and Allahabad, under the 
auspices of the Christian Medical Association of India, Burma 
and Ceylon. A register of trained laboratory technicians has 
been opened. The rules for such training include a minimum 
educational qualification corresponding to the matriculation or its 
equivalent and a course of study lasting not less than nine months. 
The candidates are given a fairly complete practical training for 
the types of work connected with pathological, bacteriological and 
biochemical laboratories. The rules require that the training 
should be given in a hospital with a well-equipped laboratory and 
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with a minimum of 2,000 in-patients per year and a daily average 
•of 100 in-patients. The number of students allotted to each member 
•of the teaching and demonstrating staff is limited to two. 

56. In Madras a training course for radiographers is given at the 
•Government Radiological Institute. The course qualifies for the 
diploma of Certified Radiological Assistant (C. R. A., Madras), 
which is open to those who have passed the Secondary School 
Leaving Certificate Examination with science subjects or the 
Matriculation or its equivalent. The period of training lasts one 
year and consists of three parts. Part I comprises instruction in 
elementary anatomy, physiology and pathology. This is followed 
by Part II, which includes radiography, radium and X-ray treat¬ 
ment and electrology. Part III of the course lasts three months 
and is devoted to practical training. An examination is held at 
the end of each of the three parts. 

57. No training facilities exist at present in this country for a 
number of types of technicians, including physical therapists, 
dietitians, occupational therapists and dental hygienists. There is 
also no provision for the training of technicians for public health 
work. 

THE TRAINING OF HOSPITAL SOCIAL WORKERS 

58. The Sir Dorabji Tata School of Social Service in Bombay is, 
■we believe, the only institution in India which provides facilities 
for the training of social workers. This school has, on the whole, 
followed the American model and in a two-year course it provides 
instruction for social workers in the fields of family and child 
welfare, adult delinquency and industrial and labour problems. 
There is also a course, which includes medical and psychiatric 
social work and instruction on social case work and family case 
work. If the authorities who run this School are able to add 
instruction in certain special diseases such as tuberculosis, venereal 
diseases, etc., courses will become available here for the training 
of social workers in a wide range of health activity. 

59. There are no facilities, anywhere in the country, for the 
training of hospital social workers. We feel that adequate provi¬ 
sion for this constitutes an urgent necessity. We have little doubt 
that the general efficiency of all the larger hospitals in India will 
be greatly increased by appointing trained hospital social workers 
on their staff, as has been the experience recently in Great Britain 
and in America. They are also required if the training of the 
medical student in preventive medicine and public health is to be 
organised on sound lines. 
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BRIEF HISTORY OF THE DEVELOPMENT OF MEDICAL 
RESEARCH IN INDIA 

1. The present organization of medical research in India is the 
result of progressive development over the last 40 years. Prior to 
the beginning of the present century no regular organization existed 
and such research work as was done was carried out by medical 
officers on their own initiative and with their own resources, or, 
occasionally, by individual officers deputed by Government to in¬ 
vestigate special problems. The studies of some of these earlier 
workers are classical and amongst them may be cited the work of 
Lewis on trypanosomes; of Carter on the spirillum of relapsing 
fever, leprosy, and mycetoma infections; of Macnamara and 
Cunningham on cholera; and of Fayrer on snakes and snake 
venoms. At a later date, Ross made his epoch-making discovery 
while employed in routine military duty. 

2. The first (bacteriological laboratory in India was founded at? 
Agra in 1892 when Hankin was appointed as Chemical Examiner 
and Bacteriologist, and, with his training under Pasteur and Koch,, 
he was able to stimulate interest in the subject in India. It was 
later proposed that a laboratory for the whole of India should be 
established under Hankin’s direction but the scheme did not 
materialize. About this time the discovery of the setiological 
agents of plague and cholera, the work of Manson, Ross and others 
on the insect transmission of disease and the working out of the 
life-cycles of many human parasites were opening up a promising 
field for medical research. Such work, with its possibilities of 
great and original discoveries, naturally attracted enthusiastic 
medical workers but few facilities for research existed and there waa 
little opportunity for training. The first appearance of plague in 
Bombay in 1896 and its subsequent spread over vast areas in India, 
at a time when little was known of its epidemiology or of the 
preventive measures which should be applied, emphasized the- 
necessity for an organization for research on such subjects. Imme¬ 
diate work had to be undertaken on plague and for this purpose 
Haffkine, who was then studying prophylactic inoculation against 
cholera in Bengal, was deputed to Bombay. 

3. In 1899, the Sanitary Commissioner with the Government of 
India (Surgeon-General Harvey) submitted definite proposals for 
the organization of research laboratories. His scheme provided 
for a Central Research Laboratory and for a local laboratory in 
each Province and Military Command, but there was considerable- 
delay in implementing this scheme although it was approved by 
the Provincial Governments, and, generally, by the Secretary of 
State. 

4. In the meantime Haffkine’s successful manufacture of plague- 
vaccine necessitated the provision of accommodation on a large 
scale and for this purpose the Old Government House, Parel r 
Bombay, was taken over as a laboratory. 
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Although a number of workers had suggested the possibility of 
the ratflea as a vector of plague, conclusive proof had not been 
obtained. This problem was worked out in detail by a Commission 
appointed to work under an Advisory Committee the members of 
which were nominated by the Secretary of State for India, the 
Royal Society and the Lister Institute of Preventive Medicine, 
London. 

6. A project had been under consideration for a number of years- 
to establish a Pasteur Institute in India, and Kasauli was selected 
for the purpose. The Institute was opened in 1900. When the 
scheme for the establishment of a central institute for medical 
research was finally approved, Semple, who was then Director of the 
Pasteur Institute, was selected as Director, and in view of Lis 
experience, his view that Kasauli should be selected for the purpose 
prevailed and the Central Research Institute was opened there in 
1906. 

6. Prior to this the King Institute of Preventive Medicine had 
been opened at Guindy, Madras, in 1903-04 with functions largely 
of a public health nature, including the manufacture of calf-lymph, 
but also with provision for general bacteriological work and 
research on bacteriological and other problems related to tropical 
medicine. 

7. Thus, at the time the Central Research Institute was opened, 
two of the Provinces had large Institutes available for both routine 
laboratory work and research, viz,., the Bombay Bacteriological 
Laboratory, Bombay (later called the Haffkine Institute) and the 
King Institute, Madras. In addition, the Pasteur Institute of 
India, Kasauli, also served as a Provincial Laboratory for the 
Punjab and as a research centre. 

8. In order to staff these various institutes a permanent cadre of 
specially selected and trained medical officers was established. 
This cadre was originally known as the Bacteriological Depart¬ 
ment and is still in existence as the Medical Research Department 
of the Government of India. 

9. The following Institutes and laboratories were subsequently 
founded and opened in the years stated: —- 

Madras. —The Pasteur Institute'of Southern India, 

Coonoor ..1907 

Burma. —The Pasteur Institute of Burma, Rangoon 1915 

Assam.—The Pasteur & Medical Research Institute, 

Shillong ...... 1917 

Bengal. —The School of Tropical Medicine, Calcutta 1922 

All-India. —The AU-India Institute of Hygiene and 

Public Health, Calcutta . . . 1932 

All-India. —The Malaria Institute of India, Delhi . 1939 

10. The two institutes in Bengal, although primarily designed 
for teaching purposes, have carried out research on a large scale and 
many special research inquiries have been located in them. 
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11. The demand for routine laboratory services and for manufac¬ 
ture of vaccines and sera developed rapidly and it soon became 
apparent that the officers put in charge of laboratories were 
•becoming increasingly involved in administrative work and routine 
manufacture at the expense of their true research work; they had 
become to a large extent immobile and were no longer available for 
field investigations, to which it had been intended they should 
.devote a large part of their time and euergies. 

12. In 1914, to deal withAhis position, the Government of India 
.created 15 additional posts to bring the cadre of the Bacteriologi¬ 
cal Department up to 30. It was intended that the additional 
officers should be available for whole-time research either in the 
field or at existing laboratories. With the outbreak of war in 
1914 the scheme could not be brought into effect. Instead of extra 
•officers being recruited and research activities extended, many 
.officers on the small existing cadre were reverted to military duty 
and research work was greatly reduced. 

13. A step forward in the development of medical research in 
India was the creation of the Indian Research Fund Association in 
1911. The Governing Body of this Association appoints a Scientific 
Advisory Board to advise on technical matters and allocation of 
funds. The Association approves an annual programme of 
research, sanctions grants-in-aid for research, and, in certain cases, 
may constitute special inquiries. An annual conference on medical 
research is normally held at which work of the past year is 
reviewed, and proposals for the coming year put forward. 

14. In the past, applications for grants-in-aid for specific 
inquiries have been made chiefly by workers in the Central and 
Provincial Government Laboratories, and remarkably few have been 
received from the Medical Colleges and Schools of India. 

15. In addition to temporary inquiries, the Association has set 
.up and maintained certain semi-permanent organizations. 

(1) The Nutrition Research Laboratories developed out of the 
Beri-Beri Inquiry and Deficiency Diseases Inquiry under 
McCarrison at Coonoor. A semi-permanent unit with a staff of 
chemists, biochemists and medical assistants was constituted at 
'Coonoor in 1925. 

(2) The Malaria Surrey of India was constituted in 1926, and 
took over the functions of the Central Malaria Bureau of the Cen¬ 
tral Research Institute, Kasauli. Most of the activities formerly 
carried out at Kasauli are now performed in the Laboratory at 
Delhi. In 1940, the Survey became a charge on the Government 
of India and only the purely research costs were borne by the 
Fund. At the same time, the name of the unit was changed to 
the “ Malaria Institute of India 

16. In 1935, a scheme was brought into operation for forming a 
junior cadre of medical research workers to give younger workers 
of a suitable type an opportunity of taking up research. Six 
Appointments to this cadre were made by a Selection Board, but, 
beyond that, the scheme has not developed. The cadre has proved 
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.useful, and some appointments have been made from it, to the 
Medical Research Department. 

17. In 1940, a further scheme for training recruits was adopted. 
1 his consisted in tile offer of Fellowships to young graduates to 
.enable them to obtain experience in research, but not necessarily 
with the promise of permanent whole-time research work or 
of employment under the Association. A lew Fellowships have 
been awarded and the scheme is still under trial. 

18. The Indian Research Fund Association publishes the Indian 
Journal of Medical Research, Indian Medical Research Memoirs 
.and Journal of (he Malaria Institute of India, and maintains a 
.library at Kasauli. 

19. With the outbreak of' war in 1939, many of the younger 
workers in the Medical Research Department were recalled for mili¬ 
tary service, or joined the Army Medical Services. The result was 
that research activities in .Central and Provincial Government 
laboratories and in certain inquiries under the Indian Research 
Fund Association were considerably curtailed. Our investigations 
•were, therefore, undertaken at a time when medical research activi¬ 
ties were below pre-war standard. 

SURVEY OF MEDICAL RESEARCH ACTIVITIES IN 
INDIA TO-DAY 

I. Organization or Medical Research 

20. Organized medical research at the present time depends 
mainly on two organizations: — 

(1) The Central and Provincial Government laboratories and 

the Medical Research Department, and 

(2) The Indian Research Fund Association. 

1. The. Central and Rrari/urial Government Laboratories and 
Medical Research Department, 

21. When the Central and Provincial Government laboratories 
were established it was found necessary to maintain a permanent 
icadre of specially selected and trained officers to staff them. At the 

present time there are 30 sanctioned appointments in the Medical 
Research Department (originally the Bacteriological Department) 
maintained by the Government of India. Half of these appoint¬ 
ments are reserved for I.M.S. officers and the remainder are open 
to I.M.S. and non-I.M.S. medical officers. The intention has been 
that the Directors and Assistant Directors of the various Govern¬ 
ment laboratories should be drawn from this permanent cadre, 
and, until comparatively recent years, this has been done. More 
recently, however, the extended activities of the Provincial labora¬ 
tories have necessitated the employment of workers for special 
duties and these have been appointed, as required, without draw¬ 
ing upon the Medical Research Department. Officers of the 
latter Department have been placed on foreign service, from time 
to time, with other organizations such as the Indian Research 
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Fuad Association and the Pasteur Institute Associations. Since* 
the outbreak of war some of the regular officers of the Medical 
Research Department have been recalled to military duty and at' 
the present time only twelve officers of this Department are 
employed in Central, Provincial, or other civil institutions in- 
India, of whom six are I.M.S. and six non-I.M.S. 


2. The Indian Research Fund Association 

22. The Indian Research Fund Association is a registered asso¬ 
ciation, recognized by, and in close touch with, the Government of: 
India, from whom its funds have been mainly derived. The chief 
objects of this Association are: — 

(a) To initiate, aid, develop and co-ordinate medical scientific- 

research in India, to promote special inquiries and to 
assist institutions for the study of diseases, their pre¬ 
vention, causation and remedy. 

(b) To publish papers or periodicals in furtherance of the- 

objects of the Association and to propagate knowledge 
regarding the causation, mode of spread and prevention 
of diseases, especially those of a communicable nature. 

(c) To issue appeals and applications for funds, and to finance* 

inquiries and researches. 

23. Other objects of the Association include liaison with other 
scientific bodies with similar aims; to accept and administer 
endowments, funds and donations; to grant scholarships to selected 
individuals for advanced study, etc. 

24. The entire control and management of the affairs of the- 
Association are vested in a Governing Body, the composition of 
which is as follows: —• 

1. President—The Hon’ble Member of the Governor-General’s 

Council, for the time being, in-charge of the Portfolio* 
of Health. 

2. Vice-President—The Secretary, for the time being, of the 

Department of Health, Government of India. 

8. The Director-General, Indian Medical Service. 

4. The Public Health Commissioner with the Government of 

India (Secretary of the Association). 

5. The Director, All-India Institute of Hygiene and Public 

Health, Calcutta. 

6. The Director, Central Research Institute, Kasauli. 

T. The Director, School of Tropical Medicine, Calcutta. 

8. An eminent non-medical scientist elected by the Council’ 

of the Indian Science Congress. 

9. One representative elected by the Council of State. 

10 & 11. Two representatives elected by the Legislative- 
Assembly. 
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12, 13 & 14. Three representatives of medical faculties of 
universities who have had training and experience in 
medical research or public health. 

15. The Maharaja of Parlakimedi (life member). 

25. Members of the Association may be ex-officio holders for 
dhe time being of certain offices, or individual donors or sub¬ 
scribers, or may be elected or nominated as members as prescribed 
in the Mules and Regulations of the Association. The Governing 
Body appoints at each annual meeting a Scientific Advisory Board 
•of which the Director-General,' Indian Medical Service is Chair- 
unan, and the Secretary of the Association is Secretary. Members 
■of this Board hold office for one year, but are eligible for re-elec¬ 
tion. They need not necessarily be members of the Association. 
There is no restriction as to the numbers appointed to the Scientific 
Advisory Board, and the Board itself has power to co-opt additional 
.members for any particular meeting or purpose. The Board also 
has power to appoint Advisory Committees for special subjects 
.and to nominate the Chairman and Secretary of such Advisory 
Committees. There is no restriction on the number and size <>f 
dhe Advisory Committees appointed, and they have'the power, 
-subject to the approval of the Chairman Of the Board, to co-opt 
.additional members. It is thus within the competence of the 
Indian Research Fund Association to obtain the widest possible 
•scientific representation in the actual conduct of the affaire of the 
Association. 

26. In normal times a Research Workers’ Conference is held 
annually which provides a democratic scientific forum in which 
workers, including the most junior, have the opportunity freely to 
•express their opinions both on scientific matters and on the organi¬ 
sation and control of researches sponsored by the Association. 

The presence of Public Health Officers and representatives of 
•other interests at these conferences makes it possible to bring into 
ifocuB the interplay of research and practical health activities. 
The Indian Research Fund Association, therefore, serves a func¬ 
tion, not provided for by other agencies, in bringing into the field 
•of medical research, workers in laboratories other than the Central 
.and Provincial laboratories maintained by Government. 

3. Other Organizations 

27. In addition to the two chief provisions for the organization of 
■research referred to above, there are others of comparatively minor 
importance. These include the provision for research made by the 
■Endowment Funds of the School of Tropical Medicine, Calcutta, 
•of the Pasteur Institute Associations in India, and of the Indian 
'Council of the British Empire Leprosy Relief Association. 

Of the above, the Indian Research Fund Association is the most 
important organization for medical research in India at the present 
time. 
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II. Thk Central Research Institute and other Cents at. 

Government Laboratories 

1. The Central Research, Institute, Kasauli 

28. The Central Research Institute, Kasauli, was opened in 1906. 
as a Central Government Bacteriological Laboratory. The origi¬ 
nal intention was that the staff of the Institute should devote the 
greater part of their time and energies to the conduct of medical 
research both in the laboratory and in the field. With the passage 
of time, however, the ever-increasing demand for vaccines and 
sera manufactured at the Institute, and other important routine 
duties, have progressively reduced the time available for research 
until the unprecedented demand for vaccines and sera for the 
Defence Department, and the reduction in staff effected since the 
war, have reduced research activities to the lowest level in its 
history. 

29. The Institute is financed by the Government of India and is 
controlled by the Director-General, Indian Medical Service, for 
the Department of Health of the Government of India. In normal 
times, the revenue from the sale of vaccines and sera manufac¬ 
tured at the Institute covers all running expenses and, at the 
present time, considerably exceeds this amount. 

80. The Institute is provided with two cool rooms. Animal 
stocks are adequate for present, needs. ’ Accommodation for office andi 
stores is already congested. There is no separate Anaerobic Block, 
and work of this kind cannot, at present, be permitted owing to- 
the undesirability of working with anaerobic organisms in buildings 
used for the preparation of vaccines and sera for human use. 

The routiue work of the Institute consists of: — 

(1) The large scale manufacture of T. A. B. Vaccine (chiefly 

for the Defence Deptt.); Cholera Vaccine (for the 
Defence Department, Punjab, N.-W. F. P., Kashmir, 
and other States in Northern India; plus emergency 
supplies for Assam, Burma and Bengal); Anti-rabio 
Vaccine, both for human and animal use (for the 
Defence Deptt., Punjab, U. P. and certain States ill 
Northern India); Anti-venom Serum (for the whole of 
India, including the Defence Deptt.); Sterilized Surgi¬ 
cal Ligature (as an emergenev supplv to the Defence 
Deptt. in 1912-43). 

(2) Laboratory diagnostic work, on a limited scale, for 

hospitals and practitioners. 

(8) The testing of disinfectants for Government of India- 
contracts. 

(4) The Director is the Adviser to the Government of India 
(through the D.G., I.M.S. and the P.H.C.) and is also 
a member of the Army Pathology Advisory Board and 
of the Drugs Technical Advisory Board. In addition, 
advice is sought by many others including Administra¬ 
tive Medical Officers of Provinces and States, private 
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practitioners and research workers all over India. 
Advisory work is very heavy and is becoming increas¬ 
ingly more so. It covers a very wide field and often: 
necessitates extensive library work, and even ad hoc 
research. 

(5) For many years the Institute has accepted responsibility 
for tire storage and distribution of all imported and 
indigenous sera for the Defence Department under 
instructions issued by the Director of Medical Services 
in India, to whom the Director is Adviser on all matters, 
.connected therewith. 

(0) The Institute is the receiving and distributing centre, for 
India, for international standard anti-toxins received 
from the National Institute for Medical Research,. 
London, 

(7) The Institute is a recognized centre for yellow fever inocu¬ 
lation. The potency of the stocks of yellow fever 
vaccines maintained is estimated quarterly. 

18) A diagnostic unit is maintained, which can proceed 
at short notice to investigate and verify the suspected' 
occurrences of yellow fever in any part of India. 

(9) Since the war, the Institute has been made responsible for 
the inspection, on behalf of Government, of commercial 
concerns in India with a view to their recognition by 
the Government as approved suppliers of various 
products, including vaccines, sera, sterilized surgical 
ligature, and sterile solutious for parenteral injection. 

(10) Control sterility tests are carried out on a large scale on 

samples of cQnsignments ordered by Government prior 
to their acceptance. 

(11) Samples of vaccines are tested, as required, on behalf of 

public health authorities for sterility, specificity and 
protective value. 

(12) The preparation and issue of high-titre sera, standard 

agglutination suspensions, type sera for blood grouping,, 
etc. 

III. At one time, organized bacteriological courses were held at 
the Institute, but these have been in abeyance for many years. 
Requests are, however, often received for the training of medical 
officers or technicians in various branches of work at the Institute. 
Individuals trained in this way have come from Provinces and 
States in India, from commercial firms in India and from over¬ 
seas. 

32. The Institute has, for many years, provided accommodation 
for the library and central stores of the Indian Research Fund Asso¬ 
ciation, and for the office of the Indian Journal of Medical 
Research of which the Director of the Institute is the Editor. 
One specialized publication assistant assists in editing the Indian 
Journal of Medical Research. 
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The Institute is organized in six sections which are at present: — 

(1) Administrative Section (4) Rabies Section 

(2) General Section (5) Serum Concentration Section 

(3) Vaccines Section (0) Serum Standardization Section. 

The sanctioned staff of the Institute consists of the Director, 3 
Assistant Directors, 5 Military Assistant Surgeons and suitable 
subordinate establishment. The Staff total, in all, about 170. 

33. In addition to the above staff, there is at present one super¬ 
numerary officer financed by the Indian Research Fund Association 
•who is in-charge of the Serum Standardization Section. One Assist¬ 
ant Directorship is at present unfilled owing to the war. All of 
the above officers are whole-time employees and none of them is 
■engaged in private practice. 

The equipment available is not in all respects satisfactory for 
the routine work at present in hand. Some of it is old fashioned 
and badly worn. Equipment for research work is limited. 

The Institute maintains an excellent library for the type of 
work undertaken and these facilities are enhanced by the availabi¬ 
lity of the library of the Indian Research Fund Association. A 
trained librarian is maintained. 

The Institute has a fine record of research achievement carried 
out over a period of nearly 40 years and has gained for itself a 
name of international renown. It is natural that in a small 
isolated place, such as Kasauli, much of the research carried out 
has been of a basic nature. Nevertheless, much of this fundamen¬ 
tal research has proved to be of importance in practical fields of 
work. Important field investigations have also been undertaken 
as, for example, the classical study on the epidemiology of malaria 
by Christophers in the Punjab and at Singbhum; the investigations 
on typhus and relapsing fever by Cragg, and later the field inquiries 
on kala-azar, cholera, etc., financed by the Indian Research Fund 
Association. 

Kasauli has the distinct advantage of a healthy and temperate 
climate, in which it is possible to work at high pressure throughout 
the entire year and it is more suitable for many types of work than 
most plains stations. It is especially suited to the preparation of 
biological products under ideal conditions and to the breeding and 
maintenance of healthy animal stocks. 

2. The Malaria Institute of India. 

34. ‘ The Malaria Institute of India ’ or as it was formerly 
named ‘ The Malaria Survey of India ’, developed from the Central 
Malaria Bureau and the Entomology Section of the Central 
Research Institute, Kasauli. The pressing need for a separate 
organization to undertake teaching and research on Malariology 
had been keenly felt in the years immediately after the first Great 
War. This need was met by the inauguration of the Malaria 
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Survey of India in 192G as a semi-permanent inquiry under the 
Indian Besearch Fund Association. As in the case of many of 
the Government Laboratories engaged in other lines of work, the 
Malaria Survey of India, originally designed as a teaching and 
research organization, soon began to have forced upon it more and 
more work of a routine or public health nature. In 1940, the 
Government of India took over that part of the Malaria Survey of 
India engaged in duties of this kind. The research activities cf 
the organization continued to be financed by the Indian Research 
Fund Association. At the present time, therefore, the Malaria 
Institute of India is made up of a Public Health Section and a 
Research Section financed by the Government of India and by the 
Indian Research Fund Association respectively. In practice this 
division of activities is largely artificial, research going on hand in 
hand with the public health activities of which it forms an essential 
part. The functions of the Institute are many and varied but they 
may be summarized as follows: — 

(1) To be fully informed upon all malaria problems, and to 

advise Government on all issues relative to malaria in 
India. 

(2) To initiate inquiries and investigations on malaria; to 

carry out such inquiries as Government may for any 
reason require; to assist provincial organizations in the 
carrying out of such inquiries as may be undertaken 
by them, providing such assistance as desired and even, 
when thought necessary, to lend officers temporarily 
from the staff to work under local governments. 
c{3) To undertake systematic research into all the basic* 
facts underlying malaria transmission, prevalence 
and prevention such as the study of mosquitoes, 
systematic and bionomical; types of malaria parasites; 
transmission power of different species of Anopheles; 
mechanism of infection including the study of endemic 
and epidemic phenomena, etc.; gradually to complete 
and organize knowledge on these subjects and to 
arrange for the making of such knowledge available for 

S ractical application, or such other uses as may be 
esirable. 

•t( 4) To carry out epidemiological investigations, mapping of 
endemicity, study of hyper-endemic and healthy areas, 
study of malaria statistics on modern lines, and gene¬ 
rally to elucidate the underlying principles of malaria 
prevalence in India. 

•$») To advise upon and assist in the carrying out of anti¬ 
malaria measures; to study these scientifically and to 
judge and elucidate their results. 

;{f>) To undertake clinical work on malaria, including treat¬ 
ment ; to study serum reactions and allied aids to 
diagnosis; to study relapse problems, effects of new 
drugs, etc. 
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(7) To assist affiliated researches (e.g. kala-azar, filariasis,. 

sandfly fever, dengue, stegomyia work) by identification- 
of material, provision of trained staff and subordinate 
personnel. 

(8) To teach and train officers and others in practical malaria 

work. 

(9) To publish scientific results, useful guides, bulletins, etc.. 

(10) To keep alive interest in malaria study and prevention 

and to see that such interest wherever present is nursed 
and assisted. 

- 35. The existing staff has been reduced owing to the war and is 
at present inadequate to cope with the functions summarized above. 
Two appointments for research workers are at present in abeyance 
and research activities are strictly limited to certain subjects 

directly connected with the control of malaria in war. 

'• « 

•36. In 1942, advantage was taken of the generous offer of the 
Rockefeller Foundation to donate the equipment of Dr. Paul 
Russell’s Research Unit at Coonoor to form a much needed branch 
in Southern India. Owing to shortage of staff, if, has not been 
possible to place an officer permanently in charge to control and 
supervise the activities of the South India Branch. One of the 
functions of this Branch in South India will be to advise not only 
the Madras Presidency and the neighbouring Indian States, Imt 
also the numerous Tea and Coffee Plantations and other industrial 
concerns who frequently apply for advice oil malaria-control mea¬ 
sures to the Director of the Pasteur Institute, Coonoor. 

37. Although tlie Malaria Institute has been in existence for less 
than 20 years, it lias carried out a large volume of research work 
of the highest quality and has established for itself a reputation 
for malaria research which is probably unequalled by any other 
single organization in the world. 

The original headquarters of the Malaria Institute were located 
in the buildings of the Central Research Institute, Kasauli, In 
addition, a large Experimental Station was maintained in a hyper¬ 
endemic area at Ivarnal for the purpose of couducting field 
researches, translating the results of research work into practice, 
and conducting advanced courses of instruction bn malaria. In 
1936. the Malaria Institute was required to assume responsibility 
for the direction and supervision of a large scale anti-malaria 
project in Delhi. This necessitated the residence at Delhi of a 
considerable proportion of the staff of the Institute, and in 1940 
the Government of India placed a suitable building in Delhi at 
the disposal of the Institute. Subsequently, the Experimental 
Station at Ivarnal was given up and the work previously carried 
out both at this Station and at headquarters in Kasauli was trans¬ 
ferred to Delhi. The Institute still retains its library, stores and 
two laboratories at Kasauli. 

38. The courses of instructions on nmlariology now given to 
Medical Officers of the Army, Central and Provincial Government 
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services, railways, industrial concerns, etc., have been of great 
value in spreading knowledge of malaria throughout India and in 
stimulating malaria investigation and control in many parts of the 
country. In addition to these courses, special classes of instruc¬ 
tion have been held regularly for the training of engineers in the 
principles and practice of malaria prevention. Since the outbreak 
of the war. special courses have been held for medical officers of 
the Armies, Navies and Air Forces of British, American and other 
allied countries. The Director of the Institute is Consultant 
Malariologist to the Army in India. 

3. The Biochemical Standardization Laboratory 

39. This Laboratory was organized in 1930 in order to train, 
personnel in the technical methods of testing pharmaceutical and 
other products against the* time when legislation would be intro¬ 
duced to control their manufacture by commercial firms in India. 
The intention was that when the Drugs Act became law, the Bio¬ 
chemical Standardization Laboratory would be re-constituted as 
the Central Drugs Control Laboratory. Although the Drugs Act 
was passed in 1940 and the Drugs Buies, 1945, have recently been 
promulgated by the liovernment of India, this legislation lias not 
yet been brought into operation. The Laboratory is organized in 
sections for work on Pharmacology and 'Bio-assay, Pharmaceutical 
Chemistry and Biochemistry. 

4. The Imperial Serologist 

40. The Imperial Serologist with the Government of India is- 
provided with accommodation in the buildings of the Calcutta 
School of Tropical Medicine. This accommodation is very badly 
needed by the School itself. 

Itoutine work consists chiefly of serological investigations under¬ 
taken for medico-legal purposes but, in addition, a large number 
ot "VVassermanu reactions are performed. In addition to his 
routine duties the Imperial Serologist gives a limited number of' 
lectures on serology to students of the School of Tropical Medicine' 
and of the All-India Institute of Hygiene & Public Health. 

Despite a heavy burden of routine work and very limited accom¬ 
modation , a considerable volume of research work has been done in 
this Laboratory chiefly in relation to serological problems of 
medico-legal importance. 

IH, Medical Research in Laboratories maintained by Provin¬ 
cial Governments 

l. Laboratories maintained by the Government of Madras 

41. The King Institute of Preventive Medicine, Guindy. —The 
King Institute was founded as a provincial Public Health Labora¬ 
tory for the Madras Presidency in 1903, The Institute itself 
stands in a spacious compound at Guindy, about five miles from 
Madras City, and consists of a main building and a group of sub¬ 
sidiary buildings. Additional buildings have been added from? 
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time to time in order to provide accommodation for the gradually 
increasing volume of work undertaken. The accommodation 
available was adequate until the outbreak of the present war. 
Recently, sanction has been obtained for the construction of addi¬ 
tional buildings. The accommodation provided for the routine 
and research activities of the Institute is well designed and well 
•equipped. 

42. The chief functions of the King Institute, Guindy, are 
routine public health laboratory work, advisory work and research. 
The routine functions include: — 

(1) The conduct of bacteriological, serological and pathologi- 

cal examination of specimens from all hospitals in 
Madras City and from Government hospitals and dis¬ 
pensaries throughout the Madras Presidency. Speci¬ 
mens are also received from Mission Hospitals. 

(2) The manufacture of bacterial vaccines used in the prophy¬ 

laxis and treatment of diseases and also the manufac¬ 
ture of sterile solutions intended for injection. 

(3) The manufacture and distribution of therapeutic sera to 

various hospitals in the Presidency. 

(4) The manufacture and distribution of vaccine lymph for the 

use of the Public Health Department. 

(5) The conduct of public health laboratory work, such as the 

examination of water samples from protected and pro¬ 
jected water-supplies in the Province. 

(6) The conduct, by the Government Analyst, of examinations 

of foodstuffs in connection with the administration of 
the Prevention of Adulteration Act. 

(7) Blood Bank for the City of' Madras. 

43. Advisory work is carried out on a large scale and includes 
technical advice to the Government of Madras, including the 
Medical, Public Health, Fisheries and Hydro-electric Departments 
in connection with medical'and public health problems of all kinds 
and with problems connected with existing or projected water- 
supplies. Many other matters affecting the public health are 
referred to the Institutue by the Public Health Department. 

44. Research work has always been an important function of the 
Institute and among the subjects on which special research has 
been undertaken are : cholera, typhoid, plague, leprosy, diphtheria, 
virus diseases, malaria, filariasis and protozoal and helminthic 
diseases, and subjects relating to water-supplies, including water 
bacteriology, algology and endemic fluorosis. 

45. A prominent feature of the work of the Institute is the main¬ 
tenance of three special “ Investigation Units ”, which being 
mobile, can be despatched at short notice to investigate in the field 
any outbreaks of epidemic disease which may occur in the districts, 
-so that suitable preventive measures may be taken without delay. 
Since 1922, when the first of these units was set up, they have 
-undertaken special inquiries on dysentery, relapsing fever, typhoid 
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fever, cholera, malaria, gast.ro-enteritis, kala-azar, filariasi.9,. 
glandular fever, diphtheria, sprue, jaundice, beri-beri, meningitis, 
plague, stomatitis, etc. 

46. The work of the Institute is organized in various sections,, 
each of which is in charge of a specially qualified officer. There 
are, at present, 12 sections: — 

(1) Clinical Bacteriology and Media. 

(2) Serology. 

(3) Auto-vaccines and Stock Culture?. 

(4) Large-scale manufacture of Prophylactic Bacterial 

Vaccines. 

(5) Manufacture of Sterile Solutions for Injection. 

(6) Bacteriophage. 

(7) Manufacture of Vaccine Lymph. 

(8) Manufacture of Anti-toxic Sera. 

(9) Public Health Section (including water analysis, etc.). 

(10) Chemical Section. 

(11) Government Analyst. 

(12) Blood Bank and Plasma Processing Centre. 

47. The work of the above sections is under the control of the- 
Director who is assisted by 4 Assistant Directors each of whom is 
in charge of a group of sections. In addition, there are 15 medical 
officers, 15 senior non-medical assistants and a large staff of 
laboratory assistants, technicians, clerks, store-keepers, overseers,, 
animal attendants, etc. The Government Analyst has his own. 
separate staff. 

Regular courses of instruction are organized at the Institute 
for : — Spl t|’i| jppj 

(a) students taking the Bachelor of Sanitary Science Degree 

of Madras University, who receive instruction in the- 
manufacture and use of vaccine lymph; 

(b) students undergoing training for the Government Diploma 

in Laboratory Sciences, who receive advanced training 
for one month in serological methods and 

(c) students of the Sanitary Inspector class who are given.' 

training in vaccination work. 

48. In addition, special instruction is given to medical graduates 
in general bacteriological methods, usually for a period of three 
months, during which they are attached to the officer-in-charge 
of the appropriate section. Candidates desirous of undergoing 
training as laboratory attendants may be admitted for special 
instruction. 

49. The Institute possesses a good library, the books and periodi¬ 
cals in which are well chosen for the type of work undertaken, 
namely, medicine, public health, bacteriology, parasitology, 
immunology, analytical chemistry, etc. The library is in charge- 
of a trained librarian. 
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50. jNo special staff is maintained exclusively for research work; 
but research is undertaken by individual workers in addition to the 
routine duties allotted to them. A number of special research 
inquiries financed by the Indian Research Fund Association have 
been carried out at the Institute under the supervision of the 
Director. Most of these inquiries have, in the past, produced’ 
valuable results as, for example, the special investigations carried 

.out on virus diseases, including vaccinia virus, sandfly fever virus, 
typhus, dengue, trachoma, etc.; cholera, including studies on the 
vibrio, epidemiology, treatment and the value of prophylactic 
inoculation; plague, including epidemiology and the value of 
prophylactic inoculation; malaria, including experimental labora¬ 
tory investigations on immunology, protozoology and treatment ; 
.endemic fluorosis, the occurrence of which was first brought to 
notice by the Institute and the causes of which have since been 
■elucidated; water and sewage bacteriology, some of which has been 
.carried out under the auspices of the Water and Sewage Purifica¬ 
tion Committee; investigations on the algal flora in water-supplies, 
originally financed by the Indian Research Fund Association and 
now carried out as a routine by a permanent section, of the 
Institute. A continuous research activity is the evolution of 
newer and better technical methods in relation to the conduct of 
the routine work of the Institute. 

51. It will be clear from this brief summary of the advisory, 
routine and research activities of the Institute and from the great 
.expansion of its activities which has taken place over the last 

40 years, that the Institute has played a very important part in the 
• development of public health work in the Madras Presidency. 

The conditions of manufacture of biological products at the 
Institute are of a very high standard. The section for the pre¬ 
paration of vaccine lymph, for example, is probably better 
■ organized and equipped than any other in India and is considered 
to be equal to any in existence elsewhere. 

2. Laboratories maintained by the Government of Bombay. 

52. (a) Haffkine Institute, Bombay .—The Haffkine Institute 
was opened in old Government House, Farel, in 1900 and has since 
.been modified and extended to meet the growing needs of the Pro¬ 
vince. It is controlled and financed by the Government of Bombay. 

The primary functions of the Haffkine Institute are to carry 
•out routine public health laboratory work, to undertake the large- 
scale manufacture of vaccines, sera and other biological products, 
iand to undertake research work. 

The routine work of the Institute includes the large-scale manu¬ 
facture of plague, cholera, T.A.B. and anti-rabic vaccines; the 
manufacture of anti-toxins and toxoids, including tetanus, diph¬ 
theria, and gas-gangrene anti-toxins, tetanus and diphtheria 
toxoids and anti-dysentery and anti-plague sera ; clinical pathology 
for diagnostic purposes, a prominent feature of which is that work 
in connection with such infectious diseases as enteric, dysentery, 
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cerebro-spinal fever, diphtheria, typhus and malaria is carried out 
free, even for private practitioners; routine analyses of food and 
water as required by the Public Health Department of the Govern¬ 
ment of Bombay; tests on the nutritional value of foodstuffs and 
advice to Government; large-scale manufacture of solutions 
intended for parenteral injection; and the provision of a blood 
bank. 

At the present time the Institute is organized in nine depart¬ 
ments, namely: Vaccine Department; Serum and Anti-Toxin 
Department; Pharmacology Department; Biochemistry Depart¬ 
ment; Chemotherapy Department; Entomology Department; 
.Nutrition and Experimental Pathology Department; Virus 
Diseases Department; and Clinical Pathology Department. In 
addition, there are five associated field inquiries, namely (1) treat¬ 
ment of plague with sulphathiazole; (2) investigation of plague in 
Kholapur and adjoining districts; (3) leptospirosis; (4) typhus; 
(5) nutritional factors in hepatic cirrhosis. 

The llaffkiue Institute is exceptionally well equipped both for 
routine and research work, and especially for public health labo¬ 
ratory work, the preparation of biological products, and clinical 
work. Special features of the Institute’s equipment are constant- 
temperature rooms at 0°C., 4°C., 23°C., 28°C. and 37°C. Five 
rooms are being air-conditioned in connection with the blood bank 
.and the preparation of anti-toxins. Ample laboratory accommo¬ 
dation for all purposes is available and there are excellent animal 
houses, including stables and paddocks for 150 horses. 

The staff of the Institute includes the Director, 8 Assistant 
Directors, each of whom is in charge of a department, some 
27 officer assistants, including graduate technicians, and an 
adequate subordinate staff. 

The activities of the Ilaffkine Institute have increased rapidly 
in recent years and the annual budget has risen from approxi¬ 
mately Bs. 3 lakhs to Rs. 8 lakhs. The Institute is still expand¬ 
ing and at the present time some Rs. 12 lakhs are being spent on 
■improved accommodation and equipment. When this work is 
complete the budget will be increased. A point of particular 
interest is that the whole of the revenue of the Institute from sale 
of manufactured products and for other work is made available for 
maintenance and for expansion and development. 

The Haffkine Institute is also a training centre for Medical and 
Public Health Officers and Sanitary Inspectors in anti-plague 
measures. 

In addition to the very large volume of routine work carried 
■out, research work is undertaken on a wide variety of subjects 
No special research staff is retained but the work of the Institute 
is so organized that the officers in charge of the various depart¬ 
ments and their assistants, have sufficient time to undertake 
research in addition to their routine duties. These officers are 
■selected primarily on the basis of their aptitude for research work. 
iEmphasis is placed chiefly on applied research in relation to im- 
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proved production of biological preparations and health problems- 
of special importance to the Province. For many years the- 
Institute has been the chief centre in India for the investigation, 
of plague, and measures for its prevention and treatment. More- 
recently research work has been extended to cover a much wider 
field and at the present time work is being carried out on chemo¬ 
therapy, nutrition, malaria, physiology, entomology, virus diseases- 
and other subject. Most of the research work done is financed from 
the Institute budget but four inquiries are financed by the Indian 
Research Fund Association namely, the Plague Inquiry, the work, 
on Pharmacology of Anti-Malarial Drugs, the Typhus Inquiry 
and the Inquiry into Nutritional Factors in Hepatic Cirrhosis. 

The Haffkine Institute provides excellent facilities for medical 
research because of its ample laboratory accommodation, good 
equipment, fine animal houses and comprehensive library. The 
latter contains some 12,000 bound volumes and receives over 200 
journals and periodicals. Apart from its own resources the- 
Institute also benefits from its close proximity to and association 
with, the Seth G. S. Medical College and a group of hospitals 
including the Tata Memorial Hospital with its well-equipped’ 
research laboratories. Investigations on a wide range of subjects 
have been carried out in recent years and a number of important 
contributions to the literature have, been made. The Government 
of Bombay awards four research scholarships each year. 

(b) Public Health Laboratory, Poona .—This laboratory is 
engaged in the conduct of public health laboratory work, such as 
chemical and bacteriological analyses of water, and is adequately 
equipped for routine work of this kind. No research work is 
undertaken and the accommodation and equipment available are- 
not such as to make this laboratory a suitable research centre. 

(c) Vaccine Lymph Depot, Belgaum .—Vaccine lymph is 
prepared from cow-calves on a large scale in accordance with 
accepted routine methods. The accommodation, equipment,- 
appointments and technical conduct of the work are of a high', 
standard. The Depot would be capable of development into a 
centre for virus research work. 

8. Laboratories maintained by the Government of Bengal. 

53. Bengal lacks an institute of preventive medicine such as the- 
Haffkine Institute in Bombay or the King Institute in Guindy. 
The Government of Bengal has, however, provided for the pro¬ 
duction of essential -biological products and the conduct of public 
health laboratory work in piecemeal fashion. 

(a) The Vaccine Lymph Depot, Calcutta .—Primary vaccination 
in Bengal is compulsory, but the evidence available indicates that 
the arrangements for carrying it out are so unsatisfactory that 
only a small proportion of the infant population is vaecinated- 
while re-vaceination in the older age-groups is an even rarer 
occurrence. Nevertheless, the potential requirements of vaccine- 
lymph for the province apparently cannot be met from the Gov¬ 
ernment Vaccine Lymph Depot in Calcutta during epidemicr 
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periods and it is necessary to supplement the output of this Depot 
by obtaining additional supplies from other provinces. 

The Vaccine Lymph Depot in Calcutta is located on the ground 
floor of a rented house, the upper floor of which is used for the 
manufacture of cholera vaccine. The buildings are in a poor 
state of repair, and the rooms are ill-adapted to the work, having 
been constructed for residential purposes. The available accom¬ 
modation is insufficient, the fittings and equipment are poor, and 
the technical conduct of the work is not, in all respects, satis¬ 
factory. There is a spacious compound, but the housing provided 
for the calves in quarantine, the calves in reserve, and the calves 
under treatment, are badly designed and poorly equipped. For 
example, there are no proper stalls or fittings to prevent the 
vaccinated calves from lying down, or from licking themselves 
or each other. In brief, the conditions under which vaccine 
lymph is prepared in Calcutta leave a great deal to be desired. 
The work is carried out' in a routine, rule of thumb manner and 
no attempt is made to conduct research or otherwise to improve 
the present conditions of manufacture. 

The maximum output of vaccine lymph under present condi¬ 
tions is approximately 10 million “ doses ” per annum. 

(6) The Cholera Vaccine Laboratory, Calcutta ,.—The Cholera. 
Vaccine Laboratory is located on the upper floor of the rented 
building used for the Vaccine Lymph Depot. The accommodation 
available is quite unsuited to the work in hand and is grossly 
overcrowded. The rooms are mostly small, badly lighted and 
are in a poor state of repair. The technical conduct of the work 
is not, in all respects, satisfactory. Despite the many criticisms 
which could be made of the technique at various stages of manu¬ 
facture it was claimed that contaminations rarely occurred, This 
is surprising considering the frequency with which contaminations 
occur in other Government Institutes where the conditions of 
manufacture are incomparably superior. The laboratory was not 
able to meet recent emergent demands and additional supplies had 
to be obtained from Government laboratories elsewhere in India 
and from a commercial firm in Calcutta. The difficulty experi¬ 
enced by this overcrowded and ill-equipped laboratory in adapting 
itself to greatly increased output can well be understood. 

The maximum annual output is approximately 4,500,000 c.c. of 
vaccine. Manufacture is undertaken for only five days in each 
week. No research work is undertaken in this laboratory and on 
account of the poor accommodation and equipment available, it 
would be inadvisable to do so. 

(c) The Pasteur Institute, Calcutta ,.—The Pasteur Institute, 
Calcutta, like the two laboratories referred to above, is located 
in a double-storied residential building. The ground floor is used 
for the manufacture of anti-rabic vaccine and as a treatment 
centre, while the upper storey is used as the Superintendent’s 
living quarters. The buildings are in a very bad state of repair. 

The anti-rabic vaccine prepared is 1 per cent, carbolized sheep- 
brain vaccine. All other institutes in India now use a 5 per 
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cent, sheep-brain suspension. It has frequently been suggested 
that the strains of rabies virus prevalent in Bengal are less virulent 
than those in other parts of India, and it is presumably for this 
reason that the Pasteur Institute, Calcutta, has not adopted the 
stronger vaccine. The mortality from rabies among patients 
treated with 1 per cent, vaccine in Bengal is no higher than that 
reported elsewhere in India. 

The Institute is capable of producing all the anti-rabie vaccines 
likely to be required in Bengal and is at present turning out 
approximately 10,000 courses of anti-rabie treatment a year. The 
process of manufacture of the vaccine was not seen by us, but it 
was apparent from an inspection of the rooms used for the purpose, 
and from the information given by the Superintendent, that the 
conditions of manufacture could not be regarded as satisfactory. 

The staff of the Institute consists of a Medical Superintendent, 
two medical assistants, 4 laboratory assistants and appropriate 
clerks and menial staff. This may be considered a generous allot¬ 
ment for the routine work in hand, but in spite of thiB no attempt 
is made to undertake research, or otherwise to improve methods 
of manufacture of the vaccine. 

(d) Thu Bengal Public Health Laboratory, Calcutta .—This 
laboratory occupies very congested accommodation in the already 
overcrowded Calcutta School of Tropical Medicin^. The Labora¬ 
tory is concerned in the production of biologicals, only in so far 
as it is responsible for carrying out sterility tests on the products 
of other Government laboratories. 

The main functions of the Laboratory are to carry out routine 
public health laboratory work including the chemical and bac¬ 
teriological examination of water, analysis of foodstuffs sent to 
the Laboratory by local bodies under the provision of the Bengal 
Food Adulteration Act, and bacteriological work such as the special 
investigation of epidemic diseases and the examination of disin¬ 
fectants. 

The Laboratory is organized in two main sections (1) Chemistry 
Section (for food and water analyses), and (2) a Bacteriological 
section. 

The staff consists of a Director who is also professpr of Public 
Health Laboratory Practice at the Calcutta School of Tropical 
Medicine, a Public Analyst, 9 Assistant Analysts (chemistry), 
and two Bacteriologists, together with a staff of laboratory assis¬ 
tants, clerks, sweepers and peons and other inferior staff. The 
equipment of the Laboratory is adequate for the routine duties 
carried out. Research has been attempted from time to time, but 
at present, any serious attempt at scientific investigation is effec¬ 
tively precluded by lack of accommodation, lack of equipment, 
and lack of a proper animal house. 

Apart from the necessity for increased accommodation for the 
routine activities of the laboratory, tlie space at present occupied 
is very badly needed by the School of Tropical Medicine. 
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4. Laboratories maintained by the Government of the United 

Provinces. 

54. In addition to the Provincial Hygiene Institute at Luc know , 
provision is made for the manufacture of vaccine lymph at the 
Vaccine Lymph Depot, Patwa Dangar, near Naini Tal; laboratory 
work in connection with the Provincial Food Adulteration Act 
is carried out at the Laboratory of the Public Analyst in Lucknow; 
and routine medico-legal and excise work is undertaken at the 
Chemical Examiner's Laboratory, Agra. These various organiza¬ 
tions perform the functions of one of the larger provincial insti¬ 
tutes, such as the King Institute, Guindy. 

(a) The Provincial Hygiene Institute, Lucknow. —The Provin¬ 
cial Hygiene Institute, Lucknow, is housed in a modern, well- 
constructed building immediately adjacent to the King George 
Medical College, Lucknow. In the early years of its existence, 
courses for the Diploma in Public Health were held but these were 
discontinued when the All-India Institute of Hygiene and Public 
Health was opened at Calcutta. Courses of instruction are still 
given to Officers and sanitary inspectors of the Provincial Public 
Health Service; students of the medical college and health visitors 
also receive instruction in hygiene at the Institute. The staff of 
the Institute, though small, is w'ell qualified, and experienced in 
the type of work undertaken. Accommodation and equipment 
are barely sufficient for present needs. In addition to routine 
public health laboratory work the Institute meets the demands 
for cholera vaccine for the entire Province, and at present provides 
accommodation for the Provincial Wood Bank. These two latter 
activities were not envisaged when the Institute w 7 as built sixteen 
years ago, with the result that the available accommodation is 
already becoming overcrowded. There is, however, ample room 
for expansion. 

Manufacture of cholera vaccine at the Institute was commenced 
in 19-31 and the annual output is now approximately 1,000,000 doses 
a year. The rooms allotted for this work provide sufficient accom¬ 
modation ; the equipment is good and the supervision and technical 
conduct of the work are of a high standard. 

An important function of the Institute is to undertake special 
investigations into public health problems in the field as occasion 
demands. For this purpose a team of selected workers is mobilized, 
the selection of the workers and the equipment taken depending 
upon the nature and extent of the problem to be investigated. 
In the past, outbreaks of epidemic dropsy, meningitis, cholera, 
plague, food-poisoning, etc., have been investigated in this way. 
Research work has also been carried out at the Institute itself 
during recent years, the subjects studied including standards for 
turbidity of raw water admitted to filter-beds; researches on 
typhoid fever; work in connection with helminthic surveys at the 
Health Unit, Partabgarh, and at the sewage farms at Allahabad 
and Lucknow. There is a small library in the Institute which 
consists mainly of standard textbooks and a limited number of 
public health periodicals; the Medical College library is available 
for consultation in a nearby building. 
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( b ) The Vaccine Lymph Depot, Patwa Dangar, is ideally 
situated among beautiful surroundings at an elevation of 5,300 ft. 
The Depot consists of laboratories, animal houses and residential 
buildings scattered over an estate of some 23 acres and is com¬ 
pletely self-contained. Itp sole function is to manufacture and 
issue all vaccine lymph requirements for the Province. Maximum 
output is about 3,700,000 “ doses ” per annum. Manufacture is 
'normally carried out only from 1st October to 31st December 
each year. Experience has shown that manufacture can be con¬ 
tinued satisfactorily from October to March inclusive but that 
the yield and quality of lymph is poorer during the hotter months 
of the year. Lymph is prepared from bull-buffalo calves but in 
other respects the methods employed are those in common use 
elsewhere. The process of manufacture was not observed. Before 
issue the lymph is subjected to bacteriological examination and 
is tested for potency on animals as well as by field trial at selected 
centres. Accommodation and equipment are reasonably satisfac¬ 
tory for routine work. No research work is done but there is 
ample room for expansion for this purpose. Supplies of water and 
electricity are obtained from Naini Tal but the lack of a gas 
supply is a notable defect. 

(c) The Chemical Examiners’ Laboratory, Agra, is housed in 
a residential building. Accommodation is insufficient for the wide 
range of routine functions performed. A notable deficiency is the 
absence of an animal house. Equipment is reasonably satisfactory 
for most of the routine work undertaken but the laboratory lacks 
a spectrograph ultra-violet apparatus, X-ray, large-scale extrac¬ 
tors, muffle furnace, etc. Facilities for research are practically 
non-existent at the present time owing to lack of accommodation 
and heavy pressure of routine work. Library facilities are very 
meagre. Despite these handicaps some research work is in pro¬ 
gress chiefly in relation to the improvement of routine procedures 
followed in the Laboratory. The Chemical Examiner expressed 
the opinion that medico-legal work in India is carried out in a 
most unsatisfactory manner and emphasized the need for a central 
institute to undertake research and provide a training centre for 
this important subject. 

(d) The Public Analyst’s Laboratory, Lucknow .—The Professor 
of Chemistry, University of Lucknow, holds the office of Public 
Analyst and accommodation is found within the Department of 
Chemistry. He is assisted by one whole-time Assistant Public 
Analyst and seven or eight Analyst Assistants. Boutine work is 
confined to analysis of foodstuffs under the Provincial Food 
Adulteration Act. Accommodation is very limited and equip¬ 
ment, while good for most of the routine work, is deficient as 
regards a spectroscope, ultra-violet apparatus and vitamin-estima¬ 
tion apparatus. Owing to heavy routine duties, lack of space and 
equipment, research is not undertaken apart from occasional 
investigations for the solution of specific problems referred to the 
Laboratory. In the opinion of the Public Analyst and his assist¬ 
ants, research is badly needed to evolve better methods for the 

396 



MEDICAL HESEABCH 


detection of food adulteration, for the quantitative estimation of 
certain ingredients, and to establish standards. In regard to the 
latter the need for research has been stressed by a special com¬ 
mittee of the Central Advisory Board of Health in a report 
published in 1939. 

(e) Provincial Blood Bank, Lucknow. —The Provincial Blood 
Bank was opened in 1942 under the technical direction of the 
Professor of Pathology, Medical College, Lucknow. Its main 
functions are to collect, process, store and supply transfusion 
material to hospitals and dispensaries and to train medical officers 
in approved methods of blood transfusion and blood matching. 
The main processing centre is located in the Provincial Hygiene 
Institute and is well staffed and equipped. 

5. Laboratories maintained by the Government of the Punjab 

55. Although the Punjab lacks an Institute of Preventive 
Medicine organized on as broad a basis as the Haffkine Institute, 
Bombay, or the King Institute, Guindy, most of the functions 
performed by one of the larger institutes are provided for in one or 
other of the following laboratories: 

(a) The Punjab Epidemiological"Laboratory, Lahore. 

( b ) The Vaccine Institute, Lahore. 

(c) The Punjab Provincial Bacteriological Laboratory, Lahore. 

(d) The Chemical Examiner’s Laboratory, Lahore. 

The Central Research Institute, Kasauli, although a central gov¬ 
ernment institution, is situated in the Punjab and supplies the 
Province’s requirements of vaccines and sera. 

(a) The Punjab Epidemiological Laboratory , Lahore, is accom¬ 
modated in buildings of the King Edward Medical College, Lahore. 
The Laboratory performs the routine functions of a public health 
laboratory and is well equipped for this purpose. In addition, it 
functions as an investigation and advisory bureau for the Pro¬ 
vincial Public Health Department and serves as a training centre 
for sanitary inspectors. Investigation units have been mobilized 
from the resources of the Laboratory from time to time and 
important field inquiries have been undertaken in this way espe¬ 
cially on hookworm, malaria and cholera. Special units are set 
up from time to time in connection with large fairs. The Labo¬ 
ratory issues an annual forecast pf the probable occurrence of 
epidemic malaria in various parts of the Province and performs 
the functions ordinarily undertaken by a Public Analyst’s 
laboratory. 

( b ) The Vaccine Institute, Lahore, is concerned chiefly with the 
production of vaccine lymph to meet the needs of the Province. 
Supplies are also made to other areas including Afghanistan and 
Persia. Accommodation and equipment are satisfactory for the 
production of vaccine lymph according to recognized routine pro¬ 
cedures. Buffalo-calves are used. Research work is also carried 
out, an example of which is the cultivation of vaccine virus on 
chick embryo. 
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(c) The Punjab Provincial Bacteriological Laboratory , Lahore , 
is a diagnostic laboratory which undertakes clinical, pathological 
and histological examinations ior the Province as a whole. 

(d) The Chemical Examiner's Laboratory, Lahore, performs 
routine medico-legal work, and, in addition, undertakes analysis 
of foodstuffs. 

(e) Mobile Research Laboratory, Lahore .—The Government 
of the Punjab has recently sanctioned the creation of a Mobile 
Research Laboratory with its own separate staff and equipment 
which will be based on the Pathology Department of the King 
Edward Medical College. This unit will be available to under¬ 
take field investigations any where in the Province and the inten¬ 
tion is that it should spend as much time as may be necessary to 
investigate the particular problem in hand. The staff of this 
Mobile Laboratory will undertake all of the field investigations 
necessary, and, in addition, will collect material which can be 
more exhaustively investigated in the Department of Pathology 
or in any other department of the Medical College. The policy 
regarding the use of this Mobile Laboratory will be laid down by a 
small committee consisting of the Inspector-General, Civil Hospi¬ 
tals, the Director of Public Health and the Principal of the 
Medical College. 

6. Laboratories maintained by the Government of Assam. 

56. (a) The Pasteur Institute and. Medical Research Institute , 
Shillong .—The proposal to establish a Pasteur Institute in Assam 
was first put forward in 1906 by the Assam Branch of the Indian 
Tea Association. The continued efforts of this Association in this 
direction resulted, in 1910, in the allocation of a part of the King 
Edward VII Memorial Fund for the construction of an institute. 
This was supplemented later by a grant of Its. 40,000 from the 
Indian Research Fund Association to establish a library and pro¬ 
vide equipment for the Institute. The buildings were completed 
and the Institute opened as an anti-rabie treatment centre at 
Shillong in 1917. At the present time the main institute and 
certain auxiliaries are located on the outskirts of Shillong at an 
elevation of about 5,000 ft. The institute buildings are situated 
in a compound about 10 acres in extent. The institute and its 
auxiliaries consist of: — 

(1) The main laboratory. 

(2) A clinical research hospital with some 20 beds. 

(3) A malaria training centre connected with the Research 

Section of the Assam Medical Research Society. 

There are good staff quarters, animal houses, etc,, and the large 
compound offers space for considerable future expansion. 

The work of the Institute is organized in three main sections: — 

(I) Rabies Section .—This provides a centre for anti-rabie 
treatment at which some 2,500 patients are treated 
annually. Medical Officers in charge of public and 
private anti-rabie treatment centres are trained here. 
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Large-scale manufacture of' anti-rabie vaccine is under¬ 
taken and supplied to the ever-increasing number of 
treatment centres throughout the Province. 

(2) Laboratory Diagnosis Section .—The Institute serves as a 

Provincial Laboratory for routine diagnostic work 
including microscopical, cultural and serological work 
and the histological examination of tissues. Over 4,000 
examinations of this kind are carried out annually. 

(3) Vaccine Manufacturing Section .—This section is engaged 

chiefly in the large-scale manufacture of prophylactic 
cholera and T. A. B. vaccines to meet the needs of the 
Province. The preparation of a combined cholera- 
dysentery bacteriophage is undertaken on a large scale 
and this product is supplied not only to Assam but 
also to practically the whole of India. Demands for 
these products are very variable and it is necessary to 
maintain large reserves to meet the excessively high 
demands received during epidemics. In 1935 and again 
in 193b, nearly one million ampoules of cholera bacterio¬ 
phage were issued, while in 1938 nearly one million 
c.c. of cholera vaccine were issued. 

The small clinical research hospital is an important part of the 
Institute and a great deal of experimental w-ork has been carried 
out in it, principally on the treatment of kala-azar by antimony 
compounds, and on the treatment, of cholera and dysentery by 
bacteriophage. 

In 1930, the Research Section of the Assam Medical Research 
Society was established at the Institute and since that time con¬ 
siderable work on the epidemiology, prevention and treatment of 
cholera and on the control of malaria in the field, has been carried 
out. 

The officers of the Institute have alwavs been members of the 
Medical Research Department. The standards niaintained in the 
production of biological preparations are on a par with other 
central and provincial institutes similarly staffed. The inter¬ 
change of officers between these institutes has resulted in the 
dissemination of the best and most up-to-date procedures among 
the various institutes. 

The Pasteur Institute, Shillong, has a good record in the field 
of research. This has been carried out principally on diseases of 
particular importance to Assam, especially kala-azar, cholera, 
dysentery, malaria, Naga sores, etc. Among the better known 
of these researches may be cited the work of Short!, Knowles and 
others on the treatment of kala-azar and on the transmission of 
this disease by the sandfly; the work of Morrison on the treat¬ 
ment of cholera and dysentery by bacteriophage, and on the 
technique for large-scale manufacture of this product evolved by 
him; and the work of Rice and others on the investigation and 
control of malaria in Assam. The Institute has also played an 
important part in the 8-year programme of cholera research 
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financed by the Indian Research Fund Association. The part 
played in these investigations by members of the staff of the Insti¬ 
tute, including Anderson, Pandit and others, concerned chiefly 
the isolation of various types of cholera ’phage and their influence 
on the characters of F. choleras. 

( b) The Provincial Public Health Laboratory, Shillong, is 
closely linked with the Pasteur Institute though it is not an 
integral part of it. This laboratory carries out routine analyses 
of food, water, etc. 

IV. Medical Research in Teaching Institutions. 

1. Post-graduate Teaching Institutions. 

57. (a) School of Tropical Medicine, Calcutta .—The School of 
Tropical Medicine was founded through the initiative of Major- 
General Sir Leonard Rogers, I.M.S., and was opened in Calcutta 
in 1922. The teaching facilities available depend on (1) the 
School proper which is housed in a well-designed and constructed 
four-storey block, properly equipped to undertake teaching and 
research on a wide variety of subjects, and (2) a small but well- 
designed and equipped Hospital (Carmichael Hospital for Tropical 
Diseases) which provides beds for over one hundred men, women 
and children suffering from a varied selection of tropical diseases. 
The patients admitted to this hospital are carefully selected so as 
to provide a representative range of clinical material for teaching 
and research. Approximately 1,000 in-patients and 25,000 out¬ 
patients are treated at the hospital every year. The facilities thus 
provided for teaching and research on tropical diseases are pro¬ 
bably unrivalled in any part of the world. 

The buildings for the School proper were erected by the 
Government of Bengal who received a grant of Rs. 5 lakhs towards 
the initial cost from the Government of India. Funds for the 
erection of the Hospital for Tropical Diseases and for the conduct 
of research were collected from public and private sources by Sir 
Leonard Rogers. At the present time, certain departments of the 
School are staffed and maintained by the Government of Bengal, 
while others are financed largely from the Endowment Fund of 
the School or from considerable sums of money donated each year 
by various industrial concerns. A number of research inquiries 
are also financed by the Indian Research Fund Association. The 
activities of the School have expanded rapidly till at the present 
time there are nearly 20 departments, each busilv engaged in the 
conduct of research in addition to routine teaching work. The 
research work undertaken covers tropical medicine, pharmacology, 
entomology, chemistry, pathology, bacteriology, protozoology, 
haematology, diabetes, filariasis, helminthology, dermatology, kala- 
azar, leprosy, bowel diseases, indigenous drugs, nutrition, etc. 

Each of the subjects enumerated appears to enjoy the status 
of a separate department. The Professor of Tropical Medicine acts 
as co-ordinator of research. The School has a fine record of re¬ 
search work covering a very wide range of subjects. Much of the 
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work done has a clinical bearing and this is of particular impor¬ 
tance inasmuch as many of the other institutions in India engaged 
on medical research are largely or entirely divorced from clinical 
material. 

Every department of the School is, at present, suffering acutely 
from lack of adequate accommodation and it is true to say that 
the work being carried out is seriously handicapped by lack of 
space. The various departments of the School are at present so 
overcrowded that it would be impossible for them to accommodate 
any appreciable number of graduates for advanced training in 
research. 

The School is primarily a teaching institution and courses of 
instruction are given which are particularly suited to the needs 
of India. Two courses of instruction are given each year: one 
of six months’ duration for admission to the Diploma of Tropical 
Medicine of the Faculty of Medicine and Hygiene, Bengal; the 
other of three months’ duration for the examination of Licentiate 
in Tropical Medicine of the same Faculty. Admission to the 
longer course (D. T. M.) is, in general, confined to persons 
holding medical qualifications recognized by the General Medical 
Council of Great Britain and to Government Medical Officers. 
Admission is decided by a special Selection Committee at the 
School. 

The School also admits qualified students desirous of under¬ 
taking special lines of study or research for periods not exceeding 
six months, provided that the attendance of such students doeB not 
interfere with the prescribed courses of study, and subject to the 
approval of the Surgeon-General with the Government of Bengal. 

Three courses, each of two weeks’ duration, are arranged each 
year for the post-graduate study of leprosy and these courses are 
sponsored by the Indian Council of the British Empire Leprosy 
Relief Association. 

In addition to the regular teaching at the School, lectures and 
demonstrations on protozoology and helminthology are given by 
members of the staff to students attending the D.P.H. courses at 
the All-India Institute of Hygiene and Public Health. 

Since the beginning of the war, the School has organized 
special intensive courses of instruction in tropical medicine for 
specialists in medicine of the British and American armies, and 
up to the present time over one hundred officers have received 
instruction in this way. A limited number of officers have also 
been admitted to individual laboratories of the School for 
instruction in special'subjects. 

The School of Tropical Medicine provides one of the few 
examples in India where advanced teaching and research are 
carried out side by side, where advantage is taken of the excellent 
clinical material available, and where students are trained in an 
atmosphere of research work. 

(b) The All-India Institute of Hutjiene and Public Health ,— 
This Institute is housed in a modern, well-equipped building 
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immediately adjacent to the Calcutta School of Tropical Medicine. 
It is staffed and maintained by the Government of India. 

The Institute was opened in 1932, for the purposes of “ investi¬ 
gating methods of applying knowledge for medical protection to 
large groups of the community ” and of training students in 
these methods. There are six teaching sections, namely: — 

(i) Public Health Administration. 

(ii) Vital Statistics and Epidemiology. 

(iii) Microbiology (including bacteriology; immunology and 

serology; filterable viruses and the rickettsias; medical 
entomology; protozoology and helmldfhology). 

(iv) Biochemistry, Nutrition and Physiological Hygiene (in¬ 

cluding public health chemistry and physiology applied 
to public health). 

(v) Sanitary Engineering. 

(vi) Maternity and Child Welfare. 

Kegular Post-graduate courses are held leading to the following 
diplomas : D.P.H.; D.P.H. & Hy.; D.M .C.W. Facilities are also 
available for students to prepare for the D.Sc. degree in public 
health of the Calcutta University, In addition, special courses 
are offered hy each teaching section for workers desirous of under¬ 
going training in a particular subject, and, since the Institute 
was opened, twelve such courses have been given. The Institute 
collaborates with the School of Tropical Medicine in its regular 
courses. 

The laboratories, lecture theatres and museum are, in normal 
times, well adapted for teaching and research. At present a con¬ 
siderable proportion of the available accommodation has been given 
over for emergency work, particularly for the Calcutta Blood 
Bank and for the large volume of routine work undertaken on 
behalf of the Defence Department by the Biochemical Standardi¬ 
zation Laboratory which is temporarily housed in the Institute, 
The facilities for teaching and research are enhanced by the oppor¬ 
tunities provided for demonstrations, teaching and research at the 
Health Centre, Singur. The library contains some 12,000 bound 
volumes and receives 124 journals selected so as to be comple¬ 
mentary to, and avoid overlap with, those received in the library 
of the School of Tropical Medicine. 

Special attention is now being given to the development of the 
primary function of the Institute, namely, the establishment of a 
controlled experimental area where methods of applying knowledge 
to large community groups can be investigated. The area selc ed 
for this purpose centres round the Health Centre at Singur. The 
scheme is a collaborative one between the Government of India 
and the Government of Bengal and administrative responsibility 
for it is vested in the Institute. It will thus be possible for the 
various sections of the Institute to undertake investigations on 
methods of applying knowledge of their particular subjects to large 
communities. The various sections of the Institute, as at present 
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constituted, are not sufficiently comprehensive to cover all aspects 
of public health. New sections of Physiological Hygiene and 
Industrial Hygiene are required and the Sanitary Engineering 
Section requires to be strengthened in view of the primary import¬ 
ance of environment on health, particularly in India. 

The work of the Institute is so organized that the staff of each 
section has ample time for research—probably as much as two- 
thirds of their time. In the decade since the Institute commenced 
to function, some 100 scientific papers have been published on a 
variety of subjects including epidemic dropsy, malaria, tubercu¬ 
losis, kula-gzar, nutrition, biochemistry and the clinical aspects 
of maternity and childwelfare. Opportunities for research are 
exceptionally favourable because of good accommodation and 
equipment, ample material both in the laboratory and in the field, 
and adequate library facilities. 

2. The Medical Colleges. 

58. In Western countries, medical research is undertaken chiefly 
in the various departments of the universities, medical colleges 
and teaching hospitals. Hesearch is, in fact, an almost universal 
activity in such institutions and is regarded as a normal function. 
Additional funds for research work are often made available by 

? rants-in-aid from public or private sources or from endowment 
unds. 

Broadly speaking, medical research receives little or no atten¬ 
tion in the medical colleges of India. There are, of course, excep¬ 
tions to this general rule. It is probable that the lack of research, 
which has been universally admitted, is due to a complexity of 
factors, the most important of which will be discussed below. 

The authorities responsible for staffing and financing the 
medical colleges are usually ignorant of the importance of research 
in relation to the achievement of a high standard of teaching 
and the development of a correct attitude of mind in the student. 
This point has been stressed by many witnesses whom we inter¬ 
viewed and, in the words of one of them, “ Research has never 
been an active interest of Government organizations and facilities 
for it have had to be slowly wrung out of unwilling administrators. 
Schemes for the advancement of learning or research are usually 
shelved under the plea of financial stringency, unless the authori¬ 
ties are stimulated into action hv such major eatastronbies as wars 
or epidemics In India the vision of the authorities in this 
respect has been even more limited than in many other countries. 
As a result of this ignorance and lack of interest at the top, the 
practice has been to restrict the teaching staff of individual depart¬ 
ments to the minimum necessary for the'conduct of routine teach¬ 
ing duties and, in some cases, provision for these has been inade¬ 
quate. Iii|many cases the authorities have, in their efforts to 
curtail expenditure, not only reduced teaching staff below an 
efficiency level but have reduced their emoluments below a reason¬ 
able living wage. Teachers in the medical colleges have eouse 
quentlv been compelled to indulge in private practice in order to 
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supplement their incomes with the result that their interests and 
energies have been diverted from academic pursuits. 

In the opinion of some witnesses lack of research is due pri¬ 
marily to the absence of adequate accommodation and equipment; 
others maintained that a potent cause was to be found in the 
failure to recruit the right type of men; and others again cited 
■over-security of tenure in teaching appointments as a strong con¬ 
tributory factor since this removed incentive to original investiga¬ 
tion. In his evidence, Professor A. V. Hill, Secretary of the Royal 
Society, said that in the medical colleges which he had visited since 
coming to India research was almost non-existent. In the pre- 
clinical subjects the head of the department was often the only 
member of the staff who was adequately paid. The number of 
assistants was in most cases, insufficient and even those available 
were so poorly paid that they were compelled to supplement their 
incomes by private practice. In the clinical subjects the greater 
part of the teaching was done by part-time workers most of whom 
were engaged in lucrative private practice. Individual members 
of the Committee expressed their general agreement with Professor 
Hill’s appreciation of the situation. 

During our visits to the different medical colleges in India 
the impressions we formed have, in general, confirmed the gene¬ 
ralisations made above and have emphasised the complexity and 
variability of the factors responsible for the absence of research 
in these colleges. Speaking generally, medical students in this 
country complete their studies without coming into contact with 
planned scientific investigation. This serious deficiency in their 
training is, in our view, of even greater importance than failure 
to advance knowledge of the subjects concerned. 

We shall now make a few remarks regarding individual insti¬ 
tutions. 

In the Calcutta Medical College the teaching of chemistry is 
at present a part-time activity of the Chemical Examiner to the 
Oovernment of Bengal whose heavy burden of routine work takes 
up so much of the accommodation available and absorbs so much 
or his time that research is virtually impossible. This is perhaps 
the most extreme example in this college though the same tendency 
was observed in the Pathology Department. In some of the other 
•departments lack of accommodation was not found to be a primary 
factor in preventing the development of research but some other 
factor would militate against research as, for example, lack o 
suitable equipment, insufficient assistants, or even absence of 
incentive on the part of the head of the department. 

The record of research in the Madras Medical College shows 
clearly that the output has varied in accordance with the energy 
and enthusiasm of individual workers. Thus, in the Anatomy 
Department 20 of the 25 papers published were contributed by 
one author, while in the Department of Operative Surgery one 
individual has been responsible for all of the 56 papers published. 
This College now maintains a “ Research Department ” the acti¬ 
vities of which are directed mainly to work on indigenous drugs 
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but work on other subjects, such as hormones, is also being carried 
out. Very little clinical research, in the true sense of the term, 
has been undertaken. An investigation on chronic fluorine poison¬ 
ing in which the clinical, radiology and biochemistry departments 
co-operated provides a notable exception. In this college research 
is not limited so much by lack of accommodation and equipment 
as by the heavy teaching duties and other extra-academic respon¬ 
sibilities which the professors and their assistants are required 
tp undertake. Nevertheless, it is apparent from the sporadic 
research activities of enthusiastic individuals that it is not impos¬ 
sible to attempt research, even though conditions may not be 
suitable for organized team work. 

The same remarks apply in general to the Stanley Medical 
College, Madras, which has recently been raised from the status 
of school to college. In this college, however, accommodation and 
equipment are poorer. The only department in which any appre¬ 
ciable amount of research has been attempted is Surgery, from 
which 66 papers have been published, all of them having been 
contributed by a single individual. 

The Vellore Medical College, like the Stanley Medical College, 
has recently been converted from a medical school into a college. 
This College is staffed by enthusiastic workers and is likely to 
develop as an active research centre. New modern buildings have 
been provided but, owing to war conditions, these have not yet 
been adequately equipped for research. 

The Agra Medical College has recently been raised from the 
old Agra Medical School but it is at present so short of accom¬ 
modation and so poorly equipped that it would be impossible to 
undertake research on any appreciable scale. In some depart¬ 
ments there is undoubtedly a genuine desire to do research work 
but it would be difficult to conceive of University departments 
with fewer facilities for it. In the Pathology Department, for 
example, the professor’s room is a short length of enclosed verandah 
while the reader and demonstrators share a room used also as,a 
routine diagnostic laboratory. Other departments are little, if 
any, better. 

King George Medical College, Lucknow, is in every respect 
better suited for research. This college is under the direct control 
of the University of Lucknow and this may help to account for 
greater research activity than in .most other medical colleges in 
India. In most departments accommodation and equipment are 
limited and routine teaching duties are heavy hut despite these 
handicaps, research work on a restricted scale is attempted in each 
of the pre-clinical departments. There is abundant clinical 
material in the hospital associated with the College hut little 
opportunity for research. 

Research has never been a major activity in the Lady Hardinge 
Medical College for Women, Delhi. The staff of the various 
departments are so limited that those available are fully occupied 
with teaching and other routine duties. In the hospital attached 
to the College the physicians and surgeons are so busily engaged 
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with hospital routine and teaching that there is little opportunity 
for research. Apart from these difficulties, the heads of the 
various departments have from time tp time been persons with 
little or no training for, or experience in, research work. Com¬ 
mendable efforts have, however, been made to conduct research in 
physiology and biochemistry. 

Important research work has been done in the Seth (f. S. 
Medical College, Bombay, especially in the Departments of 
Physiology and Pathology. In the former, researches on nutrition 
have been carried out with the aid of grants from the Indian 
Research Fund Association, although the accommodation and 
equipment available in this department are extremely limited. In 
the Pathology Department accommodation is more spacious, equip¬ 
ment is good, and there is a full complement of wholetime teaching 
staff. Important research work has been done since this depart¬ 
ment was re-organised by Dr. Khanolkar. The Departments of 
Anatomy and Pharmacology provide few facilities for research 
owing to shortage of' staff and lack of accommodation. The equip¬ 
ment in the latter department is good but accommodation is so 
limited that it is not possible to make the best use of it. All of 
the teachers in the Clinical Departments of this College are part- 
time workers receiving honoraria with the result that, they find 
time only to fulfil their obligations for the routine teaching of 
their students. The (Irant Medical College, Bombay, has the 
benefit of more spacious accommodation in the pre-clinical depart¬ 
ments but, in most cases, the equipment available is unsatisfactory 
for research work. 

In the King Edward Medical College, Lahore, accommodation 
is sufficiently liberal to allow of a limited amount of research 
work and equipment is, on the whole, satisfactory. The chief 
impediment to the development of research in this college has been 
an insufficiency of personnel. Research work has been undertaken 
sporadically on a variety of subjects in the Departments of 
Anatomy, Physiology, Pathology and Pharmacology and, in some 
cases, grants have been received from the Indian Research Lund 
Association. At the present time research work is being done 
in the Anatomy and Pharmacology Departments. Research on 
nutrition problems is at present in progress in the Chemistry 
Department of the Punjab University. There are two other 
medical colleges in the Punjab, namely, the Balak Ram Medical 
College, Lahore, and the Glancy Medical College, Amritsar. The 
former has only recently been founded and is not yet staffed 
and equipped for research work, while the latter lias recently been 
raised from the status of school to college. 

It is clear from this brief survey of representative medical 
colleges that research receives very little attention. It is signi¬ 
ficant, however, that in spite of many apparent difficulties enthu¬ 
siastic individuals have found it possible to devote much time and 
energy to research. This lends support to the evidence of some 
witnesses that one of the chief reasons for the absence of research 
is inaptitude or lack of initiative, incentive and enthusiasm on 
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the part of many of the teachers employed. It is noteworthy that 
very' few inquiries under the Indian Research Fund Association 
have been undertaken in departments of the medical colleges. 
Many of the difficulties in the way of research, such as insufficient 
assistance, equipment and material, could be overcome if the 
assistance of the Indian Research Fund Association were sought. 

o. The Medical Schools 

59. The remarks made above regarding research in the medical 
colleges of India apply even more forcibly to the medical schools. 
Accommodation and equipment are much poorer than in the col¬ 
leges and the teachers employed are. on the whole, less highly 
qualified. 

V. Medical Research Financed ry the Indian Research 
Fund Association. 

1. Malaria Institute of India (Research Section). 

60. As has been indicated above, the Malaria Institute of India 
was originally founded and maintained by the Indian Research 
Fund Association. In 1940, the public health activities of this 
organization were taken over by the Government of India and the 
research functions continued to be financed by the Indian Research 
Fund Association. The so-called public health and research 
functions of this Institute are so closely integrated that theii 
separation is in reality impossible. The research functions of the 
Institute have already been dealt with under the heading “ Malaria 
Institute of India ” in that section of this Report which deals 
with Central and Provincial Laboratories. 

2. Nutrition Research Laboratories, Coonoor. 

61. These Laboratories are housed partly in the Pasteur Insti¬ 
tute, Coonoor, and partly in buildings about 100 yards from the 
Institute. The latter buildings were constructed originally us a jam 
factory but have since been extensively re-modelled and expanded 
to make them suitable for laboratory work and the housing of 
experimental animals. Existing accommodation may be regarded 
as adequate for present needs and limited space is available for 
further expansion. The laboratories are well equipped for nutrition 
research work. In normal times such apparatus as is necessary 
for particular lines of work is easily obtained but since the war 
it has been difficult to procure new apparatus from abroad or to 
repair existing equipment which has gone out of order. 

The staff of the laboratories at present consists of a Director, 
Assistant Director, and seven or eight research workers including 
chemists, biochemists and medical workers. There are five labo¬ 
ratory assistants, six laboratory attendants, three clerks and some 
14 inferior servants, mainly animal attendants. 

The laboratories possess a good collection of books on nutrition 
and receive an adequate selection of periodicals. They also share 
the extensive library of the Pasteur Institute and the library 
resources thus provided are adequate for the work undertaken. 
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The chief functions of the laboratories are to conduct research 
on problems of nutrition, to act as an advisory bureau on all 
questions of nutrition, to do a limited amount of routine work, 
and to hold annual courses on nutrition. 

The research activities of the Nutrition Research Laboratories 
are well known all over the world. The credit for their develop¬ 
ment belongs to Major-General Sir Robert McCarrison, I.M.S. 
(retd.), who first outlined, and demonstrated the importance of 
nutritional problems in India. MeCarmon’s work began with 
an investigation of the effects of faulty diet on the thyroid gland 
but he subsequently extended the range of his researches to cover 
the pathological changes caused by defective diet in most of the 
organs of the body. McCarrison’s earlier work was financed by 
the Indian Research Fund Association as “ Beri-beri Inquiry 
and later as the “ Deficiency Diseases Inquiry ” and it was not 
until 1925 that the “ Nutrition Research Laboratories ” were estab¬ 
lished on a semi-permanent basis. Since 1925, the research activi¬ 
ties of the Laboratories have been progressively extended. Consider¬ 
able attention has been given to the study of the nutritive value of 
foodstuffs and data have been compiled regarding the content in 
most common Indian foods of calories, protein, fat, carbohydrate, 
calcium, phosphorous, iron, vitamins, etc. Dietary surveys have 
been carried out in many parts of the country and the state of 
nutrition in children has been extensively studied. Diseases 
related to nutrition, such as keratomalacia and stomatitis, have 
also been investigated. In later years the scope of nutrition 
research has become progressively wider and during the past decade 
some 150 scientific papers, covering many aspects of the nutrition 
problem, have been published. Research has suffered since the 
war owing to trained workers taking up military service. Work 
has, however, continued and the present research programme 
includes further investigations on the nutritive value of foodstuffs, 
methods of vitamin testing, basic nutritional research, animal 
experimentation and clinical investigations. 

Advisory work has become a heavy burden on the Director of 
the Laboratories. All requests for information and advice are 
carefully considered, the literature on the subject scrutinized, 
and every effort is made to provide accurate replies which will be 
of practical value to the inquirer. Advice is sought by the Public 
Health Commissioner with the Government of India, by the 
Department of Food, by various Central and Provincial Govern¬ 
ment Departments, by commercial organizations concerned with the 
feeding of labour, by missionary organizations, etc. The Director 
is also Honorary Consultant in Nutrition to General Headquarters, 
India. 

At present the routine work of the Laboratories includes 
vitamin testing on behalf of the -Inspectorate of Foodstuffs and the 
Department of Food as well as other Central or Provincial Gov¬ 
ernment Departments. Samples of fish-liver oils are tested for 
vitamin A. Generally speaking, tests are carried out only on 
foods which are of importance in connection with the food 
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situation in the country or with the war. Teats are not done for 
commercial organizations although requests for such are frequently 
received. 

A course of instruction on nutrition lasting about 10 weeks is 
held annually, usually in the months April to June. These courses 
have been attended by health officers, medical practitioners, agri¬ 
cultural officers, senior nurses, school teachers, etc. Up to the 
present, eight such courses have been held. Post-graduate 
students from other research organizations are occasionally admit¬ 
ted for periods of a few months for special studies, but normally 
voluntary workers are not provided with facilities to work on 
nutrition problems. Two research scholars, provided for under 
the Parlakimedi Trust Fund, are employed for three-year periods 
with the object of training young workers in nutrition. 

In order to educate the public in nutrition, three popular 
bulletins have been published in the Government of India Health 
Bulletin Series. One of these, “ The Nutritive Yalue of Indian 
Foods and the Planning of Satisfactory Diets ” haB achieved a 
wide circulation and has run into three editions. General articles 
are published from time to time in medical and other journals. 
Lectures and broadcasts are given as opportunity occurs. A nutri¬ 
tion museum is maintained in the Laboratories and attracts numer¬ 
ous visitors. By such means the results of nutrition research are 
brought to the attention of the public. 

3. Regional Nutrition Research Units. 

62. On the advice of the Nutrition Advisory Committee, the 
Governing Body of the Indian Research Fund Association recently 
sanctioned the creation of two Nutrition Research Units, one at 
Bombay and the other at Dacca. The establishment of these two 
units followed naturally on the continuous series of investigations 
on nutrition carried out at these two centres under the auspices 
of the Indian Research Fund Association for a number of years 
past. 

Research on nutrition has been undertaken in the Physiology 
Department of the Seth G. S. Medical College, Bombay, for the 
past fifteen years. These researches were, to a large extent,, 
financed by the Indian Research Fund Association and covered a 
wide field of investigation, especially on the nutritive value of 
pulse protein; cheap, balanced diets; nutritive value of fish, includ¬ 
ing vitamin content of liver oils obtained from them; the effect 
of parching on pulses and cereals; calcium metabolism; require¬ 
ments of dietary fat in the tropics; nutritive value of soya bean, 
etc. Nutrition inquiries under the Indian Research Fund Associa¬ 
tion were formerly carried out independently by Dr. S'. P. Niyogi 
and Dr. V. N. Patwardhan. With the creation of a Nutrition 
Research Unit at Bombay these inquiries have been amalgamated 
under the joint direction of these two workers. The staff of the 
Unit consists of three research assistants, one laboratory assistant 
and two laboratory attendants, in addition to the joint directors. 
The unit is based on the Physiology Department of the Seth G. S. 
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Medical College. The accommodation and equipment available to 
this Unit are very limited at present and if thiB Unit is to attain 
adequate status as a regional centre for nutrition research, it will 
be necessary to provide increased accommodation, greatly improved 
equipment and much better facilities for experimental animals. 
The Unit at Dacca is organized on similar lines. The annual 
grant for each of these Nutrition Research Units has been fixed 
at Rs. 12,000 per annum in the first instance. The Units will 
follow a plan already adopted by the Nutrition Advisory Committee 
and will pay special attention to problems of local importance. 
In the first instance researches will be carried out on the composi¬ 
tion of the lesser known foodstuffs consumed locally and the. influ¬ 
ence of various cooking processes on the more important food 
•constituents. 

The Indian Research Fund Association has also financed numer¬ 
ous other inquiries on nutritional problems at various centres 
throughout the country. 

4. Miscellaneous Inquiries under the Indian Research Fund 

Association. 

63. Since its inception in 1911, the Indian Research Fund 
Association has financed a large number of special laboratory and 
field inquiries on a very wide variety of subjects. Applications for 
grants for research on any subject with a medical or public health 
bearing may be submitted by any suitably qualified and experi¬ 
enced person who has the necessary facilities for carrying out the 
proposed programme of work. As has been indicated above, some 
of the inquiries originally instituted under the Indian Research 
Fund Association developed so successfully that they became semi¬ 
permanent in character, and, in one case (the Malaria Survey of 
India) was ultimately taken over in part and constituted as a 
permanent Central Government Institution. Reference has already 
been made to the Nutrition Research Laboratories, Coonoor, which 
have attained a position of virtual permanency. The Kala-azar 
Commission, which was originally constituted on the recommenda¬ 
tion of the Scientific Advisory Board of the Association, continued 
to carry out an extended investigation on this disease for nearly 
a decade. Similarly, a special inquiry on cholera was set up and 
•continued to function for 8 years. A large part of the Associa¬ 
tion’s activities have, however, been carried out by making grants- 
in-aid to research programmes put forward by individual workers. 
Such grants have been given not only to workers on the staff of 
Government laboratories and teaching institutions, but also to 
workers in universities, medical colleges, and other laboratories, or 
to workers in the field. 

All applications for grants for research work are carefully consi¬ 
dered by the Scientific Advisory Board and by the Advisory Com¬ 
mittees constituted by this Board, and it has often been claimed 
that no reasonable proposal for research has ever been turned 
down, 
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Applications for grants from the Indian Research Fund Associa¬ 
tion have been received mostly from workers on the staff of Govern¬ 
ment laboratories and teaching institutions, and comparatively 
rarely from departments of the universities and medical colleges 
in India. The reasons for the paucity of applications received 
from departments of medical colleges in India have been considered 
elsewhere in this Report. ' 

Special inquiries under the Indian Research Fund Association 
enjoy a freedom from official interference, which has made research 
work under the Association very popular with officers in Central 
and Provincial Government laboratories. The work achieved is 
subject to annual review, and so long as there is evidence that 
the investigations have been energetically pursued and remain 
promising, grants are ordinarily continued from year to year. 

The system of giving grants-in-aid to research workers whose 
emoluments are found from other sources has released the bulk of 
the Association’s funds for the provision of extra technical assist¬ 
ants, specialized apparatus and equipment, experimental animals, 
etc., for the work undertaken. 

One of the great benefits of the Indian Research Fund Associa¬ 
tion is that money can be made available for research work at short 
notice without the delays ordinarily occasioned by obtaining sanc¬ 
tion for the release of funds directly from Government sources. 
Recently, for example, it has been possible to set up almost imme¬ 
diately special investigations into the care and treatment of sick 
destitutes during the famine in Bengal and also to establish, at 
short notice, an inquiry into typhus fever in various parts of 
India. 

Within the limits of the financial resources of the Association, 
the numerous inquiries which it has financed have done much to 
bring to light knowledge which has proved of real importance in 
the epidemiology, mode of transmission, diagnosis, treatment and 
investigation of many of the more important diseases in India. 
Inquiries financed by the Association over the past 20 years have 
also helped to elucidate the resources of the country in regard to 
the use of indigenous drugs. 

VI. Medical Researc^ carried ovt ivy other Organizations. 

1. The Pasteur Institute of Southern India, Coonoor. 

64. The Pasteur Institute of Southern India was opened at 
Coonoor, Nilgiris District, in 1907. The major portion of the 
necessary funds was provided through the munificence of Mr. Henry 
Phipps, an American Philanthropist. 

The Institute is the property of the Pasteur Institute Associa¬ 
tion which is a body registered under the Societies Registration 
Act of I860. The management of the affairs of the Association is 
vested in a Central Committee of which the Surgeon-General with 
the Government of Madras is Chairman and the Director of the 
Institute is Secretary. 
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During the early years of its existence, the Institute was main¬ 
tained to a* large extent by voluntary contributions, although the 
salaries of the Director and other medical staff were borne by the 
Government of Madras. Revenue from the sale of anti-ruble 
vaccine and from the conduct of diagnostic laboratory work gradu¬ 
ally increased and the Institute is now entirely self-supporting. 
For a time the financial affairs of the Association were so 
flourishing that a reserve fund of some Rs. 8 lakhs was accumulated. 
The Government of Madras then withdrew the payment of the 
emoluments of the medical staff of the Institute but continued to 
support it by the purchase of all their supplies of anti-rabic vaccine. 

The Institute itself is a very well-constructed double-storied 
building standing in some 13 acres of beautiful park-land. Fine 
staff quarters and animal houses are available. The climate is 
ideally suited to laboratory work and for the breeding of healthy 
animal stocks. In 1938-39 the Institute was completely renovated, 
re-furnished, re-equipped and re-organized as a model centre for 
the large-scale manufacture of anti-rabic vaccine, a first-class 
diagnostic laboratory and a research centre. The Institute 
possesses a good library and normally maintains a trained librarian. 

In the earlier years of its existence, a considerable amount oi 
research work was carried out by the Director and Assistant 
Director, both of whom were officers of the Bacteriological (now 
Medical Research) Department. The retrenchment of the post of 
Assistant Director and the increased volume of routine work cur¬ 
tailed the time available for research for some years. Active 
research activities were resumed m 1938 when a Research Officer 
was appointed as a regular Institute employee and au officijj of 
the Medical Research Department was posted supernumerary to- 
establishment. In addition, a grant of approximately Rs. 10,000 
per annum was given by the Indian Research Fund Association for 
research on protozoal diseases (Protozoal Parasites Inquiry). In 
the following year an inquiry known as “ Malaria Investigations ’ 
financed by the Rockefeller Foundation was located at the Institute. 
The Institute has also provided a home for the Nutrition Research 
Laboratories of the Indian Research Fund Association for many 
years. As the result of close co-operation between the various 
organizations and inquiries referred to above, the Institute was a 
very active research centre when war broke out in 1939. There 
followed a drastic reduction in the number of officers available for 
research and by 1941 research activities were again reduced to a 
low ebb. The renaissance lasted long enough, however, to demon¬ 
strate the suitability of the Institute as a centre for research. 

2. Tata Memorial Hospital, Bombay. 

65. This hospital maintains a series of well-designed and 
equipped research laboratories under the direction of a competent 
pathologist with long experience of research work. Although 
established only three years ago the laboratories are now adequately 
staffed with enthusiastic workers and it is evident that an active- 
centre for medical research has been created. The laboratories are 
specially suited for research in biochemistry, biophysics, pathology 
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and clinical subjects especially surgical and radium therapy of 
cancer. The location of these laboratories in close proximity to 
other centres of research including the Haffkine Institute and the 
Seth G. S. Medical College is an additional advantage 

3. Indian Institute of Medical Research, Calcutta 

66. This Institute was founded by private enterprise through the 
initiative of its present Director, Dr. J. C. Ray. Its development 
has been retarded by lack of funds but the Government of Bengal 
has recently agreed to subsidize it to the extent of Rs. 10,000 per 
annum. Income is derived mainly from the sale of vaccines and 
other biological products manufactured at the Institute and from 
fees realized on diagnostic laboratory work carried out on behalf of 
private practitioners. Research has been a more or less spare time 
activity of honorary workers and has suffered greatly since the war. 
The Institute is located in a large residential apartment and is 
reasonably well equipped for the type of work undertaken. The 
Director edits a quarterly scientific journal, Annals of Biochemistry 
and Experimental Medicine, which has appeared regularly since 
1941. 

4. The Indian Council of the British Empire Leprosy Relief 

Association 

67. The Indian Council of the British Empire Leprosy Relief 
Association was founded in 1925, a year after the Association was 
founded in London. Since then, branches of the Association under 
the Indian Council have been opened in most of the Provinces in 
India. The Indian Council and its provincial branches have stimu¬ 
lated interest in leprosy in this country and have undertaken 
research, the training of medical personnel and the organization of 
leprosy propaganda. The annual expenditure of the Indian 
Council is about Rs. 1,25,000. Of this sum more than half is 
distributed to provincial branches. The research work sponsored 
by the Council is carried out at the Calcutta School of Tropical 
Medicine in collaboration with work financed by the Indian 
Research Fund Association and by the Endowment Fund of the 
School of Tropical Medicine. Research activities have included 
clinical, therapeutic, bacteriological and epidemiological studies 
on leprosy. These investigations have increased the knowledge of 
this disease and have proved of value in the diagnosis, treatment 
and prevention of leprosy. Associated with this research work, 
special post-graduate courses have been held at the School of 
Tropical Medicine and hundreds of medical officers have already 
been trained in this wav. In addition, lecture-demonstrations are 
given to-the students attending the D.P.H., D.T.M., and L.T.M., 
courses of the School and the All-India Institute of Hygiene. The 
Council publishes a quarterly journal, Leprosy in India. In 1936, 
a Centre was established at Bankura for the investigation of the 
epidemiology of leprosy in rural areas. The results obtained in 
this Centre have yielded valuable information about thd epidemio¬ 
logy of leprosy and have helped the evolution of a scheme for the 
control of leprosy in rural areas. 
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5. The Indian Institute uj Science, Bangalore 

t»8. The Indian Institute of Science, Bangalore, undertakes 
reseurcli work on the basic sciences on a large scale. The only 
department of this institute at present engaged in research work 
which has a direct bearing on medical problems is the Department of 
Biochemistry. During the past four years, this department has 
concentrated on the stud} - of biological products of therapeutic value 
and on methods for their preparation. For this purpose a pharma¬ 
cologist, a pharmaceutical chemist and a bacteriologist were added 
to the staff of the department. Research has been carried out on 
the preparation of renuet, pepsin, pancreatin, insulin, pituitrin, 
adrenalin, vitamins and other preparations. Some of the products 
enumerated above have been prepared at the Institute and supplied 
to Government; in other cases the methods worked out have been 
handed over for development on a commercial scale by private 
enterprise. Recently, work on the cultivation of penicillium and 
the preparation of penicillin has been carried out. Other aspects 
of the research work of this department have included the study of 
sewage purification, sewage fanning, the treatment of brackish 
water and the hygienic treatment of industrial liquid wastes. The 
research work carried out in this department tackles problems not 
adequately catered for in other laboratories in India and therefore 
promises to contribute results of practical value. 

(i. The Imperial Agricultural Research Institute, A etc Delhi 

09. This Institute w r as established at New Delhi after the old 
Institute at I'usa had been badly damaged by the Bihar eartuquake 
of 1935. The organization and layout of the Institute provide 
some valuable lessons, perhaps the most important of which are 
the necessity of allowing ample room for future development and 
the desirability of providing quarters for all members of the staff. 
Tlie Institute is well organized and is provided with adequate 
accommodation, equipment and personnel for the type of work 
undertaken, which consists mainly of post-graduate teaching and 
research of an applied nature. The work of the Institute has little 
direct bearing on medical and health problems. Experiments have, 
however, been carried out on nutrition, chiefly in the Chemistry 
Section. For example, the nutritive value of wheat and maize 
crqps raised on land manured with green manure, farm-yard manure 
and mineral manure has been determined by working out growth 
curves for rats. The results of these experiments indicate a higher 
nutritive value of wheat and maize raised on land treated with 
green manure, a slightly low r er value for crops raised with farm¬ 
yard manure, and a definitely inferior value for crops rafsed with 
artificial manure. The Institute has also taken a keen interest in 
the cultivation of pyrethrum in India and it has now been estab¬ 
lished that high-grade pyrethrum containing up to 1.2 per cent, 
pyrethrines can be grown in the drier areas in India at elevations 
of 4,000-5,000 ft. in Kashmir, Muree, the Nilgiris and Mysore 
State. The work of the Institute, although having little direct 
bearing on medical problems, covers fields of investigation 
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sufficiently close to medical subjects to make it desirable to obtain 
a closer liaison between medical and agricultural research than 
has existed in the past. If the proposed new All-India Medical 
Institute were established, it is clear that the scientific work in 
the two research institutes could be of considerable mutual assist¬ 
ance in the solution of scientific problems. The very fine library 
available at the Institute would be an additional advantage to 
the new institution, wherever it he located. 

The Director of the Institute considered that the climate of 
Delhi during the hot summer months was unsuitable for many 
types of work undertaken and stated that the quality and quantity 
of work done was very much greater during the cold season. He 
expressed the belief that if all buildings were air-conditioned the 
quality and quantity of work done during the summer months 
would be doubled. 

7. University College of Science, Calcutta 

70. The University College of Science, Calcutta, carries out 
research work of a very high standard in some of the basic sciences 
which have an important bearing on medical research, particularly 
on physics and chemistry. At the present time, the only work 
undertaken in this college, which is specifically related to medical 
problems, is the work on nutrition carried out under the direction 
of Professor B. C. Guha of the Department of Applied Chemistry, 
who receives a grant-in-aid from the Indian Research Fund Associa¬ 
tion for this purpose. The college is well staffed and equipped to 
undertake research in the basic sciences and it is felt that its work 
•could, with advantage, be developed to be of great value to medical 
research in general, particularly in regard to the training of 
medical research workers in the basic sciences. 

S. M'edical Research carried out by Commercial Firms 

71. There are in India to-day an increasing number of commer¬ 
cial concerns engaged in the production of pharmaceutical and 
biological preparations. Some of these are already firmly established 
and, as has been pointed out elsewhere, the standard of work of the 
better-known firms has now reached a much higher level than 
formerly. In some cases, special research laboratories are main¬ 
tained, the workers in which undertake investigation in relation 
to the production of both pharmaceutical and biological prepara¬ 
tions. Up to the present, most of these investigations have been 
•directed to the practical production of these preparations but 
recently articles have been submitted for publication on subjects 
not directly related to commercial production. It is well known 
that some of the best known firms in America and Europe maintain 
their own research laboratories and that a great deal of scientific 
investigation of the highest quality has been carried out in them. 
It cannot be said that this stage has yet been reached in India 
but there are indications that the research activities of the scientific 
workers of the better known firms in India are likely to increase 
In the future. It may be presumed that some work of this type 
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will be regarded as a trade secret but it seems not unlikely that 
the results of work of general application may be freely published. 
Research work in commercial firms is to be encouraged as apart 
from the results achieved, the training and insight gained in its- 
conduct are likely to lead to higher standards in relation to the- 
commercial work undertaken. 
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RECOMMENDATIONS 

CHAPTER I 

INTRODUCTION 

The Health Problem in India 

1. A study of Volume I of our report cannot fail to reveal the 
extent and intensity of the dark shadows in the health picture of the 
•country. It is not for us to apportion responsibility for the sombre 
realities which face us today. It is with the future that we are con¬ 
cerned and if the picture is to be substantially altered for the better 
with the least possible delay, a nation-wide interest must be aroused 
and the irresistible forces of an awakened public opinion arrayed in 
the war against disease. Only a vivid realisation of the grievous 
handicap which is today retarding the country’s progress can help to 
mobilise am all-out effort in this campaign and infuse into it, a 
driving force which will gather and not lose momentum as time goes 
on. If it were possible to evaluate the loss, which this country 
annually suffers through the avoidable waste of valuable human 
material and the lowering of human efficiency through mal-nutrition 
and preventible morbidity, we feel that the result would be so start¬ 
ling that the whole country would be aroused and would not rest 
until a radical change had been brought about. 

We refer on page 35 of this part of our report to an estimate 
which has been made of the economic loss attributable to a single 
disease—malaria. Admitting that such assessments can lay no claim 
to mathematical exactitude, the figures, which come from an un¬ 
questionably authoritative source, even if approximately correct, 
are sufficiently arresting to demand something more than passing 
notice or academic interest. 

2. We desire to avoi$ any semblance of special pleading in the 
-emphasis we place on the paramount importance of health in any 
plan for the future development of the country. We realise that the 
most effective progress postulates a closely co-ordinated advance, in 
which complementary effort in many fields must be correlated, if the 
national development front is to move forward steadily, smoothly and 
with the greatest volume of practical achievement. 

Nevertheless, we feel that a nation’s health, using the term to 
-signify that positive state of well-being in which mind and body are 
able to function to their fullest capacity, is perhaps the most potent 
single factor in determining the character and extent of its develop¬ 
ment and progress. Expenditure of money and effort on improving 
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the nation’s health is a gilt-edged investment which will yield not 
deferred dividends to be collected years later, but immediate and 
steady returns in. substantially increased productive capacity. 

The worker, in whatever field he may be engaged, can only give 
of his best if his physical condition is not impaired by any disability 
resulting from the absence of sound health. We feel we can safely 
assert that a nation’s wealth, prosperity and advancement, whether 
in the economic or the intellectual sphere, are conditioned by the 
state of its physical well-being. 

In regarding national health aa the foundation on which any plan 
of reconstruction must be based if it is to yield optimum results, we 
feel we are merely repeating an axiomatic proposition. We need no 
further justification for attempting to evolve a comprehensive plan 
which must inevitably cover a very wide field and necessarily entail’ 
large expenditure, if it is to take into account all the more important 
factors which go to the building up of a healthy, virile and dynamic 
people. 

A Future Health Plan in Outline 

3. At the outset, we must ensure the conditions essential for 
healthful living in town and country-side. Suitable housing, sanitary 
surroundings and a safe drinking water supply are the primary con¬ 
ditions for securing such a measure of environmental hygiene as is 
essential to ensure the pre-requisites of a healthy life. Without 
these our towns and villages will continue to be factories of disease, 
which will help to maintain undiminished the demands on the 
curative side of the medical services. 

The provision of effective means for the early detection and pre¬ 
vention of epidemic and communicable diseases must take a very 
high place in the organisation of public health moasures, while 
improvement in nutritional standards must form an objective as 
fundamental as any in our basic plan of health development. Nutri¬ 
tion involves not merely a properly balanced but a quantitatively 
adequate diet, and this opens up avenues of enquiry beyond the 
scope of our task. 

The elimination of unemployment, the provision of a living wage, 
improvement in agricultural and industrial production, the develop¬ 
ment of village roads and rural communications, as distinct from 
the great national highways now projected, are all so many facets 
of a single problem calling urgently for attention, though it lies 
outside our province to do more than make a passing but pointed 
reference to them. We should be failing in our duty if we omitted 
to stress the composite character of the problem with which we are 
faced and to point out that a frontal attack upon one sector alone 
can only end in disappointment and a waste of money and effort. 

Nor can man live by bread alone. A vigorous and healthy commu¬ 
nity life, in its many aspects, must be suitably catered for.' Recrea¬ 
tion, mental and physical, plays a large part in building up the con¬ 
ditions favourable to sound individual and community health afTd 
must receive serious consideration. 

4. Turning next to the problems more particularly concerned with 
the care of the individual, wo must start at the very beginning. 
Every child has the right to be ensured a fair chanco of living a 
normal, healthy life and of contributing eventually, as an adult mani 
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or woman, its full share to the general advancement of the commu¬ 
nity. This will entail the proper care of expectant mothors and the 
provision of adequate ante-natal, natal and post-natal attention. 

The child, during every stage of its journey towards adult life 
needs suitable care and attention. Its proper nutrition, its health 
care and health education, its physical development are matters of 
concern to the State, which must see that where parental efforts are 
inadequate, the child does not suffer. When the necessity arises 
for medical attention for the individual, there should be an adequate 
health service to turn to, from which no question of lack of means 
should cut him off. The ideal to be aimed at in a National 
Health Service cannot be more clearly described than in the 
words of the Ministry of Health in the United Kingdom in 
setting out its proposals for such a service. “The new service” it 
says “is designed to provide for every one, who wishes to use it, a 
full range of health care. No one will be compelled to use it. 
Those who prefer to make their own arrangements for medical 
attention must be free to do so. But to all who use the service, 
it must offer as and when required the care of a family doctor, the 
skill of a consultant, laboratory service, treatment in hospital, the 
advice and treatment available in specialised clinics (maternity and 
child welfare centres, tuberculosis dispensaries and the like), dental 
and ophthalmic treatment, drugs and surgical appliances, midwifery, 
home-nursing and all other services essential to health. Moreover, 
all these branches of medical care must be so planned and related 
to one another that every one who uses the new service is assured 
olfready access to whichever of its branches he or she needs”. This 
is an ideal which we in this country may well place before our¬ 
selves, not as some distant shadowy objective to be approached 
through leisurely advances if and when conditions are favourable, 
but as a definite goal the attainment of which, at the earliest pos¬ 
sible moment, is vital for the nation’s progress and therefore 
demands an inflexible, concentrated and sustained effort on the part 
of all, to whom the nation’s health and welfare are a matter of vital 
concern. 

Impediments to B&pid Progress 

5. We realise, however, that there are serious impediments in 
the way of the early fruition of these hopes. The country’s finan¬ 
cial resources are limited. The trained personnel necessary to pro¬ 
vide a health service of the expansive oharacter wo have in mind is 
unfortunately lacking at the moment, and this limitation is not one 
which can be removed today or tomorrow. It- takes five years to 
produce a doctor and other key personnel require periods of train¬ 
ing which, in many oases, must normally be measured in terms of 
years and not in months. Moreover social habits, customs, usages 
and existing standards of living may also call for modification, 
which in some cases may be profound, before the way can be 
effectively prepared and the requisite pre-conditions ensured for the 
proper functioning of the new health order which we envisage. 
Nor can the ideal of community health be achieved through a bottle 
of medicine or a surgical operation. It cannot be attained until the 
individual has learnt to realise that his neighbour’s health is a 
matter of as much concern to himself as his own, that it is his own 
efforts which must help to decide the health pattern of the commu¬ 
nity circle in which he lives and that only a combined co-operative 
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■endeavour on the part of all workers in the many fields of activity in 
that circle can yield results that arc worth achieving. There is no 
magic wand to wave these changes into being overnight. The road 
to' final achievement lies through purposeful endeavour, unrelenting 
toll and co-operative effort inspired by wise guidance and the light 
of a great ideal. 

Long and Short Term Programmes 

6. Bearing in mind these limitations, we shall draw two 
pictures. One will depict a comprehensive nealth plan as we see it 
in the somewhat distant future, which we hope will give every man, 
woman and child a reasonable measure of protection against avoid¬ 
able disease and suffering and adequate medical attention whenever 
this is needed. The other—a short-term plan—will present a pro¬ 
gramme indicating what we consider should be the minimum 
advance over the first two 5-year periods paying due regard to the 
restricting factors which must fetter our freedom of action and 
hinder the pace of progress. 

In outlining this programme, we have tried to bear in mind the 
necessity for tempering enthusiasm with a sense of reality. In the 
earlier years the lack of sufficient trained staff and of adequate 
financial resources will inevitably limit the scope of practical 
achievement. With the initial impediments overcome or reduced, 
however, the pace of advance should be materially quickened. In 
Chapter III we give a general idea of what we regard as a suitable 
long-distance health objective to he placed before the country and 
reached in a period of years. We consider that it is inadvisable 
attempt to plan now in meticulous detail for a term beyond oae 
first two quinquennia. The advance of science, the progress of 
ideas, changes in circumstances and conditions may render out of 
•date any detailed programme drawn up too far in advance. While, 
therefore, we feel it necessary to suggest, in some detail, a pro¬ 
gramme for the first two 5-year periods, we refrain from the same 
elaboration in respect of the later years. We shall, however, present 
in broad outline certain objectives, which should be kept in view 
•during the third quinquennium. 

Need for Periodical Review 

7. We would lay the utmost stress on the necessity for a 
periodical review of the position to take stock of what has been 
■achieved and to make such changes in the plan as experience and 
the course of events may necessitate. The first review should in 
no circumstances be delayed more than five years from the date 
on which the plan is initiated. 

The Needs of Rural India 

8. In these introductory observations we have tried to empha¬ 
sise the importance of the health programme in any scheme of 
national planning and it appears to us to be of equal importance to 
plerw first things first in that programme. We have taken the 
•countryside as the focal point of our main recommendations, for it 
is the tiller of the soil on whom the economic structure of the 
country eventually rests. It is his patient toil that year in, year 
out, gives the nation its food, such as it is, and the country’s main 
manufacturing industries their raw material. It is from his meagre 
-earnings that the larger provinces drew nearly a third of their total 
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revenues before the war. It is on the produce of his husbandry 
that the country's balance of foreign trade largely depends. When 
pestilence and famine sweep through the land it is he who pays the 
heaviest toll, while it is only the outermost fringe of Buch public 
services and amenities as the country enjoys that occasionally comes 
within the orbit of his daily life. 

We need no further, justification for making him the chief bene¬ 
ficiary under our proposals and if, in the initial stages, our recom¬ 
mendations appear to involve disproportionately heavy expenditure 
on teaching, training and ancillary institutions which, perforce, must 
be located in urban areas, it must be remembered that it is only 
when these are functioning effectively that we can hope to provide 
the means of doing a tardy measure of justice to the medical needs 
of the rural areas, where almost 90 per cent, of the population of 
the country lives and works and of repaying the cultivator a debt^ 
which has long been overdue. 

The essential aim of our proposals is to ensure the health of the 
masses of the people through the eSective working of the centres 
we are recommending for rural areas. 

Our Flan Subject to Local Modification 

9. We have no intention of attempting to draw up any rigid or 
unalterable bluo-print for automatic adoption by the Provincial 
Governments in the country. We are merely suggesting a minimum 
target and ways and means of attaining it without unnecessary 
delay. We realise that local conditions, needs and circumstances 
may call for certain modifications in our suggestions. These, we 
venture to hope, will be possible within the broad outlines and the 
elfential frame-work of our general plan. 

Success Dependent on Co-operation of the People 

10. On one point, however, we desire to lay special emphasis. 
In our view, we shall be building on unstable foundations if we hope 
to secure any rapid or lasting improvement in health conditions 
without arousing the living interest and enlisting the practical co¬ 
operation of the people themselves. Unless they realise the benefits 
of the measures proposed and are prepared with vigour and persist¬ 
ence to help in giving them practical and effective shape, success 
must remain an elusive dream. While purely official effort may by 
itself not prove entirely sterile, it cannot possibly yield the results 
which we may reasonably hope to attain with the active, enthu¬ 
siastic and enduring support of the people themselves. 
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MODERN TRENDS IN THE ORGANISATION 07 A NATIONAL 
HEALTH SERV10E 

Alms of a Progressive Health Service 

1. A study of the tendencies apparent in some of the more pro¬ 
gressive countries of the world in the development of organised health 
services for the community has been of great assistance to us in our 
consideration of the problems which lie before us, and a brief review 
-of the general lines of development in such countries will, we believe, 
prove a helpful introduction to our recommendations. The modern 
trend in the provision of an organised health service for the community 
seems to be in the direction of ensuring that such a service satisfies 
the following requirements: — 

(i) that the service should be available to all citizens, irrespec¬ 

tive of their ability to pay for it and 

(ii) that it should be a complete medical service, domiciliary 

and institutional, in which all the facilities required for 
the treatment and prevention of disease as well as for 
the promotion of positive health are provided. Thus 
there should be provision for every patient, if his con¬ 
dition requires it, to secure the consultant, laboratory 
and other special services which may be necessary for 
diagnosis and treatment- There should also be provi¬ 
sion for the periodical medical examination of every 
person, sick or healthy, so as to ensure that his phv- 
sical condition is appraised from time to time and tlfcrt 
suitable advice and medical aid, wherever necessary, 
are given in order to enable him to maintain his health 
at the highest possible level. 

Preventive and Curative Health Services 

2. The health services may broadly be divided into (i) those which 
may collectively be termed public health activities and (ii) those 
which are concerned with the diagnosis and treatment of disease in 
general. As regards the former, which are directed towards the 
creation of conditions favourable to healthful living and which 
embrace many fields in which State action is essential for the pro¬ 
vision of the required facilities and the enforcement of legal mea¬ 
sures, the responsibility in all countries rests on the public authority. 
Public health activity, in the early stages, was confined mainly to 
environmental hygiene but it began to embrace, later, various forms 
of personal services particularly in relation to mothers and children, 
the school-going population and to patients suffering from infectious 
diseases, such as tuberculosis and venereal diseases. These deve¬ 
lopments brought in their train the need for providing adequate 
facilities for the diagnosis and treatment of disease in relation to 
these sections of the population as an essential part of the public 
health programme. 

Turning to (ii), viz,, organised medical services for the diagnosis 
and treatment of disease, the practice varies considerably. There 
exist varying combinations of State and private medical services for 
the people. For instance, it is understood that most of the hospitals 
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in Denmark are maintained by public authorities, while in Canada 
there exists a system of public doctors maintained by municipalities 
on the basis of a salary or a schedule of fees paid to them by these 
local authorities. Side by side with the facilities for medical relief 
for the community provided by the State, relief is also available 
through private practitioners, medical institutions maintained by 
voluntary societies and through health insurance schemes on a 
voluntary or State-aided basis covering limited sections of the 
population. Even where the bulk of the medical service for the 
■community is given by private practitioners, the need for consultant 
and laboratory services has been recognised and the development of 
voluntary "group” practice by doctors or the provision of such 
facilities by insurance or other organisations providing medical 
services has become a noticeable feature. 

The ferment of ideas arising out of the World War has resulted 
in an increasing awareness, on the part of Governments and peoples, 
■of the need for measures which will ensure social security, and 
health protection is becoming recognised as an essential part of 
social security. The idea that the State should assume full respon¬ 
sibility for all measures, curative and preventive, which are neces¬ 
sary for safeguarding the health of the nation, is developing as a 
logical sequence. 

Social Medicine 

3. In interpreting health and disease man must be considered 
in relation to his social and physical environment. The study of 
disease as a community problem demands that the approach should 
be on a wide basis so as to include social and economic factors 
such as housing, nutrition, poverty and ignorance of the hygienic 
Vnode of life. The causative organism of tuberculosis, for instance, 
is widely spread in highly industrialised and urbanised communities 
and yet the incidence of the disease shows a remarkable variation, 
depending largely on variations in social and economic conditions. 
The remedial and preventive measures that are adopted in respect 
of individual patients will largely fail to achieve results, if these 
factors are not considered and if the necessary steps are not taken 
to neutralise their harmful effects. A recognition of these facts has 
led to the emergence of "Social Medicine”, which has widened the 
conception of disease from the narrow view of tissue changes and 
microbial and other specific causes by the inclusion of social, econo¬ 
mic and environmental factors which play an equally important 
part in the production of sickness. In consequence, social medicine is 
beginning to develop its own methods of study of the community 
health problem. In the words of Professor John A. Byle, “the 
socio-medical survey, that is to say, the combined social and clinical 
study of community health and sickness, often with special nutri¬ 
tional and economic assessments and careful sampling and controls”, 
is coming to be accepted as the correct method of approach to 
such study. Side by side with such surveys controlled experiments 
directed towards influencing the life of selected communities through 
the provision of improved health services, better nutrition, a cleaner 
•environment and health education have become recognised as a 
valuable method of extending experimental practice in the laboratory 
into the field of community life. This wider outlook has brought 
into the sphere of social medicine many workers besides the doctor. 
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They include the public health nurse, the hospital social worker, the- 
nutritionist, the public health engineer and the statistician. 

Development of National Medical Services in different Countries 

4. The latest developments in the organisation of national 
medical services in a few countries may now be briefly described. 

(a) Great Britain .—The scheme for a national health service- 
outlined in the White Paper issued by HiB Majesty’s Government 
in Great Britain is intended to provide a comprehensive health service 
to all. Some idea of the degree of comprehensiveness that has been 
envisaged may be obtained from the following quotation from the 
White Paper: — 

“It must cover the whole field of medical advice and atten¬ 
tion, at home, in the consulting room, in the hospital 
or the sanatorium, or wherever else is appropriate— 
from the personal or family doctor to the specialists- 
and consultants of all kinds, from the care of minor 
ailments to the care of major diseases and disabilities. 
It must include ancillary services of nursing, of mid¬ 
wifery and of the other things which ought to go with 
medical care. It must secure first that everyone can 
be sure of a general medical adviser to consult as and 
when the need arises, and then that everyone can get 
access—beyond the general medical adviser—to more 
specialised branches of medicine or surgery.’’ 

It is stated that, under the scheme, individual members oi the 
public “will be able to obtain medical advice and treatment of every 
kind entirely without charge except for the coBt of certain appli¬ 
ances. They will be paying for medical care in a new way, not by 
private fee but partly by an insurance contribution under whatever 
insurance scheme is in operation and partly by the ordinary process 
of central and local taxation.” The respective shares of the total 
cost of the scheme which will fall on the social insurance organisa¬ 
tion, the taxpayer and the ratepayer are 27, 36-6 and 36'4 per cent. 

(b) The Commonwealth of Australia .—The proposals for the re¬ 
organisation of medical services in that country embody principles 
which are indicated in the following quotation from a recent memo¬ 
randum issued by the Minister of Health, which is entitled “The 
Health Policy of the Australian Government”: — 

“For the people are necessary: — 

The knowledge that they may, as their right, require from 
the Government such medical and hospital services- 
as they really need without the humiliation of prov¬ 
ing their financial status, or the bitterness of accept¬ 
ing charity. 

The knowledge that the breadwinner will not have to face 
a crippling bill for hospital and medical services if he, 
or any member of his family, suSers a prolonged 
illness. 

It is intended, although this stage has not yet been reached, 
that every person shall have the right to receive medi¬ 
cal advice from a doctor whenever he is ill and without 
any cost to himself. This will apply in the case of 
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every Australian citizen, including women and children,, 
and will not be limited by any consideration of the: 
financial status of the patient.” 

As far as is known, the present position is that a scheme pro¬ 
posed by the National Health and Medical Research Council is 
under consideration by the Commonwealth Government which, it is- 
understood, has been or is likely to be entrusted, in the near future, 
by the several State Parliaments with the control of national health 
in co-operation with the States. This scheme proposes a national- 
salaried medical service based on a system of health centres through¬ 
out the populated area of the Commonwealth which will be divided 
into health districts. These would, as far as possible, be also 
hospital districts in order to oo-ordinate the preventive and curative 
health functions. The scheme will be financed by direct taxation 
and the co-ordination of the services will be on a Commonwealth¬ 
wide basis. 

It has been stated that the scheme, whatever form it may even¬ 
tually take, will be introduced only after the War. 

(c) The United States of America .—Careful investigations carried 
out in America have revealed that adequate medical care is very costly 
for large sections of the population of that country and that, in many 
areas, the poorer sections of the community lack suitable medical- 
facilities. There exists no State insurance scheme in the country. 

Two developments are said to be in progress for the provision of 
an adequate medical service:— 

(1) The Federal Government proposes to assist States^ 

through subsidies, to expand hospital and other forms 
of health service, particularly in those parts of the 
country where they are most needed. 

(2) A second development of great importance is the promo¬ 

tion of “co-operative medicine”, a form of private 
medical insurance which guarantees adequate service 
during times of sickness through the payment of 
small premia. As a rule the doctors employed in this 
system are full-time salaried officers and specialist 
and laboratory services are also associated with it. 

An outstanding example of such insurance medical services is 
the health plan evolved under the inspiration of Henry Kaiser, the 
ship-builder, and the technical guidance of Dr. Sidney R. Garfield, 
in the shipbuilding area on the Pacific seaboard of the United States 
of America in California and Washington States. Through a system 
of weekly payments complete medical cover has been provided for 
the worker and all the members of his family. 

(d) Canada .—The Canadian approach towards the improvement 
of the national health is embodied in the draft Bill which empowers 
the Federal Government to give grants to Provinces in respect of 
approved health insurance schemes and public health services. The 
Bill contains three schedules, the first of which gives a list of the 
grants and the conditions governing them, the second consists of a 
draft model Health Insurance Bill for adoption by the Provinces 
and the third lists the different types of health services that are to 
be maintained. The grants include a health insurance grant, a 
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.•general public health grant and special grantB for work in respect of 
tuberculosis, mental diseases, venereal diseases, professional train¬ 
ing, public health research and crippled children. 

The draft Bill provides that no province can qualify itself for 
grants unless such Province has made statutory provision for utilis¬ 
ing both the health insurance grant and the general public health 
grant. It will thus be seen that financial aid from the Centre is 
dependent on the introduction of the health insurance scheme by 
the provinces. Every adult (16 years and over) must contribute to 
the scheme if self-supporting and, if not, the person on whom he is 
■dependent must pay a specified amount. 

The Canadian Government definitely prefers a contributory social 
insurance scheme to a health service financed entirely out of public 
funds. The Minister of Pensions and National Health gave the 
following reasons for this : — 

“A completely free or non-contributory system may encourage 
the pauper mentality, may lead to a delusion that the public purse 
is bottomless”. He pointed out that it is ‘‘more consistent with 
the dignity and independence of a man that he shall be enabled to 
-apply for something that he has purchased with his own funds. 
Under a contributory system, benefit becomes a right and not a 
concession”. He also said that individual beneficiaries ‘‘are kepi 
in touch by their contributions with the actual cost of the services 
they receive”. An improvement in the health of the community 
will be reflected in a reduction of the contributions while abuse of 
the system will load ‘o an increase in contributions. Thus a contri¬ 
butory system should help to secure the co-operation of all the bene¬ 
ficiaries in eliminating abuse as far as possible. 

(e) The Union of Soviet Socialist Republics .—The attitude of the 
Soviet Government towards the health of the people has been des¬ 
cribed by Professor Sigerist in the following words:—- 

‘‘Health is one of the goods of life to which man has a right; 
wherever this concept prevails the logical sequence is 
to make all measures for the protection and restora¬ 
tion of health accessible to all, free of chargemedi¬ 
cine like education is then no longer a trade, it becomes 
a public function of the State.” 

This conception of health as a public function has resulted in 

the development of a co-ordinated scheme of preventive and curative 
health services, which exists in no other country, and in the recogni¬ 
tion of the need for providing an environment which will enable the 
body to remain healthy and to resist disease. ‘‘Eor this reason the 
control of housing, of industrial conditions, and other aspects of life, 
comes under the care of the People's Commissariat of Public Health. 
Another function of that department is to encourage and look after 
the communal restaurants which, in the Soviet Union, have achieved 
such popularity that they serve 20 million people a day”.* 

The health service is entirely free to the people and places at the 
disposal of the patient not only the services of the general practi¬ 
tioner but also of the specialist as well as laboratory facilities. 

* “ Health for All ’’ by Stark Murray, 
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The following quotation from “Health for All’’ by Stark Murray 
irows light on the structure and functions of the Russian health 
ervices:—? 

“The structure of the Soviet medical system follows the 
general administrative structure of the country'. In 
order that planning may be complete for the whole 
State it is controlled on the one hand by the People’s 
Commissariat of Health, on the other hand by health 
committees and health nuclei organised in every 
factory, on every one of the large collective farms, and 
in every district. The one form of control is the 
natural outcome of the recognition that health protec¬ 
tion is a function of the State, the other is the logical 
outcome of the principle that the workers themselves 
must take an active part in the protection of their own 
health. The system as it now stands is therefore not 
one forced on either the people of Russia or the medi¬ 
cal profession by a particular group or class, but has 
had the active support and criticism of those interested 
in the service either as the purveyors of medical treat¬ 
ment or as the consumers of medical care. 

“It will be recollected that Russia takes her present name— 
the Union of Socialist Soviet Republics—because the 
administration is divided up so that local government 
iB carried out by a form of local authorities known as 
Soviets. Under the constitution, each of these. Soviets 
appoints certain committees for certain functions and 
one of these must always be concerned with the public 
health. Its duties, as laid down by a decree on 
January 1st, 1931, are: — 

(a) to supervise all hospitals and sanitary establishments; 

(b) to take all necessary steps in the organisation of sani¬ 

tary inspection and combating venereal disease; 

(c) to advance the knowledge of personal hygiene and 

develop physical culture. 

In addition it has other duties in relation to social insurance. 

“There are altogether some seventy thousand such Soviets in 
Russia, apart from the Soviets of the larger cities which 
function in a slightly different way, not without 
parallel in the case of an urban district council and a 
borough council in one of the large cities of this 
country. The smaller Soviets are linked in districts or 
Rayons, and each of these has an Inspector of Public 
Health, a doctor, who is responsible for the entire 
health work of the district. A large city such a3 
Moscow, which has its own central Soviets and local 
Soviets, is also divided into districts comparable to the 
boroughs of London, and each of these also has its own 
health department and its own Inspector of Public 
Health. In the very largest districts further sub¬ 
divisions may be made, for it is the aim of the system 
to use units which can reflect the needs of the indivi¬ 
dual citizen. 
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“The districts or Rayons are further centralised in larger 
units which we may call regions, and these are in turn 
under the central administration of each of the Republics 
through a Commissariat of Public Health. This Com¬ 
missariat directs and controls the whole of the health 
work of the Republic, and is concerned therefore with 
the prevention, diagnosis and cure of disease. In addi¬ 
tion it controls medical education, medical research, 
and any industries connected with medicine. It should 
also be noted that while the local health departments 
are responsible to the general executive committee in 
administrative and financial matters, their responsibility 
in regard to medical'and sanitary problems lies entirely 
with the Commissariat of Public Health: there is, 
therefore, no interference .with purely medical ques¬ 
tions by organisations or authorities not direotly con¬ 
nected with the medical profession. As a further safe¬ 
guard it is laid down that the Commissar or Public 
Health must be medically qualified.” 

(f) New Zealand .—In New Zealand there is a Social 
Security Act which provides, among other things, a free and complete 
medical service to the whole population. The service was designed 
to operate like tho panel system in Great Britain, the doctors working 
in their individual capacity and payment being made to them on a 
capitation basis. Well-to-do individuals are not compelled to accept, 
free treatment, but they are entitled instead to a cash payment, 
which can be utilized by them towards defraying the cost of the 
treatment or hospital care when obtained from a private physician 
or hospital. 

It is understood that the medical profession, as represented by 
the British Medical Association in New Zealand, refused to operate 
the scheme and that the Government, therefore, had to agree that, 
when a doctor refused direct payment from tho State, patients 
could coutinue to pay the doctor as before and recover such pay¬ 
ments from the State. 

Summary of Modem Trends 

5, To sum up, the modern trend is towards the provision by the 
State of as complete a health service as possible and the inclusion, 
within its scope, of the largest possible proportion of the community. 
The need for ensuring the distribution of medical benefits to all, 
irrespective of their ability to pay, has also received recognition. 
Provision of medical relief for the community has developed, in the 
past, on a contractual basis between the doctor and his patient. The 
latter has had the right of choosing his own doctor and in countries, 
where the family physician system has been in existence, the know¬ 
ledge of the doctor in respect of individual members of the family 
and the regard and esteem of the latter towards the doctor have been 
of advantage to both parties. Further, individualism in medical 
practice has promoted wide opportunities for those practitioners who 
are successful in their professional career, and has provided the 
incentive for ambitious and capable men to make the most of their 
talents. To them a change-over from independent medical practice 
to a salaried State service is naturally repugnant. Apart from these, 
there are certain sections of the medical profession which view with 
genuine apprehension the results of makiDg over the function of 
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providing medical protection for the community entirely to the State. 
They fear that political influence Or considerations of seniority or 
administrative ability may play an undue part in influencing promo¬ 
tion. They also fear that the security of tenure and graded scales 
of salary that a State service will provide, might discourage initiative 
and the pursuit of efficiency. There is, in addition, the feeling that 
the free choice of a doctor by the patient and the intimate relation¬ 
ship, which the family doctor Bystem has helped to develop in the 
past, might also be disturbed. We do not feel called upon to pursue 
controversies in regard to this question because, as we shall show later, 
our conditions are such as to leave no option in the matter. We are 
satisfied that our requirements can only be met satisfactorily by the 
development and maintenance of a State health service. 

The Application of these Trends to India 

6. We may now ask ourselves the question how far these modern 
trends in other countries are applicable to India. While inadequacy 
of trainod personnel and of funds may set limits to the rate of pro¬ 
gress in the expansion of the health services in the country as a 
whole, the enunciation of certain definite principles on which such 
expansion should be based is of great importance. The following 
questions seem, at the outset, to require an answer: — 

(1) Whether the service should be free or -paid for by the 
recipient; if the latter, whether it should be a graded 
scale of payment bo as to suit the level of the patient’s 
income; and whether such payment should be made on 
each occasion when service is rendered or through 
some form of sickness insurance; 

(21 Whether our scheme should be based on a full-time 
salaried service of doctors or on private practiiioners 
resident in each local area or settled there on a subsidy 
basis: 

(3) Whether, in either case, some measure of choice can be 
given to the patient as regards bis doctor. 

(1) Whether the medical service should be free or whether it 
should be paid for .—The general tendency appears to be towards 
basing the national health plan on a system of social insurance. 
One reason for this may be found in the view expressed by the 
Australian Minister of Health that the people should be spared the 
humiliation and bitterness of accepting charity. The same view has 
been taken by the Canadian Government which has based its health 
programme on a compulsory system of social insurance. In Great 
Britain the proposed national health service will be financed "partly 
by an insurance contribution, under whatever insurance scheme is in 
operation, and partly by the ordinary process of central and local 
taxation.” In the United States of America, no national scheme for 
the promotion of health is, at present, in operation. A system of 
"co-operative medicine” which guarantees adequate medical service 
to the employees during times of sickness through the prepayment 
of small amounts is becoming a growing feature of industrial life. 
But this system depends largely upon the private employer and is 
not a State enterprise. Even in Soviet Russia, where medical care 
is free to all, the cost of the services is partly met from insurance 
funds. Contributions towards these funds are, however, not made 
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by the individual workers but by the factories and other institutions- 
in which they work. 

In India it is recognised that there are difficulties in the way of 
introducing, at present, a scheme- of health insurance either by itself 
or as part of a universal social insurance scheme. We feel that a 
very large section of the people are living below the normal sub¬ 
sistence level and cannot afford as yet even the small contribution 
that an insurance scheme will require. We therefore consider that 
medical benefits will have, in any case, to be supplied free to this 
section of the population 'until at least its economic condition is 
materially improved. We are averse to drawing any line of distinc¬ 
tion between sections of the community which are and are not in a 
position to pay for such benefits. The application of a “means test” 
for this purpose is unsatisfactory and may often involve inquisitorial 
enquiries. Such enquiries place an unpleasant duty on the officer 
making them and may give rise to resentment and a sense of 
grievance. We consider, therefore, that for the present medical 
service should be free to all without distinction and that the contri¬ 
bution from those who can afford to pay should be through the 
channel of general and local taxation. 

It will be for the Governments of the future to decide ultimately 
whether medical service should remain free to all classes of the 
people or whether an insurance scheme would be more in accordance 
with the economic, social and political requirements of the country 
at the time. 

We should like to record the following general recommendations 
regarding the provision of health service to the community in the 
near future:— 

(i) that public funds should, as far as they are available, be 

devoted to the development of the health service, 
which we have recommended, for the community iD 
general and for certain particular sections of it, e.g,, 
women and children and should not be spent on the 
provision of special facilities for other sections of the 
population. 

(ii) that the money for such special facilities, if they are to be 

developed, should be provided by the communities or 
groups which will be benefited by these services and 

(iii) that the general health service should minister to the 

needs of the people without charge to the individual. 

These recommendations are subject to the explanation which we 
have given on page 12G in the chapter dealing with industrial health. 

(2) A salaried service as against a service of private practi¬ 
tioners .—One of the fundamental requirements in developing an 
adequate health service for India is the provision of the requisite 
health personnel to cater to the needs of the large rural population 
in the country. This is a question which has presented very consi¬ 
derable difficulty in the past. The absence of certain amenities and 
services in the countryside has proved a deterrent to medical practi¬ 
tioners leaving the attraction of cities and towns and migrating to 
the villages. Various attempts have been made to solve the 
problem. One method, which has been tried in more than one pro¬ 
vince, has been the settling of medical practitioners in rural areas 
and giving them a subsidy which will enable them to start practice, 
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This subsidy was intended to be supplemented by private practice- 
among the richer sections of the community. Wo have had consi¬ 
derable evidence to show that this method has been far from being 
an unqualified success, partly' because in many villages the income 
derived from private practice is too small to support the doctor in 
reasonable comfort. The result has been that, in many cases, the 
better type of such subsidised doctors has tended to gravitate back 
to the towns. In areas where there are greater opportunities for 
private practice, the more prosperous sections of the community 
have, we were told, generally received greater attention than the 
poor. W'e have, therefore, come to the conclusion that the most 
satisfactory method of solving this problem would be to provide a 
whole-time salaried service which will enable Governments to ensure 
that doctors will be made available where their services are needed. 
The evidence tendered before the Committee by a number of repre¬ 
sentatives of medical associations, by private individuals and by 
several responsible medical administrators lends strong support to 
this proposal. 

(a) Prohibition of private practice by whole-time salaried doctors .— 
The next question is whether these whole-time salaried doctors 
should be permitted private practice or not. Our view is that, at 
the periphery, the same doctor should combine curative and preven¬ 
tive, functions and that the training of the future doctor should be 
modified so as to enable him to carry out these composite duties. 
In so far as preventive health work is concerned, the practice every¬ 
where is to give the medical officer responsible for it adequate emo¬ 
luments and to prohibit private practice. As regards medical relief 
nfe practice has so far been to permit private practice, but the desir¬ 
ability of doing so in the future requires serious consideration. There 
was a general agreement, among those whom we interviewed, that 
prohibition of private practice was essential in order to ensure that 
the poor man in the rural areas received equal attention with his 
richer neighbour. Many of the smaller towns do not differ mate¬ 
rially from rural areas and the remarks in the preceding paragraphs 
apply equally to them. 

Further, the fact that curative and preventive functions will, 
under our proposals, be combined in the same individual also seems 
to require the prohibition of private practice. Otherwise it is 
almost certain that a doctor’s preventive duties will not receive the 
attention which is essential. 

(b) Part-time medical men. —In some of the larger district head¬ 
quarter towns and particularly in the cities, the number of general 
practitioners with high qualifications and of specialists has been- 
growing during recent years. The possibility of utilising their part- 
time services to supplement the health organisation in these urban 
areas may with advantage be considered, particularly in the transi¬ 
tion period before the programme of professional training recom¬ 
mended by us provides the country with an adequate number of 
trained men and women for the different branches of the health 
service. 

Even in our long term proposals outlined in the next chapter we 
have suggested the inclusion of a certain number of part-time 
medical officers to be employed in the hospitals at the headquarters 
of secondary units and of districts. We have suggested that their 
proportion to the total strength of medical officers at the two types-. 
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-of hospitals might be about 25 per cent. The reason for the inclu¬ 
sion of part-time workers in these hospitals will be explained in the 
next ohapter. 

(c) Employment of doctors on an honorary basis .—The ques¬ 
tion of the employment of doctors on an honorary basis also 
requires careful consideration. As regards the long-term programme, 
our proposals for an expanding health organisation will probably 
lead to the absorption into the public service of the large majority 
of existing doctors as well as of those who will be trained 
in the future. Further, if these services prove efficient and satis¬ 
factory for meeting the needs of the people, it may be expected that 
the scope of activity for practitioners who, by choice, remain outside 
the State health services, will become limited to a section of the 
.community consisting almost entirely of its wealthier members. 
Those who cater to the medical needs of this section will probably 
be few in number. They are, however, likely to be of a high 
standard of professional skill and academic attainments and it is 
possible that it may be found advantageous to make use of their 
services in an honorary capacity. 

During the first ten years the need for medical men will undoubt¬ 
edly be great and there seems, therefore, every reason for utilising 
the services of those who are prepared to work on an honorary basis. 
At the same time, the employment of professional men in a paid 
part-time capacity is normally to be preferred to honorary Bervice. 
The State would, in this case, acquire greater powers of supervision 
and control over a worker than if he gave his services free of charge. 

(d) A salaried State health service no serious impediment to pri¬ 
vate practitioners .—We consider that any apprehension that privt-w 
practitioners will be seriously affected to their detriment by our pro¬ 
posals for a State health service is unfounded. In the first place, 
the need for doctors to man the services we contemplate will be so 
great that we believe that all existing private practitioners, who 
desire to enter these services, will be able to do so if they fulfil the 
requirements that may be laid down. Wo feel that age should not, 
of itself, be a bar to such entry provided the applicant is fully quali¬ 
fied otherwise to fulfil the duties to be assigned to him. Those who 
prefer to remain in private practice will, we behove, not find their 
opportunities seriously circumscribed. It will be long before the 
-entire population can be served by our proposed health services and 

our plan also provides for the utilisation of private practitioners in a 
part-time and honorary capacity. 

(3) Freedom of choice of a doctor .—Such freedom will only be 
restricted by practical considerations. We contemplate that it will 
•be open to any patient to obtain treatment free at any State insti¬ 
tution in the country. This will afford a wide choice of doctors 
though we realise that in practice it may not be possible for an indi¬ 
vidual patient to go for treatment far from his borne. In the later 
stages of our plan when a larger number of institutions will be 
opened, the choice available to the residents in a particular locality 
•will naturally be widened 
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CHAPTER III 

HEALTH SERVICES FOB THE PEOPLE 
The Long-Term Programme 

A Well Developed Health Service 

1. In formulating pians for a national health service it is desirable 
to keep in view the objectives that are to be achieved. These include 
the following: — 

(1) the services should make adequate provision for the medical 

care of the individual in the curative and preventive 
fields and for the active promotion of positive heakh; 

(2) these services should be placed as close to the people as 

possible, in order to ensure their maximum use by the 
community which they are meant to serve; 

(3) the health organisation should provide for the widest 

possible basis of co-operation betweeu the health per¬ 
sonnel and the people; 

(4) in order to promote the development of the health pro¬ 

gramme on sound lines the support of the medical and 
ancillary professions, such as those of dentists, phar¬ 
macists and nurses, is essential; provision should, there¬ 
fore, be made for enabling the representatives of these 
professions to influence the health policy of the country; 

(5) in view of the complexity of modem medical practice, from 

the standpoint of diagnosis and treatment, consultant, 
laboratory and institutional facilities of a varied character, 
which together constitute “group” practice, Bbould be 
made available - ; 

(6) special provision will be required for certain sections of 

the population, e.g., mothers, children, the mentally 
deficient etc.; 

(7) no individual should fail to secure adequate medical care, 

curative and preventive, because of inability to pay for 
it and 

(8) the creation and maintenance of as healthy an environment 

as possible in the homes of the people as well as in all 
places where they congregate for work, amusement or 
recreation, are essential. 

2. It may not be out of place to offer here a few remarks on some 
of the requirements of a national health service which have been 
enumerated above. The old adage that prevention is better than cure 
has acquired added significance as the result of the great achieve¬ 
ments of modern preventive medicine, which has reduced in many 
directions unnecessary suffering and mortality and has helped to 
lengthen life. A sequel to this preventive campaign, which was at 
first directed mainly towards the control of infectious diseases and has 
later included, within, its scope, other causes of mortality such as 
cancer and diseases of the circulatory system, has been the recognition 
of the need for promoting measures designed not only to prevent 
disease but also to develop a sense of well-being in the individual and 
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bis capacity to enjoy work and life to the fullest possible extent. 
Adequate nutrition, physical culture, recreational facilities, particu¬ 
larly those promoting co-operative effort and the team spirit, and 
health education directed to the inculcation of the principles of 
hygienic living have, therefore, become recognised as integral parts 
of a modern health campaign. 

3. Preventive and curative health work must be dovetailed into 
each other if the maximum results are to be obtained and it seems 
desirable, therefore, that our scheme should provide for combining 
the two functions in the same doctor in the primary units, rural 
and urban, where the health organisation will be in close touch 
with the population. 

4. The closer the health service can be brought into contact with 
the people whom it serves the fuller will be the benefit it can confer 
on the community. The scheme must therefore provide for the 
creation of a large number of units, each including within itself only 
such proportion of the population as can be catered for adequately by 
the health staff that will be employed. These units will naturally be 
able to offer service of only a limited nature. They must, therefore, 
be supported by a series of appropriate organisations in an ascending 
scale of technical efficiency in order to secure for the people all the 
benefits of modern health practice. 

5. The need for the fullest co-operation between the health per¬ 
sonnel and the people whom they serve requires special emphasis. 
Such co-operation is essential in order that the health campaign may 
produce its full effect on the individual and on the community. The 
patient possesses, as a living being, an organic unity based on 
established habits and these determine largely the extent to which- 
he responds to the medical care bestowed on him. The eradication 
•of undosirable habits can follow only through his co-operation. As 
regards the community many problems of environmental hygiene, the 
solution of which is fundamental to the prevention of disease, can 
he solved only with the help of the people. It is therefore con¬ 
sidered that,'the ideal to be aimed at in the development of the com¬ 
munity’s health organisation is its evolution as a joint eSort in which 
the leaders of thought in the medical world and among the people 
fully participate. The physician of tomorrow, who will naturally be 
concerned with the promotion of the new era of social medicine, has 
been well described by Professor Henry E. Sigerist in the following 
words: — 

“Scientist and social worker, ready to co-operate in teamwork, 
in close touch with the people he disinterestedly serves, 
a friend and leader he directs all his efforts towards the 
prevention of disease and becomes a therapist where 
prevention has broken down, the social physician protect¬ 
ing the people and guiding them to a henlthipr and 
happier life.” ' 

6. A health organisation enriched by the spirit of such a medical 
profession will nnturaflv work towards the promotion of the closest co¬ 
operation with the people. It will recognise that an informed public 
opinion is the only foundation on which the superstructure of national 
health can safely be built. The people, in their turn, will hasten the 
pace of progress by demanding increasingly higher standards of 
service, by requiring the authorities to devote to the development of 
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•the health programme all the money that can be made available 
and by promoting, through their active co-operation in the health 
programme, the attainment of a progressively higher standard 
•of individual and community health, 

It is also necessary that the structure of the health organisation 
should be such as to enable the people to influence, through their re¬ 
presentatives, the health policy of the country at the three levels of 
Central, Provincial and Local-Body Administration, Machinery will 
also be required for associating the medical and ancillary professions 
with the progressive development of the health programme. 

Central, Provincial and Local Area Health Organisations 

7. Our proposals deal with the structure and functions of the health 
•organisations that are to be associated with the Central and Provin¬ 
cial Governments and with local authorities in the districts bb well 
as with the inter-relationships of these different types of health 
administrations. The implementation of these proposals presents 
two major difficulties, namely, inadequacy of trained health personnel 
and lack of funds. The process of expansion will, therefore, be 
necessarily slow, particularly in respect of the district organisations, 
which will require the largest share of the money and staff involved 
in the development of the scheme. At the same time the directional 
organisations associated with the Central and Provincial Govern¬ 
ments, which will be concerned with the execution of the develop¬ 
ment programme, will have to be provided at a much earlier stage 
in order to furnish the machinery necessary to initiate action. 

8. In view of what has been stated above we feel that, in setting 
fcnAh our proposals, it will make for clarity if the major objectives 

fully developed programme to be attained in thirty of forty 
.years and the smaller scheme for implementation within the first ten 
years are dealt with separately. The organisations at the head¬ 
quarters of the Central and Provincial Governments form integral 
parts of the long and short-term schemas. A description of these 
organisations is therefore necessary to complete the'picture in each 
case. Nevertheless, a full consideration of the proposals for these 
Central and Provincial headquarter organisations will have to include, 
within its scope, various matters relating to the formulation and 
administration of health policy and the mass of details that may be 
brought into the discussion is more likely to blur the picture than 
to add to its clearness. It is therefore proposed that, in 
the succeeding paragraphs of this chapter, the long-term 
programme should be set out with only such a brief reference 
to the organisations at the headquarters of the Central and Provincial 
Governments as may be necessary to ensure that the scheme can be 
perceived as an integrated whole. In the next chapter (Chapter IV) 
will be discussed the short-term programme, which will provide a 
more attenuated form of health organisation for limited areas and 
will, at the same time, constitute an arduous stage of preparation 
for the development of the fuller type of health organisation proposed 
for the succeeding stages of the scheme. Chapter XVII will be 
devoted to a detailed discussion of the health organisation, as a 
whole, which will bring under review the principles underlying our 
•proposals and the inter-relationships between the Central, Provincial 
-and Local area health administrations, 

9 . We consider it fundamental that the development of the future 
inealth programme should be entrusted to Ministries of Health at the 
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Centre and in the Provinces, which will be responsible to the people 
and sensitive to public opinion. The need for developing the pro¬ 
gramme in the closest possible co-operation with the people has- 
already been stressed. Both in respect of legislation and of adminis¬ 
tration it is likely that some of the measures to be undertaken may 
offend existing social and religious practices, while others may involve 
control over the day to day life of the eitizen. We therefore feel that, 
it is only a Minister, enjoying the confidence of the people, who can 
carry such enactments through the legislature and ensure their prac¬ 
tical application in the country. 

10. The Portfolio of Health at the Centre and in the Provinces- 
should be in charge of a separate Minister. At present various other 
subjects, such as education or local self-government, are part of the 
functions of the Ministers in charge of Health. The task of developing; 
the health programme is of such magnitude that a separate Minister 
for this subject alone appears essential. 

11. We have given careful consideration to the question of the 
existing distribution of health functions between the Centre and the 
Provinces and to the large measure of autonomy that has been, 
granted to the latter under the Government of India Act of 1935. 
For reasons which will be fully discussed in Chapter XVII, we have 
come to the conclusion that certain principles should be taken into- 
consideration in formulating plans for future development. These 
are: — 

(1) It is desirable that the wide measure of autonomy, that has- 
been granted to the Provinces, should be respected to 
the largest possible extent. At the same time f'jun 
proposals for the future will involve considerable changes, 
in existing health administration and professional educa¬ 
tion and we therefore feel that, in carrying out these 
recommendations, the closest possible co-operation, 
between the ientre and the Provinces will be essential; 
In order to minimise the possibility of friction, to pro¬ 
mote mutual consultation and secure co-ordination be¬ 
tween the Centre and the Provinces in the formulation 
of health policy and its implementation, there should be 
established a Central Statutory Board of Health consist¬ 
ing of representatives of the Central and Provincial 
Governments. We also assume that the Centre will 
continue to be in a position to assist the Provinces with- 
grants-in-aid and advice in the development of their 
health programmes. One of the important functions of 
this Board should be to make recommendations to the 
Central Government regarding the distribution of grants* 
in-aid. 


In our view the co-operation that may be expected to develop, 
as the result of these proposals, between the Central' 
and Provincial Governments, should help to establish 
a firmer foundation for the harmonious development of 
the health programme over the country as a whole than 
any resumption of powers by the Centre. It. is recognis¬ 
ed that there will be certain exceptional circumstances- 
in which the Central Government should have power to- 
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intervene in Provincial administration in the interests of 
the remaining parts of the country. This question has 
been dealt with more fully in Chapter XVII. It is, 
however, t° be expected that the machinery for con¬ 
sultation and co-onemtinn wVGnv. v.— - x 1 
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tration and it is therefore essential that they should func¬ 
tion in close association. This is particularly desirable 
because we consider that no reasonably rapid advance 
in the public health of a country can be achieved with¬ 
out a simultaneous advance in other fields of activity 
such as education, agriculture and animal husbandry, 
industry, irrigation and communications. The district 
health organisation will be under the control of an 
officer responsible for both curative and preventive 
health functions in the area. In order to aSord local 
public opinion the fullest opportunity for influencing 
the health policy the creation of a District Health 
Board consisting of representatives of the urban and 
rural health authorities in the district and the District 
Collector as members is suggested, whil© a District 
Health Council consisting of experts will provide the 
technical advice and guidance that the Board may 
require in the promotion of its health programme. 

With this brief description of the proposed controlling organisations- 
at the Centre, in the Provinces and in Districts, we may now turn 
to the presentation of the detailed plan which we have in mind. 

The District Health Organisation 

12. Two requirements of the district health scheme are that the 
peripheral units of the organisation should be brought as close to the 
people as possible and that the service rendered Bhould be sufficiently 
comprehensive to satisfy modem standards of health administration. 
It is recognised that districts vary from province to province and 
within individual provinces, to such an extent in respect of poj^P- 
tion and area as to make any standards we may suggest only a pattern 
on which Provincial Governments can base their own organisations to 
suit local conditions. The recommendations set forth in the follow¬ 
ing paragraphs should be considered in the light of these remarks. 

18. The district health schemo will consist of three types of 
organisation in an ascending scale of efficiency from the point of view 
of staffing and equipment. At the periphery will be the primary unit, 
the smallest of these three types. A certain number of these primary 
units will be brought under a secondary unit, which will perform the 
dual function of providing a more efficient type of health service at 
its headquarters and of supervising the work of these primary units. 
The headquarters of the district will be provided with an organisation' 
1 which will include, within its scope, all the facilities that are neces¬ 
sary for modern medical practice as well as the supervisory staff who 
will be responsible for the health administration of the district in its 
various specialised types of service. 

14. A district in British India is divided, for administrative pur¬ 
poses, into a number of subdivisions and each of the latter is further 
divided into smaller units which are known as ‘thanas’ in north¬ 
eastern India, as ‘tchsils’ in the remaining provinces of northern 
India and in the Central Provinces and Berar and as ‘taluks’ in the 
provinces of Madras, Bombay and Sind. A taluk or a tehsil is larger 
than a thana, the average population of which varies in the three pro¬ 
vinces of Bengal, Assam and Bihar from about 78,000 to 181.000. 
The average area of a thana ranges from about 127 to 420 square 
miles [see appendix (1)]. In order to ensure that adequate health 
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service is given to the people, there should be much smaller units of 
health administration. In fixing the standard for such a unit the 
population to be included and the area to be covered should both be 
taken into account. The extent to which communications have Deen 
developed in the area concerned will also have a bearing on the ques¬ 
tion. Put we have assumed that, us the result of a simultaneous 
advrnee of the development programme in respect of communications, 
the large differences in this respect that now exist between various 
parts of the country will have been removed to a considerable extent 
by the time the long-term programme under discussion is reached. 
It is recommended that the population covered by each primary unit 
should be in the neighbourhood of ten to twenty thousand. A wide 
range of population has been suggested because of the varying con¬ 
centration of population in the different provinces. In Bengal with 
its high density per square mile, a population of 20,000 covers on an 
average 25'6 square miles. On the other hand, in Sind the much 
smaller figure of 10,000 is distributed, on an average, over 
106'1 square miles. Even within individual provinces the variations 
in density are considerable so that it seems likely that different 
standards will have to be adopted for primary units in different parts 
of the same province- Provincial Governments alone seem to be com¬ 
petent, m the light of local circumstances, to determine what rhe 
size of the unit should be. A population of 10,000 to 20,000 is sug¬ 
gested as probably being suitable over most parts of the country. 

15. The area covered by each subdivision should be divided into 
primary units on the lines suggested above, with a secondary unit at 
the aubdivisional headquarters. As has already been suggested, the 
^ganisation at the headquarters of the district will supervise, co¬ 
ordinate and regulate the health activities throughout the district. 

The Three Million Plan 

16. The wide variations that exist, .between provinces and within 
provinces, in the area and population of individual districts have 
necessitated, in the presentation of our scheme, the drawing up of a 
plan which is bused on ail arbitrarily chosen unit of population. A 
figure of three millions has been taken to represent a district and,* 
in the description that follows and in the report generally, the plan 
will fhertfore be referred to as the three-million scheme. In carrying 
out these proposals the details which have been given regarding ihc- 
strength of personnel and cost will have to be modified in the pro¬ 
vinces so as to suit the size and population of their individual districts. 
The need for adopting the administrative district as the area for the 
application of the scheme has already been stressed. This recom¬ 
mendation should not, however, preclude Provincial Governments 
from choosing a larger administrative unit than a district if such a 
unit is considered more suitable in certain provinces. We are off ring 
the three-million plan only as a guide to Provincial Governments for 
working out their own schemes. 

17. A three-million district in an area of fairly high density such 
as Bengal will consist of 150 primary units, each having, on an 
average, a population of 20,000. About 80 of these primary units can 
suitably be included in a secondary unit so that the district will have 
five such units. The strength of staff and hospital accommodation 
that are reoommended for each of the three types of units are shown 
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below in tabular form. For further details reference may be made to 
Appendix 2. 

The Long-Term Programme 
Personnel 



Controlling 

medical 

officers 

Other 

medical 

offioers 

Non- 

medioal 

staff 

Hospital 

Primary unit . 

1 

5 

* 1 

78 

1 

76 beds. 

Secondary unit headquar¬ 
ters 

1 

139 

368 

6D0 „ 

District headquarters 

1 

268 

1,398 

2,600 „ 


Tne Primary Unit 


18. In our view preventive and curative health work should be 
dovetailed into each other in order to produce the maximum results. 
It is with this idea that the organisation for the primary unit has been 
devised. As will be seen from Appendix 2 each unit will have six 
medical officers, six public health nurses and u 75-bed hospital and 
all these can be utilised for organising a combined curative and pre¬ 
ventive health service in the area. Each primary unit is only a link 
in the chain of the community’s health services. The provision of 
a number of ambulance units in the area controlled by a secondary 
unit will be necessary in order to facilitate the rapid removal of 
cases requiring urgent treatment either from places within the area 
of each primary unit to its own hospital or from primary unit hoepitn^ 
to the larger institution at the headquarters of the secondary unit. 
Telephonic connection between the' headquarters and individual 
primary units is also desirable in order to promote promptness and 
efficiency in the administration of medical aid. Of the six doctors 
one will be the controlling officer who, in addition to his duties of 
supervision over the whole staff in the area, will also be the adminis¬ 
trative head of the hospital. Of the remaining five medical men at 
least three will have to work continuously in the hospital in order 
to provide medical, surgical, obstetrical and gynaecological service 
respectively. 

19. There should be provision for domiciliary treatment of the 
sick in order to supplement the facilities provided by the hospital. 
Over and above the hospital nursing staff there will be six public 
health nurses for rural health work, these being qualified nurses with 
training in midwifery. Of these four may be put on to preventive 
work in the homes of the people. Each nurse so engaged should be 
able to deal with the health of school children, the welfare of mothers 
and children, tuberculosis work and other activities in the houses 
within her area of jurisdiction. This will necessitate the provision of 
a type of nurse who has been trained in all these branches of pre¬ 
ventive work. The remaining two public health nurses and two 
medical officers will be available for the organisation and carrying out 
of curative treatment in the homes of the people. Due precaution 
will, of course, have to be taken to ensure that the provision for 
domiciliary service is not abused. It is desirable that the doctors 
employed on such service and in the hospital should exchange duties 
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-at intervals. A similar exchange of duties between those public 
health nurses who are engaged in preventive functions and those 
engaged in the nursing of patients under the domiciliary treatment 
scheme seems to be equally desirable. 

20. In our view at least two or possibly three of the six medical 
•officers provided in each primary unit should be women. One of 
them will be employed in the hospital on the gyna .cological and 
•obstetrical side. Another will be required for domiciliary duties and a 

third can with advantage be utilised to supplement the work of 
the other two in the hospital and outside. It must be remembered 
that deaths among children under ten years are about 48 per cent, of 
the total number of deaths at alt ages and that maternal deaths con¬ 
tribute an important share to mortality in the country. In the 
circumstances the health programme must, for a long time to come, 
•concentrate on the welfare of these sections of the population. 
Further, if the health programme is to produce maximum results, 
■education of the growing children and of mothers in health matters 
must become an important function of the health service. For both 
these reasons we should like to see the proportion of women doctors 
in each primary unit maintained at about 50 per cent, of the total 
•strength. 

21. Excluding the hospital staff the remaining members of the 
primary unit organisation will consist of midwives, sanitary inspec¬ 
tors, health assistants, a fitter mistry and some inferior servants. 
The functions to be performed by midwives and sanitary inspectors 
are sufficiently well known and require no special description. On 
ffomther hand a few words about the health assistant seem to be 
'dHTirable. 

22. The idea of creating a class of health worker known as 'Health 
Assistant’, has been conceived by us in order to provide a type of 
personnel for assisting the medical man and for relieving him of many 
of his minor duties both on the curative as well as on the preventive 
side. Thus it will be seen from Chapter IV, where our short-term 
proposals ar© discussed, that he will assist the Rural Medical Officer 
of Health in running his dispensary and will also attend to such 
matters as purification of water supplies, the checking of vital statis¬ 
tics by house to house canvassing, minor anti-malaria works, the 
spray killing of mosquitoes and other similar duties. During the 
transition period, the strength of medical and other personnel in a 
primary unit will be much smaller than under the long-term scheme, 
And will have to serve a larger population distributed over a wider 
area. The services of a health assistant can in these circumstances 
'help to extend more widely curative and preventive health oars oven 
though it may be limited in scope. It may be asked whether, in the 
larger scheme under the long-term programme, there will be room 
for a man of such limited technical skill. It is true that, with 'the 
increased facilities for institutional and domiciliary medical care that 
the larger scheme will- provide, there will be less need for the services 
of the health assistant. But he can and should be made to devote 
himself more fully to preventive work. His training will no doubt 
have to undergo suitable alteration. In any case the question of 
■continuing this class of health worker can safely be left to the judg¬ 
ment of the Provincial authorities, when they have acquired sufficient 
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experience of the nature and quality of the work performed by health 
assistants. 

The Secondary Unit 

23. The staff employed at the headquarters of a secondary unit 
will be considerably larger than that stationed at the headquarters of 
a primary unit. The Administrative Officer in charge of the secondary 
unit will be responsible for the supervision and co-ordination of all 
curative and preventive health work in the unit. He will also have 
general supervisory control over the 650-bed hospital. The whole¬ 
time heads of the different departments of medicine, surgery, mater¬ 
nity, tuberculosis and pathology at the hospital will perform .the 
dual function of attending to the duties of their respective sections 
in the hospital and of inspecting and guiding such work in the primary 
unit hospitals. 

24. In addition to these, the secondary unit provides for two. 
senior public health nurses and two senior sanitary inspectors who 
will be responsible for supervising the work of the corresponding 
officers in the primary unit. We would like to emphasise the necessity 
for providing adequate office staff to relieve the administrative 
medical officer and his assistants of purely clerical duties. 

The District Headquarters Organisation 

25. The provision for medical relief at the district headquarters is, 
as may be expected, on a much larger scale than that at the secondary 
unit hospital. The number of beds iu the district hospital will be 
2,500 and the numbers of medical officers and other personnel em¬ 
ployed will also be proportionately larger than in a secondary unit 
hospital. 

26. The secondary unit and district headquarter hospitals, wuu 
their better equipment and more highly qualified medical personnel, 
will be the institutions to which the complicated cases admitted in 
the primary unit hospitals will be removed. As has already been 
pointed out, a system of ambulances and telephone connections be¬ 
tween all the three types of hospitals will be required to ensure that, 
these institutions are utilised to the fullest possible extent. 

27. The health administration of the district will be carried out 
by the Officer-in-Charge of the District Health Services and by a 
number of deputies under him who will be responsible for medical 
relief, public health, environmental hygiene and maternity and child 
welfare work respectively. A fifth deputy may possibly be found use¬ 
ful for controlling nursing administration. The heads of the different 
sections in the district hospital dealing with medicine, surgery and 
so on will mainly be concerned with professional duties. At the same 
time it will be of advantage if they can occasionally visit the 
secondary unit hospitals and a certain number of primary unit 
hospitals and inspect and guide the professional work of officers dis¬ 
charging corresponding duties in these hospitals. Such contacts 
should holp to improve the standard of professional work carried out 
in the hospitals of the district’s generally. It is not desirable that 
these specialists, in charge of the different sections in the district 
headquarters hospital, should be burdened with routine administrative 
and inspection duties especiallv if the hospital is associated with a 
teaching medical institution. Hence we have suggested that a num¬ 
ber of deputies should be provided to help the district administrative- 
officer in the various fields referred to above. 
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28. In respect of tuberculosis and leprosy, however, the officer-in¬ 
charge of the respective wards in the district headquarters hospital 
will also have to undertake the organisation and superintendence of 
field administration in his sphere of work. The Deputy and Assis¬ 
tant Directors of Health Services at the provincial headquarters, who 
deal with tuberculosis and leprosy, will be responsible for co¬ 
ordinating these activities in the province as a whole. 

The Hospital- Social Worker 

29. At all the three types of hospitals, primary, secondary and 
district headquarters, social workers will be employed. Their func¬ 
tions will include, among others, the visiting of the home of the 
patient in order to ascertain the causes underlying the disability for 
which he has sought the aid of the hospital and “service as a connect¬ 
ing link between the hospital and the public in ihe treatment of the 
individual patient and the general health programme of the area con¬ 
cerned”. It will thus be seen that, under our programme, the treat¬ 
ment of disease has been approached not merely from the standpoint 
of affording the patient immediate relief but also that of attempt¬ 
ing to remove the causes which are responsible for his condition. 

Part-time Medical Men 

80. A certain proportion of the doctors employed in the secondary 
and district headquarters hospitals may be part-time workers. Their 
proportion to the total-strength of medical men in these two typee 
cf hospitals will not exceed 25 per cent. These institutions will 
do a considerable amount of teaching. Some of the district head¬ 
quarters hospitals will be attached to medical colleges while the 
others and most of the secondary hospitals will have to provide 
retresher courses’ for doctors or facilities for the training of those 
who, after the qualifying examination, are required to take their 
internship for a year. In addition, these institutions will have to 
take part in the training of other types of health personnel such as 
nurses ana midwives and will have to run refresher courses for them. 

31. In hospitals attached to teaching medical institutions ir. is 

considered desirable that there should be a proportion of medical men 
who combine hospital teaching work with private practice so as to 
enable them to gain the wider experience that contact with the 
general public ensures. This type of experience may be lacking in 
the case of doctors who belong to a salaried service and have only 
worked in hospitals. Wo have been advised that there is distinct 
room for a type of professor who has experience of teaching work and 
private practice up to the age of about 45 and who then gives up such 
practice and becomes a whole time teacher. We agree with this view 
and therefore recommend the retention of a certain number of part- 
time workers of sufficient eminence from among whom clinical 
teachers for full-time duties will become available. • •; 

32. The scheme, that we have described in the preceding para¬ 
graphs, is only one stage, although an advanced stage in comparison 
with existing conditions, in the development of the national health 
programme. The conception of the scope of the functions of a com¬ 
munity health service has been continually widening and we have no 
doubt that this process will go on. Side by side with such changes 
the functions that the doctor will be called upon to discharge will 
also increase in scope and change in quality. As at present, he will' 
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•continue to concern himself with remedial and preventive measures 
in respect of the sick and the convalescent. We anticipate, at the same 
time, tl at his range of duties will extend, to an increasing extent, 
ovpr the healthy members of the community in order to promote their 
general sense of well being. Medical supervision of work and play, 
•of the food that people eat, of public provision for rest and recupera¬ 
tion as well as periodical medical examination and the rectification 
■of faulty modes of life will.be some of the many new duties that the 
physician of the future will be called upon to undertake'. Our view 
■therefore is that the national health organisation will tend to become 
a whole-time salaried service devoting itself to the development of the 
health ot the people. The medical men in such an organisation will 
•be recompensed adequately by the State but the supplementing of 
such income by private practice will be prohibited. The tendency 
towards this is even now recognisable in all countries by the prohi¬ 
bition that is operative in respect of the preventive health services. 
"Thus there will ultimately be no room for the part-time worker m 
the State health organisation. But it is impossible for us to see 
at what time this stage will be reached in India. In the long-term 
programme described in this chapter we have not therefore excluded 
Ihe part-time doctor although we have reduced the proportion of 
such workers to about a fourth of the total number. 

Hospital Accommodation 

33. The total number of hospital bods provided under our scheme 
for a population of three millions will be 17,(XX) or a ratio of 5 67 beds 
per thousand of the population. If this figure for hospital accom¬ 
modation can be provided in India within the next thirty or forty 
years, the achievement must be considered as a remarkable advance 
on the existing state of affairs. The present total bed strength i.' 
British India is estimated to be in the neighbourhood of 73,000 
•or approximately O’24 bed per 1,000 population. This ratio will have 
to be increased about twenty three times in order to reach the pro¬ 
posed figure of 5' 67 beds per 1,000. 

34. Even this phenomenal increase in the provision of hospital 
accommodation will not, however, bring India close to the standards 
that have been reached elsewhere. In the United States of America 
the corresponding ratio is 10-48 beds and in England and Wales 
7-14. It is understood that, in England, with the existing morbidity 
and mortality rates, the minium hospital accommodation required is 
estimated at 10 beds per thousand of the population. 

35. It is doubtful whether the ratios for bed strength to popula¬ 
tion in England and in the United States of America need be accept¬ 
ed, without consideration, as a guide for India. Congested urban 
conditions of life contribute largely to the desire for hospitalisation 
even where the state of ill-health may not render it essential. 
There is every indication that India will become more and more 
industrialised and urbanised in the years to come, but if proper 
planning is done, the removal of existing conditions of overcrowding 
in towns and cities and the prevention of the development of such a 
state of affairs on a large scale in the future, should not be an 
impossible task. Further, at the present time, ihe vast majority of 
the people are not hospital minded. While it may not be right to 
postulate that a change in this attitude will not take place, social 
habits do not alter quickly. In any case an increase in hospital 
accommodation from the present figure of 0-24 to 5-67 per 1,000 is 
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itself so stupendous a task that it seems futile to think at present of. 
any future expansions that may be required in the distant future. 

36. The distribution of beds that will be made available under, 
our proposals for diSerent types of oases in the primary, secondary 
and district headquarters hospitals is shown below. The figures are 
approximate as the calculation is based on a probable population of 
375 millions which, it is anticipated, will be reached in British India 
by the time the proposals under consideration are fully implemented 
and on the assumption that this population is divided into 125 three- 
million units of the type described in this chapter: — 


Total provision of beds of various types for British India 



Primary 

unit 

hospitals 

Secondary 

unit 

hospitals 

District 

headquarters 

hospitals 

Total 

1. Medical . 

468,760 

93,760 


600,000 

2, Surgical . 

3. Obstetrical and Gynae- 

187,600 

126,000 

43,760 

366,260 

cological . 

187,600 

62,600 


287,600 

4. Infectious diseases 

376,000 

12,600 

iff; 

392,600 

6. Malaria . 

112,600 

6,260 

Hr i 

121,260 

6. Tuberculosis 

76,000 

76,000 

jftfe 

217,500 

7. Pediatrics 


31,260 


62,600 

8. Mental diseases 



rnSsSKo iff? 

50,000 

9. Leprosy . 



37,600 

37,800 

2,126,000 


37. Provision for medical, surgical, obstetrical and gynaecological 
cases is made in all the three types of hospitals and the importance 
of tuberculosis as a community problem is recognised in the provision 
of similar facilities for this disease also. For malaria and general 
infectious diseases, beds are provided in primary hospitals. This will 
ensure a wide distribution of such facilities, as the number of 
primary hospitals will bo 18,750 or more. Ten and twenty beds have 
been provided for malaria at each secondary and district headquarters 
hospital respectively, the corresponding figures for infectious diseases 
being 20 and 40. These beds will also provide facilities for teaching, 
and research. 

38. Provision for patients suffering from mental diseases and 
leprosy has been made only in the hospitals at the district head¬ 
quarters. As regards venereal diseases, no specific provision of beds 
has been made. A large percentage of such cases can be dealt with 
in clinics associated with the outpatient departments of all the three 
types of hospitals. The relatively small number requiring hospitalisa¬ 
tion can be admitted into the ward for infectious diseases if the 
patients are in an infective stage or for suitable treatment into the 
medical, surgical and gynaecological wards, 

Field Organisation lor Certain Diseases 

39. Apart from providing facilities for hospital treatment, the 
control of many diseases requires a field organisation which could 
concentrate on preventing the spread of infection. Examp’es are 
malaria, tuberculosis and leprosy. Malaria is undoubtedly the most 
important public health problem in the country today and, in our 
proposals for the short-term programme, we have outlined an 
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'organisation for control measures against this disease on a large scale. 
It is to be anticipated that, before the long-term programme is com¬ 
pleted, the advance made in environmental sanitation will have 
reduced largely the factors favourable to the propagation of the 
disease. Indeed, the widespread use of D.D.T. and other insecticides 
of an e^n more potent nature, which may be discovered in the 
■coming years, may change the situation to such an extent that it is 
■difficult to see at present what the nature of the malaria problem 
will be by the time our long-term programme is completed. Even 
so, it will be unwise to assume that malaria will have been eradicated 
by that time. The maintenance of anti-malaria measures is likely 
to be necessary at least in those parts of the country where hyper- 
endemicity is the prevailing feature today and where climatic and 
other factors may necessitate the continuance of control activities. 
The anti-malaria field organisation, whatever size it may assume 
•eventually, will work in close co-operation with the primary unit 
staff. The Public Health Engineer at the headquarters of the district 
and his assistant at the secondary unit headquarters will be intimate¬ 
ly concerned with the control of the disease through environmental 
measures. As regards tuberculosis and leprosy, it has already been 
indicated that the officers in charge of these sections at the district 
headquarters hospital should direct and control the respective field 
organisations, although it is difficult to envisage what the size of such 
•organisations is likely to be. 

40. The hoaith organisation briefly described in this chapter is 
■ expected to produce a reasonably satisfactory service for rural and 
urban communities alike. It is based mainly on a system of hospitals 
•of varying size and of differing technical efficiency. These institutions 
will play the dual role of providing medical relief and of taking an 
active part in the preventive campaign. Diagnostic and treatment 
facilities of a relatively high order should be available in the 
secondary unit hospitals and to an even larger extent in those at the 
headquarters of districts. The latter, if they are attached to medical 
•colleges, should function at a still higher level of efficiency. The 
wide distribution of primary unit hospitnls should help to ensure the 
extension of facilities for institutional treatment over the country¬ 
side. In addition, the outpatient departments of these institutions 
would extend treatment to a much wider section of the population. 
In our short-term programme we have provided a dispensary for each 
primary unit and these institutions will continue even after each such 
unit has been provided with its hospital. The usefulness of all these 
•centres of treatment will be considerably enhanced by the simultan¬ 
eous development of transport facilities. To supplement this large 
scale institutional provision for medical relief we have also 
•envisaged the inauguration of a domiciliary treatment service. 

41. The part that these medical institutions will play in the 
preventive campaign will also be considerable. Work in connection 
with maternity and child welfare, tuberculosis, leprosy, etc., will 
radiate into the community from the hospitals, on which will be based 
■the outdoor organisations in respect of each of these services. The 
diagnostic facilities that the large hospitals will provide will also con¬ 
tribute their share to the preventive campaign. The social workers 
attached to these institutions will help to supply the preventive 
"bias to the treatment of individual patients, in the absence of which 
the medical care bestowed on them may fail to produce lasting results. 
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42. The proposals outlined here emphasise the organic unity of 
institutional and domiciliary health service and the need for integ¬ 
rating curative and preventive measures in order to develop the 
health of the community to the highest possible level. 

The Strength of Staff and the Estimated Oost Under the Proposals 

43. What are the implications of these proposals in terms of 
health personnel and of funds? It is impossible to give correct 
estimates of either. As regards the health staff, exact estimates of 
the probable strength of the field organisations in respect of many 
-diseases can hardly be made for reasons which have already been 
stated. In regard to cost, it is clearly unwise to predict what the 
scales of pay of the different services will be at. the end of the next 
thirty or forty years. The value of the rupee is likely to change 
within that period, and any estimates of cost of the fully developed 
health organisation may have, for these reasons, little meaning if 
employed for comparison with present day figures. The following 
figures are, however, given for the purpose of providing some general 
indication of the extent to which the strength of the health staff and 
the scale of expenditure will have to grow when the health pro¬ 
gramme outlined above becomes established. 

44. As regards health personnel the number of doctors, nurses 
and midwives that will be required is shown below. The numbers 
now available are also given for comparison: — 



Numbers 
required for 

Numbers now 


the complete 

available 

Doctors ...... 

programme 

233,650 

47,500 

Nurses (including public health nurses) . 

680,000 

7,750 

(including existing 
health visitors) 

5,000 

Midwives . . . 

112,500 

Pharmacists . ... . 

84,375 

76 


45. Can such a large increase in the numbers of the health per¬ 
sonnel be carried out? An example of an unparalleled expansion of 
health personnel services is furnished by Russia. In 1913, there were 
altogether 19,785 doctors in that country. By 1941, the number had 
risen to 141,600, an increase of over seven times within a period of 
28 years. In India the increase required is about five times the 
existing number of doctors to be achieved in a longer period of years. 
As regards other types of personnel, Russia has shown an equally 
remarkable increase. Bor instance, feldshers, a .type of medical 
worker less qualified than the doctor, nurse and midwives totalled 
about 50,000 in the pre-Revolution days and their number rose to 
412,000 in 1941. We believe that, given the will and the financial 
resources to carry through the required measures, the large additions 
to the existing strengths of different types of health personnel that 
will be necessary can be provided within a period of thirty to forty 
years in India also. 

46. The annual average cost of the personal health services des¬ 
cribed in this chapter will be about Re. 1 per capita on the basis 
of a population of 375 millions. An expenditure of Re. 1 per head 
of the population for a well developed personal health service cannot 
be considered excessive. 
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47. Before we conclude this chapter we wish to emphasise that we 
look forward to an improvement in the health service not only in its. 
quantitative but also in its qualitative aspect. We believe it 
essential that, through suitable training and such administrative 
action as may be necessary, a social outlook should be developed 
in every health worker and that a spirit of emulation be cultivated, 
throhghout the rank and file of the service. We feel that, while it 
is all important that the man or woman worker should have the best 
technical skill that it is possible for him or her to acquire, the posses¬ 
sion of other qualities is equally important in order to produce 
effective results. The woman who, through lack of knowledge of. 
mothercraft, feeds, bathes, clothes or nurses her baby improperly, 
the tuberculosis patient who, through ignorance, disseminates infec¬ 
tion, by indiscriminate spitting and coughing, among those with whom, 
he comes in contact, the child who possibly through lack of discipline 
at home and of that atmosphere of love which is essential for promot¬ 
ing his psychological development on sound lines, has grown into an. 
intractable individual with anti-social habits—all require the techni¬ 
cal knowledge and skill that the doctor, the nurse and the social, 
worker can make available to them. But other qualities are also 
needed in these health workers. Understanding and sympathy, tact 
and patience are equally important for the proper handling of these- 
persons and, in their absence, mere professional skill will fail to 
aohieve satisfactory results. On the other hand the possession of 
these qualities will lift the efforts of the health worker to the plane 
of social service. The reward that flows from the latter enriches the 
giver and the recipient alike. 
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CHAPTER IV 

HEALTH SERVICES FOR THE PEOPLE 
The Short-Term Programme 

Introduction: 

1. In the last chapter we have described a long-term scheme of 
health services for the country as a whole, which will provide 
health protection for the community on a much larger scale than that 
which exists at present and will include within its scope domiciliary 
and institutional services, curative and preventive, on lines which 
follow modern trends of medical practice. We consider that, given 
the resources, human and material and the determination to imple¬ 
ment this programme, il should he possible for Governments in the 
country to develop these services within a period of thirty to forty 
years. Two serious difficulties in the way of a rapid development of 
our health programme are inadequacy of trained health personnel to 
man these services and lack of funds. The question of training the 
required personnel will be dealt with in the section dealing with pro¬ 
fessional education. As regards funds we hold the view that the 
health programme demands very high priority in the allocation of 
available financial resources. Apart from the intrinsic importance of 
maintaining individual and community healtli at its highest level, we 
strongly hold the view that the carrying out of the health measures we 
propose is one of the most effective ways of ensuring the economic 
prosperity of the country and of materially raising the level of the 
natiwial income. It is obviously impossible .to assess accurately, in 
terms of money, the effects of ill-health on the community. While 
certain items such as loss of wages through incapaeitv to work and 
the expenses incurred in treatment can be estimated with some degree 
of preciseness, the pain suffered, the inconvenience and anxiety caused 
to the patient and his relations or the sense of well-being that would, 
have prevailed in the absence of sickness are obviously insusceptible 
of conversion into money. Nor can any accurate estimate he made 
of the financial loss that the country suffers as the result of decreased 
productivity through sickness. Nevertheless, in order to give some- 
idea of the magnitude and importance of this problem we should refer 
to the estimate made by Lieut.-Colonel J. A. Sinton, who places the 
annual loss to India on account of malaria alone anywhere between 
147 and 187 orores of rupees. Enormous though this estimate is, it 
does not pretend to cover all losses attributable to this disease. If 
to these figures were added the valuation of losses consequent on 
malnutrition and the. many serious diseases other than malaria, which 
are widely prevalent in the country, we are presented with the most 
convincing argument we can find in support of our contention that, 
even if the question is regarded from the purely financial standpoint 
expenditure of public funds on an effective health development pro¬ 
gramme is a sound economic proposition. To shut our eyes to the. 
consequences which a halting, ineffective and timid health policy 
imposes on the country can only result in perpetuating a tragedy 
which is as poignant on the national as on the individual side. 

2. No useful purpose will, however, be served by ignoring or 
bypassing realities and in framing any practical programme we have 
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to take account of the limiting factors of lack of funds and of trained 
personnel, which in the early stages must impose a brake on rapid pro¬ 
gress. The first consequence is that the health programme which we 
eventually visualise for the whole country must initially be introduced 
in an attenuated form and must be developed by stages. Any 
scheme which may be introduced must, however, be of such a nature 
that, if effectively executed, it will be able to ensure the production 
of demonstrable results during the period covered by it. In framing 
■our short-term programme we desire to do no more than present a 
detailed picture for the general guidance of the provinces. We realise 
that local conditions may call for a modification of some of its features. 
We recognise that varying resources in men and money will be 
■reflected in the pace at which the health programme can be deve¬ 
loped in the different provinces. We believe, however, that despite 
factors making for a limited diversity in its practical application the 
depiction of a general plan of development will serve an essential 
purpose. It will help to define a more or less uniform goal for the 
country which we consider of great importance and will serve to point 
out the level of achievement to be normally reached within specific 
periods of time. Such a schedule will also assist, we have no doubt, 
in stimulating effort in the provinces and in developing a spirit of 
friendly emulation among them in promoting the health of their 
people. 

3. We have framed our suggestions for a short-term programme 
•after taking into account the limitations to which we have referred. 
We shall now describe in some detail the picture of the health organi¬ 
sation that we suggest should be developed during the first ten years 
and indicate in much broader outline certain objectives that mury be 
kept in view during the next five years. The detailed programme 
will cover two stages of five years each and we shall indicate the 
implications of our scheme in terms of personnel, cost and the popu¬ 
lation covered by the health services during each of these quinquennia. 
Apart from providing new facilities for medical care for the people, 
these two periods will constitute a stage of intensive preparation for 
the subsequent development of the health programme at a more rapid 
pace, through the provision, in these earlier years of institutions and 
other opportunities for the training of personnel and through the 
actual production of a large number of health workers of different 
categories. 

4. Another important aspeot of the health programme for the first 
ten years is that it will be intimately concerned with the development 
of administrative technique suitable to this country. Health admi¬ 
nistration is the application of medical knowledge to the life of the 
community, and the methods to be employed in its application are 
largely influenced by the attendant social, economic and environmental 
factors, These methods have therefore to he worked out in relation 
to local conditions. The skilled services that can be provided for this 
purpose in countries such as the United Kingdom and the United 
States of America, with their relatively large national incomes, are 
obviously unattainable in India today and the health programme that 
we are envisaging must take account of this basic fact. In the 
beginning the countrv will be faced with the necessity of having to 
some extent and in some fields to put up with services manned by 
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imperfectly trained personnel with the ability to perform only limited 
functions. This subject will be discussed in greater detail later in 
this chapter. 

.'5. We have already referred to the considerations which make 
detailed planning inadvisable too far in advance, and we feel that we 
should therefore limit ourselves to the task of drawing, with some 
degree of precision, the picture of our short-term programme for 
the first ten years only. After the earlier stages of expansion indicated 
in the present chapter have been reached we feel that we must leave 
it to the Governments. Central and Provincial, to formulate the lines 
of further develonment with a view to the attainment of the larger 
objectives indicated in the preceding chapter. 

6. We wish to make it clear that the proposals that will be dis¬ 
cussed in the succeeding paragraphs embody recommendations which 
are intended to supplement and not supplant the existing health faci¬ 
lities in the areas where our scheme will be introduced. We consider, 
moreover, that our recommendations constitute an irreducible mini¬ 
mum, and, were it not for the limitation imposed by the inadequacy 
of staff and funds, we should unhesitatingly have proposed a more 
comprehensive scheme than the one indicated below. 

7. In the previous chapter we have described the organisation 
required to provide a 'reasonably complete health service for the 
community. For reasons which we have already stated, however, it 
will be necessary to cast our short-term programme on more modest 
lines. Thus, during the first ten years, the district headquarters 
organisation provided in our long distance plan, will not be brought 
into-existence. Further, the services provided in the primary and 
secondary health units during this period will not be so complete and 
comprehensive, owing to the limitations to which we have already 
referred, as we hope they will be in the later stages of our scheme. 
But the general character of the work to be done in the primary and 
secondary health units during the short-term programme and the 
relation of these units to each other will be the same in the short as iit 
the long-term programme. The general description of the organi¬ 
sation set out in the preceding chapter, read with this caveat, ie 
applicable to the organisation which will operate in the ten-year 
period. 

The First Ten-Year Programme 

8. The following brief summary of the major heads of the ten- 
year programme we are suggesting may enable the detailed proposal* 
which follow to be more clearly understood. 

Our recommendations cover: — 

17 A province-wide health organisation providing for both preven¬ 
tive and curative health work. This will include in each district; — 

(i) three types of organisations for general health services, 
viz., 

(a) primary health units 

(b) secondary health units 

(c) the district health unit, 
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(ii) certain special health services dealing with 

(a) malaria 

(b) tuberculosis 

(c) venereal diseases 

(d) leprosy 

(e) mental diseases 

(f) maternity and child-welfai 

(g) school health and 

(h) nutrition. 

U. Field training centres for teaching institutions. 

Our proposals for the ten year programme cover also recommenda¬ 
tions in regard to a variety of other matters such as Impersonal Health 
Services, including town and village planning, housing, water supply 
and drainage, professional education and medical research. They 
will be found in the separate chapters dealing with these individual 
subjects. 

We shall now examine these proposals in greater detail separately 

The Province-wide Health Organisation 

9. At the outset we were faced with the 'difficult problem of 
.deciding whether our proposals should at the start be applied in a 
narrowly restricted locality to .the fullest extent that circumstances 
permitted cr whether the area of their application should be extended 
much more widely at the expense of the degree of their application 
We have come to the conclusion that the new health services, in 
howsoever attenuated a form they may be started, should be'initiated 
on as wide a territorial basis as possible. We feel that, for the pur¬ 
pose of demonstrating the resulting improvement in the public health 
of a province as a whole, the application of our proposals in every 
district, though it may be over a limited area in each to begin with, 
will be more effective than concentration of effort in one or two small 
areas in the province. Further we feel that all parts of a province 
should, from the commencement, have an opportunity of sharing, 
even though it be to a limited extent, the benefits which we hope that 
our proposals will bring to the people. We also realise that Pro¬ 
vincial Ministers of Health will have to carry popular support with 
them in the development of the scheme and that public opinion is 
much more likely to support a broad-based proposal than one which 
would confine the new health organisation to one or two districts in a 
province. The objectives to be reached at the end of the first ten 
years are indicated below: — 


Expansion of the scheme in 

a typical district 


First 

year 

Fifth year 

Tenth year 

Numb* of primary Units 

5 

10 

25 

Number of 30-bed hospitals 

1 

2 

13 

Number of secondary Units 

1 

1 

2 

Number of 200-bed hospitals . 

1 

1 

1 

Number of 500-bed hospitals , 


.. 

1 

Tlie Primary Unit 

1 TT T 1 • 1 l , . m . 





10. We recommend that a start should be made with five primary 
units in each district. Each of these should include within its scope 
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a population of 40,000 m place of the much smaller and more 
fully staffed and equipped unit serving a population of 10,000 to 20,000 
recommended for the long-term programme. In place of a 75-bed 
hospital for each primary unit under the fully developed long distance 
scheme, we suggest that, duriug the first five years of the short-term 
programme, one 30-bed hospital should be established to serve four 
primary units. In the second period of five years the number of such 
hospitals should be doubled so that each will serve two primary units. 
In addition each primary unit will have a dispensary with provision 
for two emergency and two maternity beds. 

11. The smaller type of health organisation that is proposed in 
each short-term primary unit and the larger number of people to be 
served by it will obviously limit the range of activity. The service 
developed, however, will, it is hoped be on correct lines and will 
incorporate curative and preventive work on a coordinated basis. The 
details of the proposed organisation for the short-term primary unit 
are given below:— 


Medical officers ......... 2 

Public Health Nurses ........ 4 

Nurse .......... 1 

Midwives , . . . . . . . .4 

♦Trained dais . , , „ . . . , 4 

Public Health inspectors ....... 2 

Health assistants . i fflisMMlW Ww. ... 2 

Pharmacist .......... 1 

Clerks . . . EM • • • • 2 

Fitter Mistry . . ...... 1 

Inferior servants . . . . . . . .16 


12. This staff, with the exception of certain members of the mater¬ 
nity and child-welfare organisation, should be stationed at the head¬ 
quarters of the primary unit, although their duties will extend over 
the whole area covered by the unit. The maternity and child-welfare 
staff, namely, the public health nurses, the midwives and trained dais. 
should, on the other hand, he located at different places in order to 
make their services available where required with the least possible 
delay. The other members of the primary unit, staff should also have 
their areas of jurisdiction demarcated, although they themselves 
would be located at the headquarters. 

The Primary Health Centre 

13. A focal point should be provided in each primary unit from 
which the different types of activity will radiate into the area covered 
by it. The area of the unit- might, for purposes of health administra¬ 
tion be divided into four circles, one being associated with the bead- 
quarters of the unit. Here it is essential that the dispensary, the 
headquarters maternity and child-welfare organisation and that dealing 
with environmental hygiene should work toeether in intimate associa¬ 
tion and for this purpose the necessary buildings should he nrovided 
In the closest possible proximitv to each other. This will also help 
to coordinate the work of the different members of the staff. This 
organisation at the headquarters of the unit mav appropriately be 
designated the health centre. Its functions will be to provide as 
effective a health service as practicable under the conditions prevailing 


*A dai is a woman who practise* midwifery as ft hereditary profession normally 
without jury braining. 
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at the time, both at the headquarters and in the remaining circles into 
which we have suggested that the primary unit area should be divided. 

The Duties ol the Primary Unit Staff 

14. The staff recommended above is,, we believe, the minimum re¬ 
quired for the efficient working of the centre. Of the doctors one 
should, if possible, be a woman and both should attend to curative 
and preventive duties. We suggest the following tentative pro¬ 
gramme of work for these doctors, which, however, will be subject to 
revision in accordance with local needs. For four hours in the morn¬ 
ings on three days in the week each of them will attend the dispensary 
attached to the primary unit and, in the afternoons of those days 
and during the forenoons and afternoons of the remaining three- 
working days of the week, each will attend to preventive work. On the 
days on which the man doctor attends the dispensary the woman 
doctor will be on outdoor duty and vice versa. Each should have one 
day of rest in the week, although both will have to be available for 
any urgent calls that may arise. 

15. At the hospital the man doctor will normally attend to male 
patients and the woman doctor to patients of her own sex and to 
children. Each primary unit should have two health assistants on 
its staff. The kind of work they should be required to perform has 
been referred to briefly in the last chapter. The Health Assistant 
should perform both curative and preventive duties of an elementary 
nature under the direction of a qualified medical officer. He Bhould 
in no circumstances be considered a doctor or allowed to function as 
such. On the curative side he can help the doctor in the dispensary 
in sterilising instruments, dressing wounds, keeping records and such 
other duties as can safely be entrusted to him. His outdoor duties 
should include the sterilisation of water-supplies, vaccination against 
small-pox, checking of vital statistics, supervision of minor ant.i- 
malaria field operations, including the spray-killing of mosquitoes, and 
the tracing of cases of the common infectious diseases. If suitable 
women can be obtained for training as Health Assistants, it will he 
desirable to have a man and a woman worker of this typo in each 
primary unit. As the woman doctor will deal with women and 
children both at the dispensary and in the homes of the people the 
help of a woman assistant will be of great value. 

16. At each dispensary there will, in addition, be a trained phar¬ 
macist, when this class of worker becomes available in sufficient num¬ 
bers. In the meantime a compounder will be employed. 

17. We consider that a combination of curative and preventive health-, 
work is in the best interests cf the community and of the professional 
efficiency of the medical staff employed. In fact the two function? 
cannot be separated without, detriment to the health of tie com¬ 
munity. For instance our primary unit doctor treating a typhoid 
patient in his home should, in addition to the medical attention he 
gives him, ensure that such precautions are taken as are necessary 
to prevent the spread of infection to the other members of the house¬ 
hold. Nor should his responsibility end there. In the interests of 
the community it is necessary that the sources of infection should, if 
possible, be discovered in order to prevent the further spread of the 
disease. It is therefore essential that he should deal with the problem 

40 




TBB SHORT-THRU PSOCHU.MUB 

of disease both in its remedial and preventive aspects. The same 
remarks apply to the public health nurse and other memBers of the 
organisation who are responsible for personal health services in their 
respective spheres. 

18. We consider it essential that the doctors should be spared all 
unnecessary clerical work, especially because during the short-term 
programme they will be fully occupied with the duties we are assigning 
to them. We have, therefore, provided in our budgeb estimates two 
clerks, of whom one will assist the man or woman doctor in making 
and maintaining records in regard to the patients treated in the dis¬ 
pensaries and the other will do all the clerical work in connection with 
the administration of the primary unit. It will be desirable to give 
these clerks special training for a short period in order to enable them 
to familiarise themselves with medical and other technical terms com¬ 
monly used in health administration. 

19. We place maternity and child-welfare work in the forefront of. 
our programme. As has been pointed out -lsewbere, nearly half the 
number of total deaths in the community ooours annually among 
children under 10 years, while deaths due to maternal causes are 
estimated at about 200,000 per year. At the same time a much- 
larger number of women are compelled to suSer varying degrees- 
of sickness and disability as the result of pregnancy and childbearing. 
The supreme importance of dealing without delay with this section of 
the population is, therefore, obvious. Further, in our view, a pro¬ 
gressive improvement of the public health depends largely on pro¬ 
moting the hygienic mode of life among the people through education 
directed to this end. It is among women and children that this educa¬ 
tion should be carried out intensively in order to produce lasting 
results. The woman doctor, the public health nurse and the midwife 
can carry the message of health to the homes of the people through the- 
numerous contacts whioh they will establish with women and children- 
while carrying out their routine duties. We are therefore convinced 
that the part that the maternity and child-wolfare organisation can 
play in reducing existing morbidity and mortality and in creating 
conditions, which are essential for promoting healthful living, is of 
vital importance. 

20. Of the remaining staff, the sanitary inspector and the inferior- 
servants will be concerned with improving environmental conditions. 
The fitter mistry’s duty will be to help in keeping in good repair tuba 
wells and other sanitary equipment which will be provided under the 
health programme. The work of the sanitary staff will be under the 
close supervision of the medical officer charged with administrative- 
duties of the unit, In addition, as will be seen later from the descrip¬ 
tion we give of the organisation at the secondary unit, there will be 
an Assistant Public Health Engineer at the headquarters of the latter 
and this officer will be responsible for the requisite technical guidance 
and for general supervision of ail work in respect of environmental 
hygiene in the primary units included within the jurisdiction of the 
secondary unit. We realise that the staff proposed for this important, 
branch of health administration is altogether too measure to meet the 
requirements of a:primary unit'as we conceive its functions to he. 
But we look to the people themselves to make an effective contribu¬ 
tion to_ the public health by helping in the execution of measures 
for Its improvement. In this task the trained staff we are providing* 
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small though it is, will be of the greatest value in showing the people 
how their efforts can be made to produce the best results. 

21. We have already referred to the need for employing, during 
the short term, insufficiently trained personnel of certain types if the 
health services are to be extended to as large a section of the popula¬ 
tion as possible. For instance, in order ,to promote school health 
work, the services of selected school masters, with limited training in 
the carrying out of certain simple functions, not requiring any high 
degree of technical knowledge, will have to he, utilised in the 
place of doctors and nurses until the latter become available in 
■sufficient numbers to provide a more efficient service. The duties 
‘for which teachers should be trained may include the daily examina¬ 
tion of school children in order to improve the standard of their 
personal cleanliness, vaccination against small-pox, the administration 
of certain drugs, e.g., quinine, supervision of the sanitation of the 
school and its environment and the health education of the children 
within limited fields. For performing such duties they should, of 
course, receive adequate extra remuneration. One of us (Dr. J. B. 
Grant) has had considerable experience, during the past year and a 
half, of developing a rural health organisation in the Singur area of 
Hooghlv District in Bengal in order to provide a training centre for 
the health personnel of that province as well ns for the students of the 
Ml-India Institute of Hygiene and Public Health, Calcutta. The 
experience gained at this centre makes it clear that a limited training 
■of seven or eight weeks will not of itself enable school masters to 
discharge satisfactorily the duties suggested by us without close super¬ 
vision. It has, for instance, been found necessary for the medical 
officer in charge, to make a teacher carry out vaccination and other 
duties in his presence for some time after his training, in order to 
•ensure that a desirable level of efficiency is attained. The two 
doctors in charge of the primary unit will therefore have to exercise 
■considerable supervision over the work of teachers and other people 
selected from the villages to help in the promotion of the health 
programme. Hence it is that we have allotted the major part of 
their weekly programme to outdoor duties and have suggested the 
attendance of each at the dispensary only during the forenoons on 
•three days in the week. 

22. Most of the medical men, who will be available to Provincial 
Governments for developing the early stages of our health programme, 
will not have had the training necessary for preventive Health work. 
It is therefore recommended that a short course of three months’ 
training in public health and preventive medicine should be provided 
for them. They should, however, be required to obtain a recognised 
public health qualification within the first five years of entering public 
service. 

The Emphasis on Preventive Health Work in our Programme 

23. We realise that the need for medical relief is so great and so 
urgent in this country that our proposal to make these medical officers 
concentrate so largely on preventive work may meet with criticism 
We have, however, made this recommendation after careful considera¬ 
tion. Our view is that, with the limited staff and funds at the 
disposal of the country, our health programme will show more effective 
■and lasting results if effort is directed towards the creation of condi¬ 
tions conducive to heoi+hful living instead of concentrating too largely 
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•on the administration of medical relief. The extent of sickness pre¬ 
valent in India today is so large that any conceivable expansion of 
treatment facilities, which the country can afford under existing con¬ 
ditions, will suffice to provide for the relief of only a small fraction of 
those requiring such care. Sickness purveys carried out in the United 
States of America have shown that illnesses causing inability to work 
for seven or more consecutive davs number every year about 125 to 
200 in a population of 1.000; A similar investigation in Canada re¬ 
vealed that the corresponding figure was 171 illnesses for 1,000 per¬ 
sons. These illnesses clearly require medical attention. The death 
rates in Canada and the United States of America are less than half 
•cf that in India, and it seems, therefore, reasonable to assume that 
the corresponding sickness rate for this country may be between 300 
and 350 illnesses per year among 1,000 persons. A primary unit may 
therefore have to deal with about 12,000 to 14,000 such cases 
annually. These will include many cases of serious illness and of 
chronic disease, so that the period during which medical attention will 
be required by individual patients may be considerable. Further, as 
persons suffering from sickness of shorter duration than one week have 
been left out and as a certain nroportion of them will also reouire 
attention, the number of cases needine medical relief may well be. at 
least 20,000 to 25,000 per year in each primary unit. The fact that 
we are not making here any excessive estimate is shown bv the case 
rate of 1.000 per year for a population of 1.000 which the above men¬ 
tioned enquiry in the United States of America revealed, when ah 
types of illnesses were taken into consideration. 

24. We have quoted these figures only to show that, if all the avail¬ 
able monev and staff were to be utilised only for the provision of 
medical relief, we should be meeting the needs of only a section of the 
population requiring such care, under present conditions and those 
which can be foreseen in the near future. Apart from this, no 
advance will have been made in the neutralisation of the adverse 
effects of those social and environmental factors which are so largelv 
responsible for morbidity and mortality and without the control of 
which no permanent improvement in the public health can be 
achieved. 

25. We are fully aware of the need for extending medical relief 
to all those who are suffering from disease. Nevertheless, when the 
problem of building the nation's health is viewed in its true perspec¬ 
tive, we are compelled to come to the conclusion that the health 
programme should be developed on a foundation of preventive health 
work and that such activities should proceed side by side with those 
concerned with the treatment of patients. We have, however, made 
such provision as is possible under existing conditions, for medical 
relief also. We antic’pate that the successive stages of the health 
programme will see a steady expansion of treatment facilities as an 
essential complementary service to preventive health work. We 
should, however, emphasise that a reduction in the demand for 
curative treatment can only be secured through successful preventive 
work. 

The Establishment o! Village Committees 

26. We have already referred to the need for securing the active 
co-operation of the people in the development of the health pro¬ 
gramme.. Social customs, habits and prejudices, which stand in the 
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way of progress, must be modified. In the words of Sir George 
Newman, “No far reaching medical reform is separable from social 
reform, which in its turn finds its source in the highest aspirations 
of the people.”* Today the vast majority of the people of India 
view with apathy the large amouVit of unnecessary suffering and 
morbidity that exists in their midst and, unless this attitude can be 
replaced by one of active cooperation among themselves and with the 
health authorities for the promotion of the health of the community, 
no permanent success can be achieved. The most effective way of 
helping to create such a change in outlook is, we believe, by providing 
for the people opportunities of active participation in the local health- 
programme. As far as we are aware, nowhere has this idea been 
developed to the same extent as in Soviet Russia. The following 
quotation from Professor Henry E. Sigerist’B “Socialised Medicine 
in the Soviet Union” illustrates the way in which the health pro*- 
grammo in Russia provides fcr the participation of the people on a 
wide front: — 

"The health programme is not dictated from above, but is, 
on the contrary, administered in the most democratic 
way. Since the principle has been established that the 
health of the workers is their responsibility, it is logical' 
for them to take a large and active part in the admi¬ 
nistration of health. Health administration, like every 
branch of Soviet administration, has the form of a 
pyramid with an exceedingly broad base. This broad 
base is new to the world. In capitalist countries health 
administration does not go beyond the municipal or the 
country health department. It is the concern or 
specialists. The people are the object of administration 
and have no share in it. In the Soviet Union the base of 
the health pyramid is formed by innumerable health 
committees or health nuclei organised in every factory, 
every farm, wherever people work.” 

27. India resembles Russia in its size and population and we feel 
that a large number of local health committees or health nuclei will r 
in this country also, help to secure results comparable with those- 
which we understand have been achieved in that country. We suggest 
that, in every village, there should be established a health committee 
of voluntary workers consisting of about five to seven individuals 
depending on the size and population of the village. The principle 
of the panchayat or a council of five elders who, through their collec¬ 
tive wisdom, direct community life in the village has long been applied 
in practice in India. We desire to see local health committees set 
up on this principle of bringing together a certain number of persons- 
of standing in the village who can be helpful in promoting specific 
Enes of health activity. In selecting such persons we do not wish to 
bring in the vote and the spirit of competition for the vote which 
however desirable it may be for conferring on these individuals the 
right of claiming to be representative of the people, has also the 
disadvantage of introducing into the peaceful atmosphere of coopera¬ 
tive effort, which we are proposing to create, the heat and contro¬ 
versy of the political arena. At the same time there should be a large 

*“ An outline of the Practice of Preventive Medicine ” By Sir George Newman 
a memorandum addressed to the Minister of Health, England A Wales. 
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measure of popular support for these individuals. We suggest there¬ 
fore that the two medical officers and their subordinate staff Rhould 
carry out, before attempting to create these village committees, a 
considerable amount of educative work among the people in regard 
to the proposed health programme and the desirability of the more 
public spirited in the community accepting as a privilege the right 
to associate themselves with the activities of the health organisation 
in the interest of promoting the welfare of all. After such prelimi¬ 
nary work, during which they will probably be able to pick out the 
men and women who are likely to become suitable members of the 
proposed committee, a meeting of the village people should be caller! 
and the purpose in view in forming the committee and the work that 
will bo expected of its members should be explained. Then, as a 
result of the discussions that follow, it may be expected that suitable 
persons will be selected with the general approval of the villagers. 
In putting forward these proposals we are not merely theoriaing or 
drawing on our imagination. We understand that this method has 
been tried in Singur with a considerable measure of success. 

28. Where village panchayats constituted by law exist, it may be 
found possible to utilise their services for the purpose we have in 
view. 

29. The members of the village committee will, of course, require 
training in the elementary functions they will be called upon to per¬ 
form. These functions should not be of too complicated or technical 
a character, nor should they take up too much of their time. The 
special value or tfiese persons lies in the fact that their standing in 
the village, their local knowledge and intimate contact with the people 
will enable them to influence the villagers to accept and help to 
carry out effectively the health measures designed to promote the 
general welfare. Opposition due to social or religious prejudices is 
likely to yield more easily to the advice given and the example set by 
the members of the village committee than to official action. 

30. These committee members should also be able to induce the 
village community to carry out, without payment and through their 
own effort, many measures which might otherwise prove expensive. 
We have in mind such minor sanitary works as the filling of pools, 
the draining of pits and the removal of rank vegetation in order to 
improve the sanitation of the village site. Such works are of parti¬ 
cular importance in the areas which are subject to outbreaks of 
malaria. 

31. There are many other directions in which the mobilised good¬ 
will of the community can assist the health programme. The general 
lack of cleanliness in villages is due to the absence of any organised 
effort to dispose of refuse and nightsoil in a manner which will render 
them innocuous to the health of the people. The general belief 
seems to be that what is undesirable in one’s own premises can, 
without any compunction, be thrown into a public drain or any com¬ 
mon open space. This lack of regard for community hygiene can be 
remedied only by an awakening of a health consciousness among the 
people. Experience shows that, in the absence of such awakening, 
improvement in the sanitation of the environment is difficult and 
often impossible even with the provision of appropriate public service* 
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32. Each member of the village committee should be assigned » 
definite task. One individual may, for instance, be made responsible 
for improving the registration and local compilation of vital statistics. 
His association with these duties will, we have no doubt, help to ensure 
greater completeness in the recording of births, deaths and cases oi 
infectious disease. This member of the committee, if he takes this 
work seriously, can help to promote a greater sense of responsibility 
among his fellow villagers for reporting such events to the proper 
authority. Another member of tho committee could interest himself 
in village sanitation while a third might render active assistance to the 
health staff in the carrying out of measures against communicable 
diseases or in the organisation of special steps against threatened out¬ 
breaks of such diseases during fairs and festivals, after floods or under 
other abnormal conditions. 

33. We need not go into the details of the many ways in which an 
enthusiastic local committee can help to improve the health of the 
village. In our view, the development of such local effort and the 
promotion of a spirit of self-help in the community are as important 
to the success of the health programme as the specific services which 
the trained health staff will be able to place at the disposal of the 
people. 

Average Area of, and Average Number of Village in, a Primary Unit 

34. Before we close this description of the health organisation in a 
primary unit we may draw attention to two factors which have a 
bearing on the efficiency of the health service that will be made avail¬ 
able to the people. These are the average areas over which the pro¬ 
posed population of 40,000 in a primary unit will be spread in the 
initial years, and tho number of villages likely to he included under its 
jurisdiction. The relevant figures are given below: — 

Average number of villages and average area for a ‘population of 40,000 
(Figures based on the 1941 census) 


Provinces 





Villages 

Area in square miles 
(including towns & 







villages) 

Madras 




. 

38 

103-2 

Bombay 





69 

146-6 

Bengal 





67 

51-2 

U. P. . 





85 

77-2 

Punjab 





61 

128-8 

Bihar . 





83 

76-4 

C. P. and Berar . 





106 

234-1 

Orisaa 





127 | 

Taluq 235-0 

Thana 96-2 

N..W. F. P. 





51 1 

178-0 

Assam 



. 


136 

215-8 

Sind . 



. 


75 

424-6 


35. In the more sparsely populated provinces such as the Central 
Provinces and Berar, Assam, Sind and Orissa the area to be covered 
by the health staff is considerably greater than that in the more 
densely populated provinces of Bengal, Bihar and the United Pro¬ 
vinces. The average number of villages that will be covered by each 
primary unit will also vary considerably. The need for ensuring 
adequate service by the staff must be prominently kept in view. In 
addition the supervising officers should be able to exercise effective 
control over the work of their subordinates. This is a matter of the 
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utmost importance. In our view the two medical officers of a primary 
unit should be able to visit each village at least twice or, better still, 
three times a month. In the circumstances it seem? likely that the 
figure of 40,000, which we have suggested, may have to be modified 
in individual provinces in order to suit local conditions. This figure 
has been suggested only as a guide to Provincial Governments, We 
have been compelled to adopt it in the initial stages of our programme 
because, with the numbers of trained staff under certain categories, 
which are likely to become available, particularly during the first ten 
years of the programme, it is impossible to provide for more con¬ 
centrated work by reducing the area and size of the population covered 
by a primary unit. In fact, as has been shown elsewhere, the training 
programme will have to be started well in advance of the inaugura¬ 
tion of the proposed health scheme. Even if this is done, only a por¬ 
tion of the required staff is likely to become available. 

Secondary Unit 

«6. A secondary unit should be established in each district from 
the .commencement of our programme. It will supervise the work 
of tlte primary units included in its sphere of control, which will 
number-five to begin with and will increase to 12 or 13 by the end 
of the tdn-year period. The work of a secondary unit will be con¬ 
centrated in *a secondary health centre located at its headquarters 
and will include (a) the supervision of the health work done in the 
primary units within its charge, (b) the control of the 30-bed hospi¬ 
tals in those units and (cl the provision of a higher type of medical 
service than that provided in the primary units. 

37. For providing medical relief of a higher type than that avail¬ 
able in the 30-bed hospitals and in primary unit dispensaries there 
will be a 200-bed hospital at the headquarters of the secondary unit 
In addition to the staff attached to the hospital, there will be a 
medical officer responsible for the administration of the whole area 
under the jurisdiction of the secondary unit as well as officers for 
organising and supervising certain specific branches of health activity. 
The composition of the senior members of the staff is shown below. 

For details reference may be made to appendix 3 

Administrative staff — 

Administrative Medical Officer . . . 1 

Dy. Administrative Medical Officer . .1 

Assistant Administrative Medical Officer (Ma¬ 
ternity and child welfare) . . . , • 1 

Assistant Public Health Engineer ... 1 

Sonior Sanitary Inspectors .... 2 

Senior Health Visitors ..... 2 

Hospital staff — 

Medical Officer in charge of medical wards . 1 

Medical Officer in charge of surgical wards . 1 

Medical Officer in charge of obstetrical and 

gynaecological wards .... 1 

Medical Officer in charge of the laboratory , ] 

Assistant Medical Officers attached to the 

laboratory ...... 2 

Senior Medical Officer in charge of the X-ray 
department ..... 1 

Assistant Medical Officer attached to the X-ray 

department ..... 1 


(Of those one will per. 
form the functions of 
the Superintendent of 
the hospital) 
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House staff . 

6 

(two for each of th6 
medical offloers in 
charge of medioal, 
surgical and obstet¬ 
rical wards). 

Part-time doctors .... 

. 3 

(one for each of the 
medical, surgical and 
obstetrical wards). 

Orthodental surgeon .... 

1 


Dentists ...... 

. 2 


Dental hygienists .... 

4 


We would once again lay emphasis on our conception of the 
medical officer of the future as one who combines in himself both 


curative and preventive functions. In the selection of officers to fill 
administrative posts we would stress the importance of bearing in 
mind the considerations we have set out in Chapter XVII para. 26. 

38. In providing administrative machinery for the secondary unit 
and its associated primary units, we have to remember that, touring 
the short-term programme, the scheme will extend only over certain 
parts of individual districts aud that the administration of the area 
covered hy the proposed new health services will have to .be integ¬ 
rated with the health organisation of the district as a whole. This 
problem of integration is primarily one for the Provincial Governments 
to solve. We are, however, putting forward the following suggestion 
for consideration: — 

We envisage the bringing together of the Medical and Public 
Health Departments under one administrative head at 
the headquarters of each province. In order to ensure 
the orderly development of the new health services, this 
recommendation will have to be implemented, we 
believe, from the very beginning. As a corollary to the 
amalgamation of the two services at the top we consider 
that district health administration Bbould also be unified 
under one controlling head whoRQ designation may appro-' 
priately be the Officer in Charge of the District Health 
Services. His functions will be twofold during the 
period of development of the health programme. He 
will have to be responsible for the continuance of the 
existing health services in the areas untouched by our 
scheme and he will also have to devote a considerable 
part of bis time and attention to the development of the 
new services. We need not deal here with the health 
services in the area unaffected by our scheme. As re¬ 
gards the developmental area we propose that the Admi¬ 
nistrative Medical Officer at the headquarters of the 
secondary unit, who will be concerned with the coordina¬ 
tion of curative and preventive health work under the 
scheme, should function as a Deputy to the Officer in 
Charge of the District Health Services. 

89. The other administrative officers attached to the secondary 
unit will be responsible for the functions indicated by their respective 
designations. Their jurisdiction will extend over the whole area con¬ 
trolled by the seoondary unit and they will work under the supervision 
of the Administrative Medical Officer. 
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40. It will be seen that no .provision has been made for the supervi¬ 
sion of medical relief activities. The Administrative Medical Officer 
will himself participate in such supervision. In addition, we recom¬ 
mend that the medical officers in charge of the medical, surgical and 
obstetrical wards should make periodical inspections of the hospitals 
and dispensaries in the area covered by the scheme and that they 
should, by advice and guidance, endeavour to raise the level of 
efficiency of the services provided for the people in their respective 
fields. 

41. One of the four medical officers in the hospitals will funotion 
as the Superintendent. We suggest (vide appendix 8) that the 
Superintendent should hav4 the same salary and status as the Deputy 
Administrative Medical Officer in charge of Public Health. The 
Medical Officer in charge of the obstetrical and gynaecological wards 
Should be a woman. 

42. The Assistant Administrative Medical Officer in charge of 
maternity and child welfare work and the woman doctor in charge of 
the obstetrical and gynaecological wards in the hospital should have the 
same status and pay. We suggest that there should be a periodical 
exchange of duties between these two. Such exchange is in the in¬ 
terests of both. The person, who directs domiciliary health work 
among mothers and children, should have periodical opportunities of 
doing clinical work in lie hospital, while the doctor in the hospital will 
widen her social outlook and her range of experience by coming Into 
contact with the homes of the people and with the environmental and 
other factors that are associated with the conditions of ill-health which 
take the patients to hospital. 

43. We attach great importance to the provision of a laboratory 
■service in association with the 200-bed hospital. The medical officer 
jn charge of the laboratory and his two assistants should be able to 
provide a service covering the fields of pathology,- bacteriology and 
bio-chemistry. Apart from meeting the needs of the hospital, speci¬ 
mens sent from other medical institutions, in the area controlled by 
the secondary udit, should also be dealt with here. We further suggest 
that this laboratory should provide a diagnostic service, particularly 
in relation to infectious diseases, for the general medical practitioners 
in the area. The service should be given free in the interests of pro** 
moting the. public health and of encouraging the medical men in the 
area to adopt scientific methods of diagnosis. It is difficult to esti¬ 
mate the amount of work that this laboratory may he called upon to 
undertake but we suggest that a beginning should be made with the 
■staff included in appendix 8. It may, however, be necessary to 
limit in the earlier yearn the provision of diagnostic facilities to cases 
of communicable diseases. 

44. In order to make the service provided at the hospital as com¬ 
plete as possible we have also included X-ray and dental departments. 

45. A secondary unit is normally expected to cover an area with a 
population of about 600,000. Our proposal to establish a secondary 
unit m each district simultaneously with the inauguration of the plan 
seems to require a word of explanation, as the population covered by 
the scheme in each district, will reach only 400.000 by the end of the 
first five years. Two possible objections that may be advanced arc 
that the administration may be made too heavy at the top and that 
•there will be insufficient work for the staff at the headquarters of the 
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secondary unit. We may deal with the latter objection first. The 
scheme, which we. are recommending, makes a departure from existing, 
health administration in many directions and we feel that an experi¬ 
ment of this nature will require considerable supervision of the peri¬ 
pheral staff. Further, it has already been shown that different forms- 
of service through imperfectly trained staff, such as schoolmasters and 
villagers, will have to be organised during the short-term programme.. 
Their training will have to be planned and supervised by the staff at 
the headquarters of the secondary unit. There will also be a consi¬ 
derable amount of work for the latter in organising the main lines of 
activity in the primary units. In our opinion the secondary unit 
organisation will find itself fully occupied with its manifold duties- 
from the very beginning, if the scheme is to be developed on proper 
lines. If this view of ours is accepted as a reasonably correct estimate- 
of the situation, the first objection will also lose its validity. Moreover 
the laboratory services, which will be provided at the hospital of the 
secondary unit for the whole area under its charge, constitute an addi¬ 
tional reason for the establishment of the secondary unit simul¬ 
taneously with the inauguration of the scheme. We hope, however, 
that 30-bed hospitals serving the primary units will, as soon as- 
possible,.be provided with microscopes to facilitate early diagnosis of 
certain diseases such as malaria. 

46. Another secondary unit should be established when the popu¬ 
lation covered by the scheme exceeds 600,000. In establishing these 
organisations care must be taken to ensure that, as far as possible, 
existing administrative demarcations, e.g., the sub-divisions of a 
district, are adhered to because the functions of the health services 
will have to be integrated with those of other departments of 
Government. 


Rate of Expansion of the Scheme during the First Ten-years 

47. The following tabular statement indicates how we propose that 
(he programme should be implemented during the first ten years: — 


Year 

No. 

of 

primary 

unit* 

(40,000 

popula¬ 

tion) 

In a 
district 

Population 

served 

No. of 
dispen¬ 
saries In 
primary 
units, 
each 
having 
two 

rmerceney 
and two 
maternity 
beds 

No, of 
30-bed 
hospi¬ 
tals 
in 

primary 

units 

No. of 
se¬ 
condary 
units 

No. of 

200-bod 

hospi¬ 

tals 

in 

secon¬ 

dary 

units 

No. of 
500- bed! 
hospi¬ 
tals 

In 

secon¬ 

dary 

nnits- 

1st year 

5 

200,000 

5 

i 

i 

i 


2nd yoar 

5 

200,000 

5 

i 

i 

i 


3rd year 

5 

200,000 

5 

i 

i 

i 


4th year 

H 

280,000 

HU 

2 

i 

i 


5th year 

HS1 

400,000 

US] 

2 

i 

i 


6th year 


520,000 


5 

i 

i 


7th year 

16 

040,000 

16 

n 

2 

i 

1 

8th year 

19 

760,000 

19 

m 

2 

i 

1 

9th year 

22 

880,000 

22 

ii 

2 

i 

1 

10th year , 

25 

1,000,000 

25 

13 

2 

i 

1 


48. This table is only meant to indicate, in a general way, the lines 
on which .expansion may proceed. It may be pointed out that, in 
every province, except Orissa, there are districts, the populations of 
which fall 6hort of a million. In some provinces the number of such' 
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districts is more than in others. It is therefore suggested that, when 
the population of a particular district is covered by the scheme before 
the ten-year period has elapsed (say, for instance by the 6th or 7bh 
year) the Provincial Government should devote the funds and trained 
personnel, which will thus become available, to advance the pro¬ 
gramme in one or more of the densely populated districts. Such 
expansion may with advantage proceed first in industrial areas. 

49. In developing the programme on the lines indicated in ihe 
above table it must be remembered that the population covered by the 
scheme will depend upon the number of districts in individual pro¬ 
vinces. For instance, in Madras Presidenoy, the population at the 
1941 census was 48'56 millions and the number of districts 24, while, 
in the United Provinces the corresponding figures were 55-02 millions- 
and 48 districts. At the end of the first ten years, the population over 
which the scheme will extend in Madras will be 24 millions. On the 
other hand the population covered by it in the United Provinces wilE 
be 48. millions. In the case of Madras, provision would therefore 
have been made for a little less than 50 per cent, of the inhabitants 
while, in the United Provinces, the proportion of population served 
by the scheme would be much higher. There may also be other 
divergencies. In the Punjab, for instance, the number of districts is 29 
while the population at the 1941 census was 28-42 millions. There¬ 
fore, even allowing for some increase in the population by the end of 
the ten-year period, the scheme, if developed on the lines indicated 
above, will include within Its scope practically the whole population. 
A proposal which, in its practical application, shows such widely diver¬ 
gent results in different provinces may possibly be open to critieisrx 
ns" laying upon certain provinces, a comparatively heavier burden than 
upon others. Examples are the Central Provinces, the North-West- 
Frontier Province and Assam which fall within the same category ns 
the Punjab as regards the proposed expansion of the health pro¬ 
gramme but have much smaller revenues than the latter. We there¬ 
fore suggest that individual provinces may proceed to implement our 
proposals on the basis of providing, in each case, for at least half the 
population by the end of the first ten years (appendix 4). In appendix 
5 we have attempted to show how the different provinces may adopt 
this suggestion in their respective areas. We would, however, 
deprecate this recommendation of ours being interpreted as a sugges¬ 
tion that the rate of progress in the expansion of the scheme, over 
as wide an area as possible, should be delayed in those provinces in 
which the availability of funds and of trained personnel would make- 
more rapid progress possible. 

Certain Other Aspects of oar Proposals 

50. We shall now proceed to examine certain aspects of the pro¬ 
gramme in greater detail and to make specific recommendations ii> 
respect of them for each of the two quinquennia constituting the ten- 
year period. In doing so wo shall confine ourselves to personal health 
services. Other recommendations such as those relating to profes¬ 
sional education, environmental hygiene and medical research will be- 
dealt with elsewhere, as also the subject of industrial health. 

Hospital Provision 

51. Some idea of the provision proposed under our scheme for 
general medical relief in the eleven Governors’ Provinces may be 
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obtained from appendix 5. A number of dispensaries with four 
beds in each and of 80-bed and 200-bed hospitals will be established in 
the provinces during the first five years of the scheme. During the 
second five-year period the number of 30-bed hospitals will be doubled. 
Each of these hospitals will thus serve two primary units instead of 
four. The 200-bed hospitals, attached to the secondary units func¬ 
tioning in the first six years, will be enlarged to include 600 -beds and 
the new secondary units which will be created in the next four years 
will have their 200-bed hospitals. The anticipated numbers of these 
institutions are shown below: — 


Eleven Governors' Provinces 


— 

No. of 
dispensa¬ 
ries with 
four beds 
in each 

No. of 
30-bed 
hospitals 

No. of 
200-bed 
hospitals 

No. of 
600-bed 
hospitals 

End of the first six years 

End of the ten-year period . 

2,293 

fjp3,605 

■ 

210 

210 

Nil 

130 

52. The distribution 

of beds in a 

200-bed 

hospital 

is shown 


below: — 


Medical 
Surgical 
Maternity . 
Infeotious diseases 
Pediatrics . . 

Malaria 
Tuberoulosis 
Mental diseases 
Loprosy 


No. of beds 
46 
65 
80 
20 
16 
10 
10 
10 
6 


63. The corresponding numbers of beds in a 500-bed hospital will 
bo approximately two and a half times these figures 

54, For tuberculosis, mental diseases and leprosy separate provi¬ 
sion is being suggested in speoial institutions. Even so. a few beds 
will have to be included in secondary unit hospitals and these will 
provide material for teaching and research purposes. 

55. The total new provision for hospital beds of all types resulting 
from the proposals outlined in this note will be 109,725 and 279,820 
at the end of the first five and ten years respectively. (See appendix 
fi). The existing number of beds in British India is somewhere 
about 78,000 so that the figures for total hospital accommodation at 
the end of-the two periods will become:— 


atjthe end of the first five years 
at the end- of the first tea years 


182,782 or 

approximately 188,000 
363,830 or 

approximately 863,000 


On the assumption that the average population of British India 
during the first five years of the programme will be 815 millions and 
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during the second five years 887*5 millions, the ratio of beds to 
population will be as follows, if our programme is adhered to:— 


Beds per 1,000 population 


End of five-year 

End of ten-year 

At present 

programme 

programme 

024 

0- 50 

1-03 


The first five years will see an increase of over 100 per cent, and 
by the end of ten years the provision will have become more than 
four times the present figure. 


Certain Special Health Services 

56,. Our recommendations under individual heads such aB malaria, 
tuberculosis etc., are discussed in detail in the sections dealing with 
these diseases and therefore only the briefest possible reference ia 
being made here to each of them. 

Malaria 

57'. The importance of malaria, as a community problem, necessi¬ 
tates as much concentrated effort for its control as the availability of 
funds and trained personnel will permit. The general plan that we 
propose is the creation of an organisation at the headquarters of each 
province for the administrative control of all malaria operations in the 
province as a whole, of smaller regional organisations numbering about 
five in the larger provinces and of a number of malaria control units, 
each under a medical officer with malaria training, for the active prose¬ 
cution of anti-malaria measures in the affected areas. The details of 
the staff suggested for each' >. f these three types of establishments are 
given in appendix 14. it is recommended that, during the first 
five years, the headquarters organisation and ten control units should 
be established in each province and during the second quinquennium 
15 more such units and two regional organisations. 

Tuberculosis 

58. Under this head our proposals include the following: — 

(a) Institutional service 
The first five-year period: — 

(1) The creation of a 200-bed tuberculosis hospital for each 

unit of 10 million population. 

(2) The establishment of a large olinic (to be designated “Main 

clinic”), with facilities for the training of medical and 
non-medical tuberculosis personnel, at each of the places 
where the 200-bed hospital is established. 

On the assumption that the population of British India 
will be about 330 millions by . the time the first live 
years of the programme are completed, the numbers of 
hospitals and main clinics required will be 33 respec¬ 
tively. 

(8) The creation of clinics of a smaller type at the headquarter 

' of each distriot .in British India; the total number 
required, after deducting the 83 main clinics, will be 183. 
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The second live-year period:— 

(1) S3 more 200-bed hospitals. 

(2) 33 more main clinics at the same places where the new 

hospitals will be located. 

(3) 183 more district clinics. 

(b) Training facilities. 

At present the number of places, where facilities can be developed 
within a short time for the training of tuberculosis workers, medical 
and non-medical, is limited to five in British India. It is proposed 
that these should be supplemented by seven more training centres 
in the provinces during the first five years of the programme. During 
the next five years each of the 200-bed hospitals and each of the main 
clinics in association with it will form a training centre, thus pro¬ 
viding 33 additional centres. There will therefore be 45 training 
centres in all working throughout the second quinquennium. It is also 
anticipated that, of the 33 new areas where a 200-bed hospital and 
a main clinic will be established, about 20 may be able to function as 
training centres during the last two years of the period. 

We are advised by a special sub-committee of tuberculosis experts 
which we appointed that about 18,000 medical men will require special 
training in tuberculosis in order to meet the needs of the country. 
As regards public health nurses we have already stated our view that 
the same nurse should, when visiting the homes of the people, carry 
out such preventive and curative duties as may be necessary in respect 
of tuberculosis, maternity and child-welfare, school health and other 
branches of health activity. It will thus be seen that the number of 
nurses required to be trained in tuberculosis work will bo considerable 
A rapid expansion of training facilities has, therefore, been suggested 
in order to meet this need for large numbers of trained doctors and 
nurses. 

Nutrition 

59. We recognise the supreme importance of nutrition in the 
public health programme. At the same time we realise that the 
raising of the nutritional status pf the community to a desirable level 
involves the solution of many problems which go beyond the sphere 
of the health administrator. These include measures directed 
towards improving agriculture, animal husbandry, fisheries, market¬ 
ing and food administration and the economic condition of the people, 
in order to place a balanced and sufficient diet within the reach of 
the masses in the country. We recommend that the immediate 
measures to be undertaken in the health sphere should include the 
creation of nutrition sections in the health departments of Govern¬ 
ments and the feeding of children in schools. The latter should be 
a charge on the budgets of Provincial Education Departments. Details 
regarding the proposed nutrition section are given in appendix 7. 

Maternity and Child-Welfare 

80. Provision for maternity and child-welfare work forms an in¬ 
tegral and indeed as we have emphasized, a vital part of the distrief 
health organisation outlined in this chapter. Each primary unit will 
be divided into four circles, one of them being associated with the 
headquarters of the unit. For each Circle the staff concerned with 

54 



THE SHORT-TERM PROGRAMME 


this branch of health activity will be a public health nurse, a midwile 
and a trained dai. The supervision of this staff will be carried out 
by the woman medical officer attached to the unit. The provision 
for institutional service will consist of two maternity beds in the 
dispensary at the headquarters of each primary unit and six beds for 
the same purpose in each 30-bed hospital serving a group of such 
units. In each of these 30-bed hospitals there will also be provision 
for four cots for children. 

At the headquarters of the unit and of each of the remaining three 
•Circles will be established a maternity and child-welfare centre which 
will form the focas from which the health care of mothers and 
children will be carried into the homes of the people. The welfare 
centres will hold a weekly clinic at which as many expectant and 
nursing mothers, infants and children as can be persuaded to come, 
will be given medical care, suitable supplementary food and health 
education. The woman medical officer will conduct the weekly clinic 
at the headquarters of the primary unit and will visit the other three 
centres once every fortnight. Alternate clinics in these centres will 
be conducted by the public health nurse who will carry out certain 
routine examinations and treatments under the guidance of the 
woman doctor. 

School Health 

61. We have conceived our school health programme on a wide 
basis, and have therefore considered it necessary to include in it not 
only the detection and treatment of the child’s physical defects, but 
also the promotion of its general sense of well-being through the 
provision of better nutrition, through proper physical training and 
the inculcation of healthy habits. Our scheme provides for the 
training of two teachers from every school for the carrying out of 
icertain special health duties to be assigned to them. 

In order to work out the administrative and technical details 
of the programme, we have suggested that the scheme should first 
be developed in the field training centre associated with the medical 
college at the headquarters of each province, that it should later be 
•extended to the headquarters of the secondary units in each district 
and, at a still later stage, to the headquarters of each primary unit. 

Dental Service 

62. It will not be possible to develop even the beginnings of a 
dental service during the first five years of the programme because 
of the total inadequacy of existing dental personnel. If our scheme 
of dental education should proceed satisfactorily it would be possible 
to organise dental service on a modest scale durihg the next five 
years. Certain proposals for such a service are made below, although 
it is recognised that they may materialise in complete form only 
towards the close of the first ten years of the short term programme. 

(a) Every 500-bed hospital at secondary unit headquarters (139 
in all)— 


Staff: 

Offioer-in-oharge of Dental Section 
■Orthodontal Surgeon 
Dentists ..... 
Dental Hygienists 


1 

1 

3 

5 
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(b) Every 200-bed hospital at secondary unit headquarters (21ft 


in all)— 

Staff: 

Orthodental Surgeon ..1 

Dentists . ..2 

Dental Hygienists ........ 4 


(c) A mobile dental organisation for each secondary unit— 


Staff: 

Dentist . . . . ..1 

Dental Hygienists.2 

Attendant . . ..1 


The number of these mobile organisations, at the end of the 
first ten years, will be 710. 

Venereal disease* 

63. The formation of an adequate plan for dealing with this pro¬ 
blem is complicated by the fact .that very little reliable information 
is available regarding the incidence of these diseases in the com¬ 
munity. The development of our health programme and the conse¬ 
quent expansion of treatment facilities as well as special sample 
surveys by the health authorities are essential before we can get a 
fairly clear picture of the prevalence of infection in the population. 
In the meantime the immediate measures to be undertaken should 
include the following:— 

(1) There shotild be in every province a Chief Venereal 

Diseases Officer with a suitable establishment on the 
staff of the Director of Health Services; 

(2) Each district headquarter hospital should be provided with 

a clinic on the premises; 

(3) For each secondary unit hospital there should be a provi¬ 

sion of Rs. 2,000 per menBem for the purchase of drugs 
for use at this hospital and at the other hospitals and 
dispensaries in the area for which it is responsible. 

The details of expenditure in connection with these proposals 
are given in appendix 8. 

Mental diseases 

64. Our proposals are : — 

(a) the creation of mental health organisations as part of the 
establishments under the Director General of Health 
Services at the Centre and of the Provincial' Directors 
of Health Services; 

.(b) the improvement of the existing 17 mental hospitals in 
British India and the establishment of two new insti¬ 
tutions during the first five years and of five more during 
the next five years; 

(c) the provision of facilities for training in mental health work, 
in India and abroad, for medical men and for ancillary 
perso nel in India; and 
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(d) the establishment of a Department of Mental Health in 
the proposed All-India Medical Institute. 

The details of expenditure are given in appendix 9. 

Leprosy 

65. We have made the following proposals for extending anti¬ 
leprosy work in the country: — 

(1) the establishment of a Central Leprosy Institute of India; 

(2) the creation of Provincial Leprosy Organisations; 

(8) incregse in the existing provision for institutional treat¬ 
ment, namely, about 14,000 beds by an equal number 
in the first five years and a similar number in the 
second five years; 

(4) development of group isolation colonies and 

(5) substantial financial help to voluntary organisations 

engaged in anti-leprosy work. 

Appendix 10 gives the details of expenditure under these heads. 

66. The number of doctors and of nurses, required under our 
scheme, is given below. Details are given in appendices 11 and 12 
respectively :•— 



First five 

First ten 


years. 

years 

Doctors. 

15,048 

29,314 

or approximately 

16,100 

29,400 

Nurses (inoluding publio health nurses) . 

32,610 

80,362 

or approximately 

32,600 

80,400 


67. We propose that the fully trained public health nurse should, 
as far as possible, replace the health visitor in our organisation. The 
present day health visitor is imperfectly trained for the duties that a 
woman worker of this type is expected to perform. " At present the 
courses .of training undergone by a health visitor consist of training 
in midwifery, which extends in diSerent provinces from one year 
to a year and a half, and special training as a health visitor, which 
again lasts in different places from nine to -eighteen months. The 
general education (standard required- also varies from the lower 
middle school grade to the matriculation. : Only a very limited num¬ 
ber of persons with training in nursing, enters the schools for health 
visitors. On the other hand, the public health nurse we propose 
will have the full nursing qualification, including' midwifery, and 
will, in addition, have been trained in a field training centre so as to 
develop the community outlook and experience in domiciliary ser¬ 
vice. It is only through the provision of such a . type of woman 
worker that remedial and preventive health work can be dovetailed 
into each other and that a domiciliary service, including nursing 
in connection with the treatment of disease, can be.developed. In 
our long-term programme we have outlined the main features of 
such a scheme, which we consider essential for an effective cam¬ 
paign ^ against child morbidity and mortality as well as for safe¬ 
guarding the health of women. 
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Numbers of Doctors and Nurses required 

68. We have given above only the figures for the number of 
Quctors and nurses who would be required under the proposals we 
have outlined. These have been taken as examples to demonstrate 
the magnitude of the task involved in providing adequate trained 
personnel for the development programme. As regards doctors,‘the 
-existing numbers, the figures for those who are expected to be made 
available under the training programme outlined elsewhere in this 
report and the numbers required for each of the two periods of ex¬ 
pansion under consideration are given below: — 


Number of doctors for British India 

Graduates Licenti. Total 
ates 

Existing numbers (approximately) . 

Expected to bo made available J 1st five years 
(approximately) . • \ 1st ten years 

Numbers required under our pro- f 1st five years 
posals (approximately) . 1st ten years 

So far as doctors are concerned the number required can thus 
be made available for the requirements of our short-term programme. 

69. As regards nurses the position is much worse. The relevant 
figures are given below: — 


18,200 

29,200 

47,400 

4,566 

3,660 

8,225 

16,360 

6,672 

21,922 

16,043 

■ ■ * 

15,043 

29.314 


29,314 


Existing number (approximately) 


Number of nurses for 
British India 
7,000 

During the During the 
first five first ton 


years 

16,000 


years 

62,600 


32,600 80,400 


Expected to be jnado available (approximately) 

Number required (approximately), including publio health 

nursos , . • • ■ "i ‘• 

70. It will be seen that the numbers required cannot be made 
available under the training programme that we have recommended. 
Our proposals require 100 training centres, each taking 50 candidates, 
for the first period and an additional 100 centres for the next period. 
We have assumed that at least 75 per cent of the girls who undergo 
training will complete it successfully and become available for public 
service. The expected numbers of 15,000 and 52,500 during the first 
and second terms can only materialise if (1) the first 100 training 
centres are started at least two years before the health organisation 
begins to be established (this will ensure four batches of girls with a 
training of three years being made available during the first five years) 
and (2) if the remaining 100 centres are established during the first 
two years of the scheme in order to ensure that the second group of 
100 centres will contribute its quota of nurses at the end of the last 
year of the first quinquennium. 

71. In view of the large difference between the number of nurses 
required and the number available, we suggest that a third set of 
100 training centres should begin to function before the third year 
of the second quinquennium. If the expansion in the training pro¬ 
grammes for nurses suggested above can be carried out, 300 centres 
will provide about 11,250 trained nurses during each year of the 
third five-year programme. At the end of the first 15 years 
the number of nurses trained will be about 108,750 while our 
long-term programme envisages the employment of about 670,000 
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nurses. Although our training scheme may appear spectacular, it 
■will be seen that the task of raising the number of nurseB from the 
•existing figure of about 7,000 to 670,000 will require an even more 
intensified effort in the subsequent quinquennia. 

72. We must, however, sound a note of warning here. Although 
we have recommended liberal stipends for the trainees in order to 
attract the proper type of women, we feel that, in many parts of 
the country, important social changes will have to take place if the 
numbers required in our calculation are to be forthcoming. This 
factor introduces an appreciable measure of uncertainty into our 
•estimate of the number that may become available for service. 

In these cricumstances the employment of smaller numbers than 
those recommended in the different types of health organisation 
under our scheme may be inevitable and even the utilisation, in the 
initial period, of individuals with lower qualifications than those we 
have contemplated may be necessary. 

73. Certain types of health workers such.as health assistants and 
hospital social workers do not exist at present while pharmacists' (a 
more qualified type than the existing compounder) are also practi¬ 
cally non-existent. Reference is made to these categories of personnel 
only to emphasise the importance of starting the training programme 
well in advance of the establishment of the proposed new health 
organisation. 

74. We have discussed in Chapter XVIII of this report, the subject 
-of training hospital social workers. We consider it essential that a 

certain number of them should be attached to the hospitals associated 
with medical colleges to ensure proper undergraduate teaching in pre¬ 
ventive medicine and public health. This type of trained worker is, 
however, non-existent in India today and we anticipate that the organi¬ 
sation of proper training facilities for this class in the couniry will take 
the greater part of the first ten years of the programme. In order to 
establish such training facilities a beginning will have to be made by 
obtaining a few trained workers in this field from abroad by sending 
selected candidates from India for training to the United States an 1 
the United Kingdom and by developing Schools of Social Studies on 
the lines of the Tata Institute in Bombay. We anticipate that an 
appreciable number of hospital social workers is likely to be pro¬ 
duced only in the third five year period of our programme. 

Estimates of Dost 

75. The non-recurring and recurring cost of all our proposals for 
the short-term programme, including the establishment of the per¬ 
sonal health services described here, the creation and maintenance 

- of the facilities for training health personnel which we have recom¬ 
mended and other items of expenditure, are given below separately 
for the first and second five-year periods of the programme. The 
figures for recurring expenditure include the cost of maintenance of 
capital works at 3 per cent per year. In each period the estimated 
capital expenditure will, it is assumed, be spread evenly over each 
■ of the five years. It is on this assumption that the maintenance 
charges have been calculated. The figures also include provision for 
•repayment of loans to finance non-recurring expenditure. Provision 
has also been made for a leave reserve of officers and subordinate 
'.staff, at the rate of 10 per cent for men and 15 per cent for women. 
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Total estimated expenditure during first ten years 
programme: — 


(In ororea of rupees) 


of the 


Non-recurring 

First Second First 

First 

Recurring 

Sec.ni.1 

First 

five years five years ten years 

five years 

five y«..rs i 

bon years. 

162-97 200 02 362-99 

170-10 

331-42 

501 62 

Amortisation .. 

25-76 

74 54 

100-30- 

amount 

Total reourring 

195-86 

40C-96 

601-82. 

expenditure. 

Average annual 

39-17 

81' 19 

60-18 

expenditure. 

Average estimated population of British India 

315 

(In millions) 
337 6 

326-26 

Rfi. A. F. 

Rs. A. P. 

Rs. 

Annual per capita expenditure • . 

1 4 0 

2 7 0 

1 14 0- 

District Health Unit 


76. In the preceding ohupter, we have described the larger con¬ 
trolling organisation at the headquarters of each district, lu our 
ten-year programme we are not recommending its inclusion because- 
we do not consider that it will be essential during this -period., The- 
establishment of this organisation should be commenced as soon as 
the greater part of individual districts becomes covered by the scheme,, 
because, at this stage, coordination of the activities of individual 
secondary units will become imperative in the interests of efficiency. 
Such an expansion of the scheme, we anticipate, will take place in 
the third quinquennium, and the establishment of the controlling 
organisation at the headquarters may therefore have to be taken in 
hand at the beginning of this period. 

CERTAIN OTHER POINTS IN CONNECTION WITH OUR 

PROPOSALS 

Field Surveys 

77. We consider that a field survey is highly desirable in associa¬ 
tion with our programme of health development. Such a survoy 
should cover all the more important facts relevant to the health of 
the area investigated, including information regarding existing facili¬ 
ties, governmental and other, for medical and preventive health 
services in the area. Further, as socio-economic factors are of im¬ 
portance in any study of community health, inclusion of information 
of this nature is also desirable. 

It will obviously be impossible for reasons of cost and because of 
the inadequacy of trained personnel to survey the whole area over 
which the scheme will be introduced in individual provinces. We 
suggest that the survey may be confined to the five primary units 
of each of two or three districts which can be selected as being more 
or less representative of the conditions prevailing over the province 
as a whole. The introduction of our programme in the areas con¬ 
cerned, should, however, not be delayed because the survey has not 
been completed. 

We would also suggest that the Central Health Department 
should draw up a detailed programme for these surveys in order to 
enable provincial governments to carry out- this preliminary study on 
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■a fairly uniform basis. The training of the personnel employed for 
this purpose in the different provinces should also be uniform as far 
as possible. This will require that the training for such workers 
should be limited to a few centres. The All-India Institute of 
Hygiene and Public Health would be one such suitable centre for 
training. If, as has been suggested by some of us, Delhi Province is 
•developed as a demonstration centre, it will also provide suitable 
facilities for the training of the survey personnel. A centre for South 
India can probably be provided in the Province of Madras through 
the combined facilities that the King Institute, Guindy, and the 
Madras Public Health Department can provide. 

Housing Accommodation for the Health Staff 

78. We consider it essential to provide suitable housing accom¬ 
modation for the staff of the primary and secondary units and for the 
staff attached to the hospitals of different types which we have re¬ 
commended. The total capital expenditure on the provision of 
accommodation is estimated at 48’10 crores during the first five years 
and 61-67 -crores during the next five years. These are large sums 
of money but, in our view, the expenditure is fully justified. We 
consider the provision of accommodation essential in the interests of 
efficiency. Every health administrator is today faced with the pro¬ 
blem of persuading doctors to settle in the villages. The absence in 
rural areas of the amenities that are generally available in towns, 
including housing and water-supply, and inadequacy of facilities for 
educating children are some of the factors retarding the flow of 
doctors from urban to rural areas. The same tendency is noticeable, 
though to a smaller extent, in respect of other types of health per¬ 
sonnel. In the circumstances we consider that the provision of 
housing is fundamental to the success of our scheme. Without such 
provision it will be difficult to beep the staff contented and happy. 

79. Nor need the expenditure of public funds on housing for the 
staff be a drain on the resources of the country. It would certainly 
he equitable to recover from the occupant a suitable rent which 
should in any case not exceed 10 per cent of the individual’s salary. 
We think, however, that employees drawing Es. 50 a month or less 
should be given free quarters. 

Cooperation of the Health Services with other Departments of 
Government 

80.. We have already stressed the need for the national programme 
of reconstruction being developed on a broad* front. In fact the 
advance that can be made in any one section of this front will largely 
depend on the progress made simultaneously in others. For 
instance, an improvement in the nutritional status of the people, their 
education, the spirit of cooperation developed among them will all 
help to supplement the activities of the Health Department in raising 
the standard of health of the people. In the circumstances we con¬ 
sider it important that, simultaneously with the inauguration of the 
health scheme, the reconstruction plans of other Departments of 
Government should be brought into operation in the same areas. 

Tillage Communications. 

81. We must emphasise the vital importance of developing village 
communications iff order to enable the health organisation to offer 
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efficient service to the people. Without these our whole plan for the 
rural areas may either be paralysed or lose much of its effectiveness. 
The staff of a primary unit should, in order to give efficient service, 
be able to move rapidly to every part of the area covered by the unit 
while effective supervision, on which depends the success of the 
scheme, would become impossible unless inspecting officers could 
visit all parts of their charge easily and frequently. Moreover, the 
economic life of the rural areas will be quickened by the estahlish- 
ment of closer relations with the towns and the earning capacity 
of the villager will be raised. The health and welfare of the village 
population largely depend on the development of rural communica¬ 
tions and we would unhesitatingly support the need for giving priority 
of the highest order to such development, even at the expense of 
the projected programme of highways throughout the country. 

Ambulance 

82. The provision of ambulances for the transport of patients is an 
important factor in the improvement of the efficiency of the heulth 
services. For each 30-bed hospital two motor ambulances and one- 
animal drawn ambulance have been provided. These will, however, 
prove of limited value if village communications remain Undeveloped- 

Travelling Dispensaries 

83. In the more sparsely populated parts of individual provinces 
it may .be found advantageous to provide travelling dispensaries irs 
order to supplement the health services that will be made available 
to the people through the primary health units. The areas in 
which these travelling dispensaries should be provided and the extent, 
of such provision are matters which etu) be settled only in the light, 
of local knowledge and we' must therefore leave it to Provincial 
Governments to work out the details. 

The effective functioning of these dispensaries will also require- 
the development of rural communications on the widest possible 
scale. 

Utilisation of the Buildings, Equipment and Personnel that will be 
made available from the Army after the war 

84. The war, with all its attendant evils, may we hope be pro 
ductive of some beneficial results. The needs of a modern Array- 
have brought into existence a number of health services and the per¬ 
sonnel, equipment and buildings connected with these can, in many 
caees we believe, be advantageously utilised in the development of 
our health programme. Anti-malaria units, hygiene squads, 
hospitals constructed for war purposes, military camps, large 
air fields in different parts of the country with all the necessary- 
amenities such as roads, water-supply and lighting, motor vehicles- 
of various types, should, we suggest, be made available on easy terms 
for the development of the health ' programme throughout the 
country. Certain large camps situated at convenient distances from- 
large cities and connected with them by good roads should prove 
particularly useful in developing institutions for. chronic, cases and 
incurables" Such Institutions are, apart from their humanitarian 
aspect, of special value for the training of medical students. At 
present, the pressure on beds in existing hospitals is so heavy that 
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chronic cases have little chance of being retained, as they have to- 
make way for the continuous stream oF new patients flowing into' 
these hospitals. 

Medicinal spas 

85. We understand that there are a number of thermal and other- 
springs in different parts of the country, which are capable of deve¬ 
lopment into medicinul spas. Some of these are centres of religious, 
worship and we believe that their conversion to such use is not 
possible for many years to come. On the other hand, there are 
others which have no religious significance attached to them. The 
possibility of developing these should, in our view, be investigated? 
by the Provincial Governments and by Administrations under the 
Central Government. 

Establishment of field training centres In association with training: 

institutions 

86. In the section dealing with professional education we have 
dealt with the need for providing field training facilities for all types 
of health workers, medical and non-medical. We propose that the 
training centre for each college should consist of 15 primary units 
under the control of a secondary unit. In our view the provision of 
such training centres can udvantageously be made by increasing, in 
thoso districts in which medical colleges already exist or will be estab¬ 
lished, the five primary units proposed for every district at the initial' 
stage of our programme to the required number of fifteen units with" 
the least practicable delay. The establishment of these training fields, 
in association with teaching institutions will thus help to extend the- 
new health services to further sections of the population. 

Delhi Province to be developed as a Demonstration Area 

87'. In the proposals outlined in this chapter we have confined our 
attention to the eleven Governors’ Provinces. Conditions in the 
Centrally Administered Areas vary greatly so that any proposals put- 
forward on uniform lines will not be applicable to them. The Delhi- 
Province stands by itself among the Centrally Administered Areas 
and we are giving it detailed consideration in a separate /chapter. 
Some of us are definitely of the view that the Central Government 
should make this Province a demonstration area by implementing- 
the proposals of the Committee as well as those of other Committees 
which have put forward schemes for post-war reconstruction. So far¬ 
es our proposals are concerned, we feel that they make such a 
departure from existing practice in the fields of health administra¬ 
tion and professional education that a demonstration of the way in. 
which our programme can be carried out effectively will be of the- 
greatest value to the Provinces in developing their programmes. 

88. As regards the other Centrally Administered Areas We feet' 
that the proposals outlined in this and the previous chapter should 
provide sufficient material to enable local administrations to develop- 
plans suitable to their individual territories. 

CERTAIN OBJECTIVES FOR THE THIRD TTVE-YEAR 
PROGRAMME 

89. We have already stated that it will be difficult to formulate- 
defiuite plans beyond the first ten-year period. For reasons we have- 
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already discussed the rate of progress in the proposed expansion of 
health services is bound to vary in individual provinces. A pro¬ 
gramme for the succeeding five years must naturally be based on 
what has been achieved during the preceding period. Any sugges¬ 
tions we may put forward therefore for the third quinquennium can 
have relevance only as a general guide to Provincial Governments. 
Due regard will have to be paid to what has been accomplished in 
individual provinces and the proposals for the third five-year term, 
which we give below, may in consequence have to be modified. We 
may emphasise that only certain broad suggestions are being put 
forward. 

Third rive-Year Term 

(1) Hospital accommodation to be raised to 2 beds for every one 
thousand of the population. 

At the end of the first ten years our scheme provides for one bed 
per 1,000 population. 

(2) Expansion of the scheme so as to cover three-quarters of the 
population of individual districts, wherever possible. 

(3) The creation of 12 new colleges in addition to the 43 to be 
established during the first 10 years. 

(4) The establishment of a fourth Bet of 100 training centres for 
nurses. 

(5) The training of 500 hospital social workers. 

90. There are two questions which might perhaps be suitably dealt 
with at this stage. These are:— 

(1) Is it wise to save those who are physically unfit, either 

through inherited disabilities or through faulty develop¬ 
ment, by interfering with nature’s process of elimina¬ 
tion? 

(2) By reducing morbidity and mortality through a national 

health programme may we not be aggravating the 
existing pressure of population on the nation’s re¬ 
sources, a pressure which many are genuinely apprehen¬ 
sive has already become too heavy for the country to 
bear? 

91. We recognise that it is not easy to provide complete and satis¬ 
fying answers to these questions. Nevertheless, we feel that, as 
the fears and misgivings implicit in them cunnot escape the attention 
of thoughtful men and women, it is incumbent on us to set forth 
our views. 

92. From day to day we are faced, as individuals or as a commu¬ 
nity, with the necessity for taking decisions in respect of courses of 
action which are charged with the potentiality of producing results, 
both good and evil. In taking such decisions our safety seems to lie 
in following those moral and ethical ideas which mankind has been 
developing through the ages as the basis of social justice. If we do 
so we must come to the conclusion that there can be no going back 
and that we must press forward with our programme of health deve¬ 
lopment, although it must be admitted that we do not see at present 
how we shall steer clear of certain dangers which appear indistinct' 
but ominous in the distance. 
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93. In regard to the first question, we may say that, in the 
experience .of countries where community health programmes have 
functioned for some time, the purposeful saving of lives, which might 
otherwise have been eliminated, has not, to our knowledge, been 
accompanied by any recognisable signs of a deterioration of the 
national health. It is on infant life that environmental and other 
adverse conditions produce the greatest possible harm and the ques¬ 
tion under consideration can perhaps be studied best in relation to 
this section of the population. We may quote here the remarks of 
Sir Arthur McNalty, a former Chief Medical Officer of the Ministry 
of Health, England, , in his annual report for 1936, as that country is 
the one with the longest record of national, effort for the improve¬ 
ment of the health of the people. He says: — 

“In last year’s Beport, speaking of the difficulty which must 
confront continuous reduction of the rate N of infant 
mortality, reference was made to the view that, under 
modern conditions, some weakly children survive the 
first year who, a generation ago, would have perished 
soon after birth. That such cases happen and that, in 
the aggregate, their absolute number may be large, is a 
proposition which one would have supposed to be indis¬ 
putable. Nevertheless, some readers have seen in this 
statement support of the obsolete theory that national 
vigour is impaired by saving the lives of the ‘‘unfit’’— 
i.e., of those who perished under, a particular environ¬ 
ment. According to the adherents of this doctrine, 
environmental measures calculated to save the lives of 
the "unfit” would have the result of decreasing the 
average stamina of survivors and so lowering the re¬ 
sistance of the population at later ages. As Sir Arthur 
Newsholme has frequently pointed out, decline in rates 
of mortality at ages after infancy has not slackened since 
infant mortality began to fall. In the Annual Beport 
for 1933 (pp. 17-24) Sir George Newman also drew atten¬ 
tion to the enormous improvement in the rates of 
mortality in early childhood and adolescence. Thus at 
ages 1-2, 2-8, 3-4 and 4-5, the rate of mortality in 
1926-32 was less than one-quarter of the corresponding 
rate in 1861-70 and less than one-half the rate cf 
1901-10. Even in the years of adolescence, 15-20, 
where some slackening in the rate of decline is observed 
the death rate in 1921-80 was only 39 per cent of that 
registered in 1861-70. So far then as rates of mortality 
are to be trusted, it is certain that the spectacular fall 
of infant mortality within this century has not been 
associated with any deterioration of mortality rates at 
later ages. That improvement of the environmental 
conditions of infancy has been at the expense of later 
ages, is a proposition unsupported by any evidence.” 

94. In Sir Arthur McNalty’s view therefore the active pursuit of 
measures for improving the health of the weakest and most vulnerable 
section of the community has not resulted in a lowering of the health 
of the nation. Further, so far as the moral and psychological aspects 
of the question are concerned, we feel that we shall be justified in 
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claiming that it is compassion for the sick, the helpless and the weak 
that will eventually become the bond for welding humanity into one 
homogeneous whole. 

95. It may sometimes happen, as in the case of the poet Keats, 
that it is the frail body that harbours within it the finest flower of 
the human spirit. Shall we not be right in demanding that Nature 
shall not be permitted to eliminate, in her ruthless way, such per¬ 
sons, whose contribution to the sum total of human happiness may 
prove to be of the highest type? 

96. As regards the population problem, we have devoted a special 
chapter to it and discussed there the possible consequences of large 
increases in population and certain suggestions for dealing with them. 

97. The minute of dissent, which follows this paragraph, is mainly 
critical and not constructive. It only recommends that there should 
be “as even a distribution of facilities accruing from increased per¬ 
sonnel, accommodation and equipment, as requirements of special 
institutions, geography and density of population may permit”. We 
consider that such a recommendation is far too nebulous to be of any 
practical value to health administrations in the country. Further., if 
it is accepted and acted upon by these administrations, the result 
may be a congeries of unplanned accretions to the existing organisa¬ 
tions for medical relief and preventive health work and we are doubt¬ 
ful whether any appreciable improvement in the public health will be 
effected. On the other hand we believe we are right in claiming 
that, in the scheme we have put forward, we are advancing u new 
conception of health development in the place of the existing system 
of curative and preventive health services functioning, to a large 
extent, independently of each other with results which are far from 
satisfactory. We have recommended a scheme which will, from the 
beginning, promote the development of remedial and preventive 
health work on a unified basis as well as provide for an integrated 
institutional and domiciliary service to the people. In all progressive 
countries these requirements are considered essential for a modern 
health organisation. We therefore consider that the acceptance of 
the recommendation made in the minute of dissent will result in pre¬ 
venting or postponing indefinitely the development of an efficient 
health service in the country and in securing no adequate return for 
the large outlay of money and effort involved in the training of health 
personnel and in the establishment of institutions under the scheme. 

We cannot also permit a statement made in the minute of dissent 
to pass without comment. They say that we have favoured the estab¬ 
lishment of the scheme in a limited area, in the first instance, on 
the following two grounds: — 

(1) That the existing personnel lacks the training to make pre¬ 
ventive medicine an integral part of medical relief. 

(2) That zoning of the operation of the proposed system of medical 
relief is essential for demonstration of expected result's. 

As regards (1) above, there seems to be no fundamental difference 
of opinion between them and the rest of us. They have suggested 
short courses of training for medical men in order to equip them 
for combined duties in the fields of medical relief and preventive 
work. From para. 22 of this chapter it will be seen that the 
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recommendation of the rest of the Committee is the same. The 
need for such training, if any scheme of health development is to be 
worked successfully, is therefore accepted by all. But the existing 
medical personnel with such training, supplemented by those likely 
to be made available through the training programme of the short- 
derm, cannot possibly suffice to extend the health organisation over 
the country as a whole. It therefore seems inevitable that a health 
programme such as the one we recommend must be implemented 
in stages. 

As regards (2) above, we have recommended no zoning of each 
district into two areas in the sense understood by the writers of the 
minute of dissent. If the necessary funds and staff are available there 
is no reason at all why individual Governments should not proceed 
beyond the programme which we have drawn up as a general guide 
to the provinces. We have, indeed, recommended such expansion 
in the last sentence of para. 49 of this chapter. 


A Note on Medical Relief by Dr. Vishwanath and Dr. A. H. Butt 

The scheme recommended will split up medical relief into two 
parts. To start with, the scheme will cater for only one-fifth of the 
population of each district and eventually may come to serve half 
■of the population. It is supposed to absorb almost all the output of 
medical personnel from training institutions as well as the great 
bulk of finances. Almost all the up-to-date buildings, equipment 
and well-trained personnel will be located in the area of operation of 
this scheme. During the short-term programme the major part of 
the country will still be served by the existing organization. Dis¬ 
parity of amenities provided in the two areas, will be too flagrant to 
•escape public notice. Acute discontent and resentment is bound to 
prevail in the areas left outside the service provided by this short¬ 
term scheme. 

Concentration of improved facilities in selected regions seems to 
be favoured on two main grounds: — 

(1) That the existing personnel lacks the training to make pre¬ 
ventive medicine an integral part of medical relief. 

(2) That zoning of the operation of the proposed system of 
medical relief is essential for demonstration of expected results. 

We regard these considerations invalid and inappropriate. In 
our opinion the registered medical profession in India is as well 
informed, as its counterpart in any other country in the world. Its 
weakness ie mainly quantitative and not qualitative. Its service 
element can be easily oriented to the performance of combined func¬ 
tions in the fields of Medical Relief and Public Health by attending 
short courses of instruction organised for the purpose. Instructions 
so obtained can later on be implemented by directions imparted 
through circulars, inspecting officers and short visits to headquarters 
at stated intervals, where later developments in techniques can be 
demonstrated by higher officers of Medical Relief and Public Health 
Departments. 

As for the value of zoning for demonstrating results, we must 
state that we are strongly opposed to making any areas or popula¬ 
tion into experimental units. No system of medical relief or pre¬ 
ventive medicine should be applied to the people, the results of 
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which are not already proved to be beneficient to an eminent degree. 
This application must be as wide and uniform as the resources of 
the State in material and personnel permit, at a given time. The 
existing machinery of medical relief, however, inadequate and un¬ 
satisfactory is not ill-suited to furnish the foundations for evenly 
spread improvements. The scheme proposed by the majority will 
establish dyarchy of medical administration in each district. 
Between the existing arrangements which will be operative over the 
major part of a district and the new on which will be showered all 
available facilities of personnel and equipment, there is bound to be 
considerable friction which will react detrimentally on the volume 
and quality of the social service. We advocate as even a distribution 
of facilities accruing from increased personnel, accommodation and' 
equipment, as requirements of special institutions, geography and 
density of population may permit. 
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THE NUTRITION OF THE PEOPLE 

Introduction 

1. In view of the great importance of the subject we considered 
it necessary to obtain the advice of outstanding nutrition workers 
in the country before formulating our proposals. The In dim 
Research Fund Association has a Nutrition Advisory Committee 
-of which the Chairman is the Public Health Commissioner with 
the Government of India, and the Secretary, the Director of the 
Nutrition Research Laboratories, Coonoor. The members include 
.most of the important laboratory workers in the subject in different 
parts of the country, public health officials actively engaged in 
nutrition work and certain officers of the Government of India such 
as the Agricultural Commissioner, the Animal Husbandry Commis¬ 
sioner and the Educational Adviser. At our request, this Com¬ 
mittee prepared a valuable report on the subject and, in the suc¬ 
ceeding paragraphs, we shall freely quote its views. 

2. We fully endorse the view of the Committee that the national 
health campaign is concerned not only with the prevention of 
•disease, but also with the development of a healthy and vigorous 
population and that improved nutrition plays an important part in 
preventing sickness as well as in promoting positive health. To 
quote from its report: 

“The modem public health movement is not concerned solely 
with the prevention of disease. It has the broader aim of creating 
An environment in which each individual can develop his poten¬ 
tialities fully and completely. This is particularly true as regards 
■nutrition. Malnutrition produces states of ill health and lowered 
physical efficiency, short of actual disease, which are perhaps more 
important, because more widespread, than disease itself. Numerous 
investigations among school children in India have shown that a 
large percentage of children are in a poor state of nutrition, with 
•consequent impairment of physical and mental growth. Again, in 
the adult population the ill-effects of malnutrition are .widely evi¬ 
dent in the shape of a low level of general health and reduced capa¬ 
city for work. On the. other side, the striking improvement in the 
condition of army recruits which takes place after a few months of 
Abundant and satisfactory feeding, is highly significant. 

“The positive aspects of the campaign for improved nutrition 
must be strongly emphasised- Freedom from disease is one thing, 
abundant health is another. The goal to be aimed at is the creation 
of a healthy and vigorous population.” 

The Nutrition Problem in India 

3. We have discussed, in our review of the subject in the pre¬ 
vious volume of the report, the average Indian diet and pointed out 
its many deficiencies. We may, however, refer to the matter 
Again here briefly. There is reason to believe that both under¬ 
nutrition and malnutrition exist widely in the country. The daily 
energy requirements of an adult of either sex, living an ordinary 
life without manual labour, has been estimated at 2,400 calories to 
the derived from the food that is assimilated. Those who do mode- 
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rate work require 2,500 to 2,600 calories, and those who are engaged 
m occupations, involving heavy manual work require about 2,800 to 
8,000. In Health Bulletin No. 23, “The Nutritive Value of Indian 
Foods and the Planning of Satisfactory Diets”, (1941), an insufficient 
and ill-balanced diet giving only 1,750 calories per day is described 
by Dr. Aykroyd, the Director of the Nutrition Research Laboratories, 
Coonoor as ‘‘typical of diets consumed by millions in India’ . It is 
clear that, from the point of view of energy requirements, such a diet 
is quite insufficient. 

4. The quality of a diet depends on its being able to provide cer¬ 
tain essential chemical entities in proper proportions. They are (1)’ 
carbohydrates, (2) proteins, (3) fats, (4) minerals and (5) vitamins- 
Carbohydrates form the main energy-yielding element in our diet. 
Wheat, rice and other cereals form our chief sources of carbohyd¬ 
rates. Sugar is another. Proteins are an essential constituent of 
our food as they are utilised in building up the body and in replac¬ 
ing tissue waste. They may be of animal or of vegetable origin. 
Speaking generally, the former are more valuable than the latter. 
Their ‘‘biological value” is said to be high and they are often 
called first class proteins. Our chief sources of animal protein are- 
milk, eggs, fish and meat, while the pulses constitute important 
sources of vegetable protein. A certain proportion of the total in¬ 
take of protein should consist of first class proteins, if the diet is 
to be considered satisfactory from the nutritional point of view. All 
over the world, the production of articles of food, providing animal 
protein for human consumption, is recognised to be more costly 
than the production of articles containing vegetable proteins. Fats 
are generally available to us either in the form of ghee or butter, 
of vegetable oils or of the fat of animals derived from meat and fish. 
In order to obtain a sufficiency of the different minerals required by 
the human body, the consumption of a variety of vegetables is 
necessary. Vitamins are considered es-sential for the proper utilisa¬ 
tion of food and for the satisfactory functioning of the body. While 
they are found in the different articles of food we consume, laboratory 
methods of production have more recently been developed in respect 
of a number of these vitamins, 

6. From the point of view of quality, the main defects of the 
average Indian diet are: an insufficiency of proteins (in respect of 
both total intnke and of first class proteins'), of mineral salts and of 
vitamins. Rice is the staple cereal over large parts of the country, 
and in the rice-eating areas the consumption of pulses, which pro¬ 
vide vegetable proteins and certain vitamins, and of milk, eggs, fish 
and meat is definitely low. The consumption of vegetables and 
fruits, is also much below the desirable level. Lastly, the average, 
rice-eater’s diet does not include a sufficient quantity of fat of vege¬ 
table or animal origin. 

6. We shall first deal with the main question of raising the 
dietary standard of the people, and later make certain recommenda¬ 
tions in respect of two closely associated problems, namely, control 
of (1) the purity and (2) the quality of the food supply of the com¬ 
munity, 

General Measures 

7. The general raising of dietary standards throughout the 
country is, as pointed out by the Nutrition Committee, baslcally- 
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“an economic problem, the solution of which is dependent on the 
scientific development of agriculture, animal husbandry and fisheries, 
and the simultaneous development of industrial resources. Eco¬ 
nomic surveys have shown that tire poorer sections of the community 
cannot afford to purchase a nutritionally adequate diet; they have 
also shown that with rising income the diet becomes more satisfac¬ 
tory and approaches more closely to approved nutritional standards. 
An increase in the prosperity of the country, associated with a rise 
in agricultural production, will thus automatically produce a general 
improvement in nutrition. It is not. however, sufficient to point 
out that the latter is dependent on, and will follow, a change for 
the better in economic conditions. Agricultural and economic poli¬ 
cies must be established which have as their primary objective the 
betterment of diet. A food policy is necessary, and this must be 
firmly based on nutritional science.” 

8. We suggest that Provincial Governments should place before 
themselves the objective of meeting their essential food requirements 
from their own territories to the utmost extent to which this may be 
possible. The Nutrition Committee points out that “The United 
Nations Conference on Food and Agriculture (1943) accepted the 
principle that governments are responsible for introducing general 
and specific meqjmres for improving the diet of their people. The 
Conference in addition to making recommendations about the feed- 
jng of “vulnerable” groups, the necessity for education on nutrition, 
etc-, broadly outlined the method of approach to food policies de¬ 
signed to improve nutritional standards. Its views may be sum¬ 
marised as follows: — 

“The first step, in planning nutritional problems, is to estimate 
the average consumption of the various foods by the population 
concerned, preferably cn a per capita basis, The rough data about 
food intake so obtained should be checked by family diet surveys. 
The state of nutrition of the population should he investigated by 
medical and public health workers. Tn this way the defects of the 
national diet will be made manifest. The adjustment of agricultural 
and economic policy to correct the defects follows. 

“On the question of dietary standards, the Conference made the 
following recommendations: — 

“That governments and authorities here represented adopt as 
the ultimate goal of their food and nutrition policy, dietary standards 
or allowances based upon scientific assessment of the amount and 
quality of food, in terms of uutnents which promote health, and 
distinguish clearly between these standards and the more imme¬ 
diate consumption goals which necessarily must be based upon the 
practical possibilities of improving the food supply of their popu¬ 
lations. 

“Because of the inaccuracy of existing food production data, it 
is impossible to indicate precisely the increase and changes in food 
production which are necessary to raise the diet of the population 
to a satisfactory level. Nutrition workers can, however, lav down 
standards for requirements of the various important foods which 
can be used as the basis of All-India or provincial food policies- 

“The ultimate objective should be the provision of an optimum 
diet for all, irrespective of income, and plans should be laid to 
reach the objective by forced march, stage by stage, within a speci¬ 
fied period of time. The governmental machinery at the centre and 
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in the provinces necessary to plan and execute food policies cannot- 
be considered in this report. In view of the inequalities in the pro- 
duction and consumption of various foods in different parts of the 
country, technical and financial assistance from the centre and co- 
ordination of provincial effort are obviously desirable. The distri¬ 
bution of food, with the various problems it involves, is as import¬ 
ant as its production. 

“It is the responsibility of nutrition workers to assess the food 
requirements of the population on a satisfactory basis. The infinitely 
more formidable task of fulfilling these requirements lies beyond 
their sphere of action. It would be outside the scope of this report 
to discuss the scientific development of agriculture, animal hus¬ 
bandry. fisheries, the. mechanisation of farming, irrigation schemes, 
co-operative societies, consolidation of holdings, the need for the 
large scale manufacture of fertilisers, rural transport, and other 
questions of equal importance which bear on the problem of increas¬ 
ing food supply and raising dietary levels. Close contact between 
nutrition workers and those concerned with food production in its 
various aspects is, however, vitally necessary, if food planning is 
to be developed along satisfactory lines. Special emphasis may be 
placed on contact between nutrition and agriculture, animal hus¬ 
bandry and fisheries Nutritional advice is required in connection 
with crop-planning, the production of new varieties of seed, and 
numerous other matters. The activities of central and provincial 
food administrations, both during the present period of food short¬ 
age, price control and rationing and in the future when progressive, 
plans are being developed, should be guided by advice and assistance 
from nutrition workers. 

Specific Measures for Improving Nutrition 

“(A) Nutrition work in Public Health Departments. —Public health 
nutrition work is as important as other activities of public health 
departments, such as the prevention of epidemics, the disposal of 
sewage, etc. It follows that health organisations must be extended 
so as to include work in the field of nutrition among their recognised 
functions. 

“(a) Nutrition tcork in Ihe Central Health Department. —The 
Central Public Health Department should include a highly trained 
nutrition specialist with wide experience of the public health aspects of 
the subject. The specialist will be on the one hand in touch with ex¬ 
perts in other branches of public health in the Central Health De¬ 
partment and on the other with the central nutrition research orga¬ 
nisation, provincial nutrition sections, and research workers in the 
nutritional field. He should advise the Central Government on 
nutritional policy through the Director General of Health Services. 

“(b) Nutrition sections of Provincial and State Public Health De¬ 
partments. —The section should be in charge of a nutrition officer of 
the rauk and status of an Assistant Director of Health Services with 
a suitable staff. The staff required will depend on the size and popu¬ 
lation of the province, the extent of the problem of malnutrition, 
etc. The training and qualifications of public health nutrition 
workers will be considered later. The section should include a pro¬ 
perly equipped and staffed laboratory. The following are among its 
important duties and functions: — 

(i> Study of the composition of foods of local importance. 

(ii) Diet surveys. 
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(in') Investigations of the incidence of malnutrition and defi¬ 
ciency disease and of any public health problems asso¬ 
ciated with nutrition which miry arise. 

(iv) Apart from these, special lines of research, nutrition re¬ 
search generally may be included among the functions 
of the nutrition section. 

«(v) The section must pay special attention to the nutrition of 
‘vulnerable’ groups, e-g., infants, children, expectant 
and nursing mothers and students. It should work in 
association with such branches of public health a# 
maternity and child-welfare and school medical inspec¬ 
tion. The nutrition of industrial groups is also a ques¬ 
tion of great importance. 


ti v i) The section should serve as an information bureau on 
nutrition for the benefit of other departments and the 
general public, and be responsible for providing material 
for education and propaganda. It should advise about 
dift. in nublic and private institutions. 


<vii) Nutrition sections should be in close contact with food 
departments, educational departments, and agricultural, 
animal husbandry, fisheries and marketing departments. 
They should coordinate work sponsored by local bodies 
and private organisations. 

<viiil A suitable duty of the nutrition officer will be to act as 
Secretary of the Provincial Nutrition Committee, refer¬ 
red to below. He must also maintain contact with 
nutrition research institutes in order to keep in touch 
with advancing research. 

“In the public health departments of large municipalities nutri¬ 
tion work should be developed along similar lines, though no doubt 
on a smaller scale. 


“While special emphasis is placed on the employment of specialis¬ 
ed nutrition officers in public health departments and on the creation 
of nutrition sections, it is equally necessary that all public health 
workers should have a sound knowledge of nutrition. To this end 
their training must include satisfactory instruction on the subject. 
This is particularly important in the case of health workers at the 
periphery, e.g., health visitors, health inspectors, etc., who are in 
■direct contact with the people. 

“(B) Provincial 'Nutrition Committees .—These committees, should 
include experts in nutritional science, agriculture, animal husbandry, 
fisheries, marketing, food administration, economics, etc., and advise 
governments on questions which concern the nutrition of the popu¬ 
lation. While their work should be essentially technical in nature, 
they may also include purely administrative officers, with the object 
of securing co-operation in their activities from the administrative 
side. 


“(C) Deficiency diseases .—The prevention of deficiency diseases 
is au important responsibility of public health nutrition sections. 
Deficiency diseases tend to disappear with a rise in the standard of 
living and a general improvement in diet, hut it is not necessary to 
await such developments before launching the attack. 
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“Specific methods can often be effectively used. For example^ 
beriberi may be prevented by the distribution of pure vitamin Bl, or 
by popularising the consumption of certain kinds of rice, osteomala¬ 
cia by the use of vitamin D or by changes in social habits involving 
greater exposure to sunshine, and goitre by the use of iodised salt. 
Each deficiency disease presents a specific problem of prevention 
and the most feasible and effective methods of approach can be dis¬ 
covered only hv trial of different methods in various areas and groups. 
For the development and application of satisfactory preventive 
measures active public health nutrition sections are essential. 

"(D) The nutrition of expectant and nursing mothers and 
infants. —These groups are specially vulnerable to the ill eSects of 
malnutrition. If a child is to get a good start in life, its mother must 
be properly nourished, and it must itself receive a satisfactory diet 
during infancy and early childhood. Special attention must, there¬ 
fore, be given to the needs of mothers and infants. In various 
Western countries measures are taken to supply additional nutri¬ 
tious food to expectant and nursing mothers of the proper classes 
and to provide cow's milk to infants for whom breast milk is not 
available at all or not available in sufficient quantities- It is the 
responsibility of public health departments, through maternity and 
child welfare services, tc supervise the feeding of mothers and in¬ 
fants. The further development of such services, with special refer¬ 
ence to nutritional activities, is much to be recommended. The 
approach to the nutritional problems with which they have to deal, 
and ways and means of making work on this field more effective, re¬ 
quire more careful consideration than they have yet received and 
study of these questions will be among the most important activities 
of public health nutrition sections. In a later section of the report 
it is pointed out that expectant and nursing mothers and infants 
should have prior claims in the distribution of milk supplies. 

"(E) Community Feeding.-— (1) School-feeding. —The development 
on a wide scale of school-feeding schemes is recommended by us 
elsewhere. This, as experience in other countries shows, would be 
of the greatest value in the attack on malnutrition and would give 
abundant returns for money spent- in the shape of an improvement 
in the health of the rising generation. 

"Ideally, school-feeding should include the provision of a suit¬ 
able quantity of whole milk. But in view of the fact that whole 
milk is scarce and dear in most parts of India, recourse may be had 
to other foods. These include skimmed milk and sprouted pulses. 
Almost any wholesome food which supplies additional calories fo¬ 
under-nourished children is of value. At the same time, it must be 
recognised that as far ns possible food or meals supplied in school 
should be such that they help to correct the defects in the home 
diet. If properly organised on this basis, school feeding may be of 
genuine value in educating children about nutrition and the import¬ 
ance of a well-balanced diet, 

"School-feeding schemes should be organised by government and 
local authorities with the co-operation and advice of nutrition sec¬ 
tions in public health departments- 

"(2) Institutional feeding. —The satisfactory feeding of children 
in institutions is a simpler problem than supplying meals to day- 
school children, but it is one to which insufficient care and attention 
is often given by the authorities concerned. All children in boarding 
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schools, orphanages, etc., whether these are under state or private 
management, should receive an adequate and well-balanced diet. 
It has already been pointed out that the duties of public health 
nutrition sections include the giving of advice about feeding in resi¬ 
dential institutions, e.g., students’ hostels, goals, reformatories, etc., 
as well as institutions for children. 

“(3) The feeding of employees and labour groups. —In Europe 
and America great attention has been given to the diet of industrial 
workers, particularly during the war. At an Industrial Conference 
in Great Britain in 1943 it was recommended that the war-time 
measure of providing a balanced meal to industrial workers should 
be continued when the war is over. This is a question of importance 
in India, particularly in view of the fact that industry is now 
expanding rapidly. The establishment by industrial concerns of 
canteens supplying good food at low cost is to be recommended. 
In this connection mention should also be made of labourers on 
plantations and the secretarial staffs of large business houses. The 
need for improving the nutrition of workers must be impressed on 
all employers of labour. The furthering of such developments will 
be the combined responsibility of governments and employers, but 
stress may he laid in obtaining the advice of the health department 

“The extension of industrial canteens, etc., is eminently desir¬ 
able in connection with existing food and rationing policy, and in 
full conformity with that policy. It facilitates food distribution and 
helns to satisfy the special food requirements of manual workers ” 

The Government of India, which is probably the largest employer 
of labour in the country, may well set an example in this matter for 
others to follow. 

“(4) The feeding of other groups. —The provision of meals in 
common to large groups has the advantage of reducing wastage of 
food and consumption of fuel for cooking, with consequent reduction 
m cost. If organised on sound dietetic principles, it promotes good 
nutrition. During recent years the large scale.community feeding 
nf urban gmuns has been developed in Russia. The possibility of 
similar developments in the future in India, and the advantages 
referred to above, should be borne in mind. In the case of certain 
groups, e.g., students in cities, properly organised communal feeding 
at reasonable cost is definitely to be recommended from the stand¬ 
point of nufri.tvT* 

“(5) Catering and nutrition. —The provision of cheap well-balanced 
meals through agencies which supply food to the general population, 
e.g., eating houses, hotels, etc., is of importance as part of the 
general campaign for raising levels of nutrition and would also be 
of considerable value. It would involve the education of those con¬ 
cerned in catering. Municipal health authorities, which exercise, 
control over catering establishments, of various kinds through licences, 
should do something to further such developments. 

“(F) Training and propaganda. —This subject may be considered 
under various heads; (a) the education of specialised nutrition 
workers, (b) the education of those who will be in a position to 
educate the public or engaged in work in which knowledge of nutri¬ 
tion is of value and (c) the education of the general public. 

“(a) (i) The question of the education and training of nutrition- 
research workers overlaps with that of the education and training ot 
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workers in other fields of medical and scientific research. It will 
not be considered here as we are concerned with other aspects of 
the subject of nutrition. It may, however, be pointed out, that 
active nutrition research, which implies a body of trained nutrition 
research workers, is necessary for progress. 

“(ii) Specialised public health nutrition workers should receive 
some training in research methods as well as a good grounding in 
nutritional science, both in the field and the laboratory. They should 
have, at least, a year’s training in an institution devoted to nutri¬ 
tion research and other branches of the subject. Some knowledge of 
statistical methods is desirable. They must also have experience of 
public health work in general, and in particular experience of hea’th 
work in rural areas, to enable them to deal effectively with nutrition 
problems in the field. 

“(iii) In the United States and other countries large hospitals 
employ dietitians, whose duty it is to organise and superintend 
the dietary treatment of patients under the supervision of the medical 
■staff and to ensure that patients receive the best possible diet 
•during their stay in hospital. In India, no developments in this 
direction have as yet taken place, although existing dietary arrange¬ 
ments in hospitals are often unsatisfactory and more could be done 
to hasten the recovery of patients, who are suffering from nutritional 
diseases. Moreover, hospitals provide abundant opportunity fol 
nutritional research on a variety of clinical conditions. 

“All large hospitals should employ a trained dietitian with high 
■qualifications. Apart from highly trained specialists, two possibili¬ 
ties present themselves with regard to the training of workers to 
supervise dietary arrangements and treatment; (i) special courses on 
dietetics may be arranged for selected nursing Bisters and (ii) gradu¬ 
ates of domestic science courses who have taken a course in nutrition 
may be employed as dietitians after receiving a training in nursing. 
The Domestic Science course in Madras University now includes a 
course in nutrition for candidates wishing to specialise in this subject. 

“In the training of nurses in general, more attention should be 
given to nutrition. This would help to improve the nutritional 
treatment of patients in small hospitals which cannot employ a full 
time dietitian. 

“(b) (i) The medical profession has abundant opportunity of 
assisting in the attack on malnutrition and furthering the education 
of the public. At present, in the teaching of medical students, the 
importance of diet m the causation of disease is not, however, given 
sufficient prominence. The orientation of medical studies, so that 
greater emphasis is laid on nutrition is necessary. So much disease 
in India is associated with nutritional factors that there would be 
■every advantage in establishing professorships in nutrition in medicai 
colleges. This would promote research on the prevention and treat¬ 
ment of nutritional diseases and broaden medical education in the 
■desired direction. 

“(ii) Other professional groups which can play a part in the cam¬ 
paign against malnutrition include administrative officers in general, 
officers in food departments, school teachers and inspectors of 
schools, social and economic workers, workers in agriculture and 
animal husbandry departments, etc. Instruction about nutrition 
should form part of the normal training of such workers, its amount 
and kind naturally varying in the different professional groups in 
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question. A necessary preliminary is the education of instructors. 
It is suggested that special brief courses on nutrition should be given 
by nutrition research institutes and organisations to professors and 
teachers of various subjects interrelated with nutrition. Special 
emphasis may be placed on the instruction of teachers in teachers’ 
training colleges. 

“(c) All children should be taught simple facts about food and 
diet, as part of health education. It is the responsibility of central 
and provincial nutritional organisations to provide the necessary edu¬ 
cational material and that of educational departments to impart it 
to children in suitable form. Attractive booklets, etc., written in 
English and the important Indian languages, should be prepared. 
The suggestion is made that in order to ensure the accuracy of 
educational material on nutrition provincial nutrition officers should 
be co-opted on text book committees. Reference has already been 
made to the educational value of school feeding. 

“The importance of the education of the public in general cannot 
be too strongly stressed. Numerous methods can be followed. These 
include pamphlets, posters, bulletins, press articles, films, wireless 
talks, demonstrations, exhibits and museums. Instruction about 
nutrition should be included in adult educational courses. Here 
again nutritional and health education in general overlap. Provin¬ 
cial and state nutrition departments have an important part to play 
in developing educational and propaganda work among the adult 
population. Public health workers, in direct contact with the people, 
e.g., health visitors, can render valuable assistance in the educa¬ 
tional campaign. 

“Local nutrition committees which include public spirited and in¬ 
fluential citizens can further the efforts of provincial, state and 
municipal health departments to teach the people satisfactory dietary 
habits and spread knowledge of nutrition. 

“(G) Assistance from nutrition research institutes and workers .— 
The development of the practical and public health aspects of nutri¬ 
tion must be largely the responsibility of public health nutrition 
sections. But nutrition research institutes and nutrition research 
workers in university departments, medical colleges, agricultural and 
veterinary research institutes, etc,, have also an essential part to 
play. They must supply knowledge, guidance, and advice to ensure 
that full use is made of scientific discoveries and in general ensure 
that progress takes place along the right lines.” 

9. These recommendations of the Nutrition Advisory Committee 
cover a wide field. We fully endorse and recommend them for the 
earnest consideration of the authorities concerned, Central and 
Provincial. 

CERTAIN OTHER MATTERS 

(1) Special measures to increase the production of certain articles of 

Food: 

Proteins 

10. The average Indian diet is inadequate in respect of the 
quality and quantity of the protein consumed and one of the most 
difficult problems is that of raising protein consumption to the 
required level. Proteins of high biological value are of animal origin 
and, while figures for the consumption of meat, fish and eggs for this 
country are not available, it is known that the amount of these 
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articles eaten by the people is very low as compared with other coun¬ 
tries. Their relatively high cost places them beyond the means cf 
large sections of the population, particularly for daily use. Further, 
for certain sections of the community, they are of little or no dietary 
significance, and milk is the only important source of animal protein. 
The estimated consumption of milk is less than six ounces per head 
per day in the country. * 

11. While vitamin deficiencies of a pronounced character mani¬ 
fest themselves in various forms of disease, protein deficiency 
generally fails to declare itself as a specific departure from health 
which can be detected by the clinician. It produces, at the same 
time, profound effects on the individual by a retardation of growth, 
lowered vitality and poor muscular efficiency. Further, while most 
of the vitamins can now be produced in the laboratory and the 
quantities required for daily consumption are very small, the solu¬ 
tion of the problem of increasing protein consumption to the neces¬ 
sary level is much more difficult, as it involves such matters as an 
improvement of the breeding of live-stock, the raising of fodder crops, 
the development of the fish industry and, above all, a gradual change 
in the social habits of many sections of the community to whom the 
use of meat, fish and eggs is forbidden by custom and religion. A 
raising of the level of protein consumption is, therefore, more difficult 
than the provision of adequate supplies of vitamins for the commu¬ 
nity. 

12. We shall deal here with three articles of food which are of 
primary importance from the point of view of increasing protein 
consumption, namely, (a) milk, (b) fish and (c) food yeast. 

13. (a) Milk .—Milk contains proteins of high biological value and, 
lor this reason, its consumption by children and expectant and nursing 
mothers is to be particularly encouraged. Further, as has already 
been pointed out, milk is perhaps the one article of food which can 
be used by all classes of the population in the country in order to 
increase protein consumption. The need for the use of milk and 
milk products as widely as possible is, therefore, apparent. The per 
•capita consumption of milk in India is, howover, much smaller than 
that of any other country for which statistics are available. The 
following figures are quoted from a '‘Report on the Marketing of Milk 
in India and Burma” (1943) issued by the Agricultural Marketing 
Department of the Government of India, which gives a broad survey 
of milk production and distribution in the country. 

Total consumption of milk and milk products per bead per day. 


Ounce* 

Canada . . . . . . . 58•8 

New Zealar d . . . . . . 55 ■ 0 

Switzerland . . . . . . .49 2 

Finland . . . . . . . 45'4 

Australia . . . . . . 44'4 

The Netherlands . . . . . 44‘2 

Norway . . . . . . . .41*7 

Great Britain . . . . . . . 40’7 

Denmark ........ 40‘3 

U S. A.33-6 

Germany . . . . . . . . 35'0 

Belgium ........ BS'O 

France . . . . . 30•4 

Czechoslovakia . . . . . . .20-3 

Austria ........ 18‘8 

Italy.10’ 1 

India. . . . • . . . . 5'8 
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14. For individual provinces the average rate of consumption 
varies considerably. Sind and the Punjab top the list with 18 ozs. 
and 15-2 ozs. per head per day, respectively, aud Assum records the 
lowest average of 1*8 ozs. only. In .the Province of Madras, in spite 
of low production, it is stated that large quantities of ghee are 
exported to otaer parts of the country, with the result that the ptr 
capita consumption of milk and milk products is 3'3 ozs. per day. 

15. The present unsatisfactory state of milk production in India 
is emphasised by the fact that, while according to the 1940 cattle- 
census India and Burrnu together possessed about a third of the 
world’s recorded number of cattle or as many milch cattle as Europe, 
including Russia, the actual production of milk in this country is 
only about a fifth of that of Europe. On the other hand, Canada, 
with only about 6 per cent, of the cattle in India is able to produce 
as much as 25 per cent, of India’s milk output. 

16. The problem of increasing the consumption of milk is two¬ 
fold. Its production must be raised considerably and its price 
brought down sufficiently low to be within the income levels of the 
poorer sections of the population. The associated problems cover a 
wide field of co-ordinated effort in which private enterprise and 
various departments of Government, such as Agriculture, Veteri¬ 
nary, Forest, Public Health and Co-operative Departments, must take 
part. A consideration of these problems goes clearly beyond the 
scope of our report, but we may draw attention to two points men¬ 
tioned in the Agricultural Marketing Department’s report referred 
to above. With better feeding and management of India’s present 
population of ill-fed cattle it will be possible to increase the output 
of milk by at least 50 per cent. Secondly, goats of oertain breed 
give as much milk as many types of cattle while the initial cost in 
respect of goats is comparatively smali. 

17. We may now consider what would be a reasonable estimate 
of India’s requirements of milk production. Dr. Aykroyd has sug¬ 
gested the inclusion of 8 ozs. of milk per day in the average Indian 
diet in order to improve its quality. This figure is definitely lower 
than the 1,000 grammes or about 33-8 ozs. of milk, recommended 
for expectant and nursing mothers and for children up to 14 years 
of age, in the Report of the Technical Commission on Nutrition of 
the League of Nations (1936). That Commission also recommends 
about the same high rate of consumption of milk by persons at 
older ages, although it is suggested that some portion of it may be 
replaced by cheese. In the countries for which figures of milk 
consumption were quoted in an earlier paragraph, the amount of milk 
taken in liquid form alone varies from 36-7 ounces per head per day 
in Finland to 7-5 in Belgium. The only country, in which the 
figure is much lower, is Italy with its average rate of 2-8 ozs. In 
these circumstances, it does not seem to be an extravagant estimate 
if the figure of 8 ozs. of milk per day per head of the population in 
this country is suggested for consumption in liquid form alone. The 
present annual production of milk in India is stated to be about 
7,447 lakh maunds. This amount will have to be raised by about 
38 per cent, in order to meet the demand for liquid consumption 
alone. 

18. The figure of 5-8 ozs. per day, which was quoted earlier from 
■the Agricultural Marketing Department’s Report, as the average rate 
■of consumption in India includes milk consumed in liquid form as 
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well aa milk products expressed as equivalent amounts of milk. 
In India, only about 28 per cent, of the total milk produced is con¬ 
sumed in liquid form, while 57 per cent, is utilised for conversion 
into ghee and the remaining 15 per cent, into other products, such 
as khoa, curds, butter-milk and cheese. Taking, therefore, into- 
consideration the existing demand for milk products the total in¬ 
crease in milk production will have to be at least 110 per cent. 

19. While a consideration of the detailed measures for the enhanc¬ 
ed production and equitable distribution of milk is clearly beyond the 
scope of this report, we wish to point out that our proposals for 
specific health services for mothers and children and for the school- 
going population will largely fail to produce the desired results, unless 
milk can be made available to these sections of the community aa 
a supplementary article of food, irrespective of the individual's 
ability to pay for it. It has been brought to our notice that, very 
recently, the production of synthetic milk, which is claimed to have 
the same nutritive value as natural milk, has been developed on a 
laboratory scale in Great Britain. In view of the importance of 
the milk problem in India, we desire to bring this matter to the 
notice of the authorities concerned and to emphasise the need for 
immediate investigation into the claims put forward on behalf of 
synthetic milk and for promoting its production in India on a large 
soale, if these claims are justified. 

20. (b) Fish .—The importance of fish as an article of diet for 
increasing the consumption of proteins cannot be over-emphasised. 
India's long coast-line, her numerous rivers, lakes and tanks afford 
great opportunities for developing the fish industry. The Boyal Com¬ 
mission on Agriculture stated many years ago that “fish forms a 
specially valuable addition to a diet, the staple of which is rice.’’ It 
went on to point out that improvement in the cultivator’s diet holds 
out much promise of improvement in his general health and the addi¬ 
tion of fish to his diet was emphasised as likely to be the most effective 
method of helping to provide a balanced diet over large areas of 
the country. Some idea of the inadequacy of the supplies of fish 
that are at present available may be gained from certain figures for 
Bengal which Dr. Sunderlal Hora, Fisheries Adviser to the Govern¬ 
ment of Bengal, gave in a paper read at the Food and Nutrition 
Conference held in Delhi in J Emu ary 1944. For that province, where 
90 per oent of the people eat fish, an estimate of crore maunds 
of fish per annum is made as the probable total requirement, on the 
basis of 50 grammes of first class protein per head per day. As 
against this, the total production of fish in the whole of India, both 
fresh water and marine, is loss than two crores of maunds, of which 
Bengal produces only half a crore. These figures should help to give 
some idea as to the extent to which the fish industry will have to 
be developed to meet the needs of the country. 

21. (c) Food Yeast .—The Nutrition Committee’s report has drawn 
attention to the necessity for the development of the production of 
food yeast for supplementing protein consumption in India. Their 
remarks are quoted below: 

“Mention must also be made of the manufacture of dried yeast 
and yeast extracts, by the growth of yeast in molasses solution. 
Yeast is of value as a supplement to poor Indian diets, because of 
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its richness in protein- and vitamins of the B group. It has consi¬ 
derable therapeutic uses in the treatment of malnutrition and defi¬ 
ciency diseases. Certain strains of yeast can be grown on jnolasses 
±o produce palatable. products of high nutritive value. In the pro¬ 
cess, protein and vitamins are synthesised from relatively valueless 
carbohydrate product—molasses—of which a surplus normally exists 
in India. The possibility of developing the production of. food yeast 
nt low cost should be fully explored.” 

22. It has been brought to our notice by Dr. G. Sankaran, 
Professor of Biochemistry and Nutrition, All-India Institute of 
Hygiene and Public Health, Calcutta, that the Board-of Scientific 
And Industrial Research at Teddington, England, has worked out 
-details of the culture and methods of production of food yeast and 
-that large-scale production has been started in the British West 
Indies, where enormous quantities of molasses are available. We 
-strongly recommend the immediate investigation of the possibility 
cf producing food yeast on a large scale in India. 

Urea 

28. Another suggestion, made to us by Professor Sankaran, is 
the production of urea and its utilisation as cattle food in order to 
.promote the production of meat for human consumption. We give 
•it below in his own words: — 

‘‘For long we have been obliged to obtain our animal proteins 
such as moat and milk through a process of feeding natural foods 
to other animals. This is a costly and uneconomical process. Very 
recently a discovery of first rate importance has been made which 
is as striking as synthetic fertilisers are in plant nutrition. It has 
been shown that urea, a simple chemical which can be produced in 
abundant quantities at a low cost, when fed to ruminants, is con¬ 
verted largely into proteins of the animal body. The story of this 
discovery is interesting. A few years before the present war, Du 
Pent de Nemours, the biggest chemical concern in America, deve¬ 
loped a process of producing urea so very cheaply that its disposal 
became a difficult problem. Generous grants were made to scientists 
to find avenues for the extended use of this chemical. - One of the 
American Universities, almost by an accident, discovered its value 
as a feed for ruminants. This has been extensively corroborated in 
America and Europe as well as in India. When it is realised that 
India has the largest cattle population in any single country in the 
world and that these animals are competing with man for food when 
a sufficient amount is not available for even human consumption, 
the value of large jcale production of urea becomes apparent. Urea 
is made from ammonia and carbon dioxide These two become 
available in the process of manufacture of synthetic nitrogenous 
fertilizers. It is thus possible to link such production of cattle food 
with plant foods.'* 

We strongly urge that this suggestion should be carefully inventi¬ 
on ted without delay. 

'Vitamins 

24. Vitamins are found in the articles forming the normal consti¬ 
tuents of our food. Therefore, if our diet is sufficiently varied in 
its composition, all the necessary vitamins are likely to be included. 
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But, as has already been pointed out, the average Indian diet is- 
deficieut in vegetables and fruits which supply some of these vita¬ 
mins, while the use of highly polished milieu rice or of bread made 
of white flour similarly deprives the individual of certain other 
important vitamins. Milk and eggs contain relatively large amounts 
of two other vitamins, and the fact that only a very small section 
of the population can afford their use in adequate amounts results- 
in a deficiency of these vitamins in the diet of large sections of the 
people. 

25. There have been remarkable developments recently in the 
production of synthetic vitamins. Many of them are now being 
produced on a large scale in laboratories and in factories. During, 
the present War their incorporation in the staple foods has been 
carried out in England and the United States of America with great 
benefit to the health of the people. In the United States of America, 
it is known that, although their production in the laboratory started, 
only a few years ago, synthetic vitamins are now being manufactured, 
in such large quantities that they are available to the people at a 
relatively small cost. Dr. Sankaran has stated that, in 1942, an 
adult could purchase in that country his daily requirement of all the- 
vitamins at about one anna. 

26. While some of the.vitamins can be synthesised in the labora¬ 
tory, an important one among them, vitamin A, is non-existent in 
the vegetable kingdom and has not so far been produced in'the labo¬ 
ratory. It is found in appreciable amounts in the oils extracted from 
the livers of certain species of fish. During the War, when the- 
shortage of cod-liver oil, which is rich in this vitamin, became acute, 
it was demonstrated that shark liver oil is rich in vitamins A & D 
and its production has been developed, on a small scale, during the 
past few years. This industry deserves protection and vigorous- 
development. Hand in hand with such development the strictest, 
control'over the quality of the product sold to the public is essential, 
in order to obviate its gross adulteration which, we understand, is row 
going on. 


27. Another advance in connection with vitamins from those fish 
oils is that, by the process of molecular distillation under low 
pressure, the vitamins have been separated' from other constituents 
of the fish oils, which give them their bad taste and smell, and have 
been obtained in highly concentrated form so that the administra¬ 
tion of a very small amount is sufficient to meet the daily require¬ 
ment of the individual. 

28. For large sections of the population, vitamins derived from- 
fish oils may prove to be unacceptable. For them there is an 
abundant source of vitamin A in carotene which is present in very 
large quantities in certain types of grass and leaves. For instance, 
it-has been shown that water hyacinth is an abundant source of 
carotene and its production from this plant has already been demons¬ 
trated in the laboratory in this country. Carotene when taken is 
converted by the human body into vitamin A. The production of 
•carotene in sufficient quantities will make it possible to incorporate it 
in vegetable oils and hydrogenated fats which are largely used b.w 
the people 
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29. We recommend that the possibility of developing the pro¬ 
duction of the different vitamins, on the lines indicated above, should 
be investigated. 

(2) The Storage, Transport and Distribution of Food 

80. With an increased production of food, provision must simul¬ 
taneously be made for its storage, transport and distribution. We 
have already referred to the lack of transport facilities for milk pro¬ 
duced in rural areas. All perishable articles of food such as milk, 
fish and fruit require the development of refrigeration facilities for 
storage and transport. Without such development even the limited 
quantities now produced cannot be utilised to the fullest advantage. 

81. There is also another aspect of the problem of storing food. 
Many years ago Colonel Sir Alexander Russell, who was then the 
Director of Public Health, Madras, calculated that rata alone were 
responsible for the destruction, each year, of food-grains to the extent 
of about Rs. 2-18-0 per head of the population. If this estimate is- 
even approximately correct and if the destruction caused by other 
pests is also taken into account, the extent of the loss of valuable 
food that the country suffers must be enormous. The need for 
conserving all the available supplies through proper means of storage? 
and the control of insect and other pests is, therefore, apparent. 

Processed Foods 

32. Food-processing is as yet in an undeveloped state in this, 
country, although there are obvious advantages to be gained both by 
the consumer and producer by the development of this industry. 
Perishable fruit, for instance, can, by canning or by conversion into- 
jam, be made available to a large section of the community, and 
waste as a result of inaccessibility to markets avoided. 

33. During the wur various methods such as the dehydration of 
vegetables, fish, meat, eggs and dairy products and the concentra¬ 
tion of nutriments from fruit juices through expression, desiccation, 
solvent extraction and high vacuum molecular distillation were deve¬ 
loped in the more important countries involved in the War, in order 
to utilise to the fullest extent the available supplies of food. In. 
India, similar developments took place only on a small scale in con¬ 
nection with the organisation of food supply to the Defence Forces. 
The desirability of processing perishable foodstuffs during local and 
seasonal gluts is such that the possibility of developing the industry 
should, in our view, be investigated as a part of the campaign for 
the improvement of nutrition in the post-war period. Such develop¬ 
ments will be of the greatest value in connection with milk and milk 
products, fruits and vegetables. 

34. It may not be out of place here to refer briefly to the Food 
Inspectorate which, it is understood, has been developed during the 
War for the purpose of ensuring that food for the troops in India, 
is wholesome and is of the necessary nutritive quality. One of the 
activities of this organisation is the control of processed food pro¬ 
duced in India. The duties include pest control in'storage depots, 
mills and contractors’ godowns, the hygiene of producing factories, 
the technical control of manufacture in certain limited spheres, the- 
investigation into the bacteriology of indigenously manufactured food¬ 
stuffs and the formulation of processing instructions for certain manu¬ 
factured articles. 
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85. We hope that food processing will develop in this country in 
the post-war period as a part of the programme for improving the 
nutrition of the civil population. The possibility of seouring, as far 
as possible, the laboratories and the technical staff of this food 
inspectorate ,to ser^e the needs of the civil population should be 
investigated before they are dispersed. In addition to work in con¬ 
nection with food processing, some of the laboratories could, if suit¬ 
ably situated, serve the needs of individual Provincial Governments 
in the development of their services for the control of food adul¬ 
teration. 

Prevention of Ptod Adulteration 

36. This subject was considered in great detail by a committee 
appointed by the Central Advisory Board of Health, and recommen¬ 
dations covering a wide field have been put forward for suitable 
action by Provincial Governments in the country. We fully endorse 
these recommendations, the more important of which are men¬ 
tioned below: 

(1) In order to assist Provincial Governments to develop and 
improve their existing organisation for the detection of food adultera¬ 
tion, it was suggested that the Government of India should appoint 
& standing Central Committee for Food Standards. Its functions 
would include (i) the preparation of “Instructions for Public Analysts’* 
to be periodically mqdified and supplemented in the light of new 
knowledge and (ii) the laying down of analytical technique for the 
purpose of ensuring uniformity in food analysis throughout the 
country. 

We understand that this committee has already been appointed 
by the Government of India on a temporary basis. We think that 
a technical committee of this nature should function permanently if 
the purposes for which it is established are to be achieved. We, 
therefore, recommend its continuance as a permanent organisation. 

(2) The creation of a provincial cadre of analysts and the estab¬ 
lishment of food laboratories in association with central and regional 
bacteriological laboratories in individual provinces were recommended. 

It will be remembered that, in the chapter dealing with our re¬ 
commendations for the improvement of medical research in this 
country, wo have described a scheme for the establishment of a 
regional laboratory service in the province of Madras and have 
■suggested the development of similar services in other provinces also. 
Control of the purity of food will require not only chemical but 
bacteriological methods of examination and we, therefore, consider 
the establishment of food laboratories, in close association with the 
proposed central and regional bacteriological laboratories in the 
provinces, a distinct advantage. 

(3) In view of the existing low level of health administration in 
local areas, the Food Adulteration Committee suggested that the 
provincial Directo/ of Public Health and local Health Officers should 
be given certain powers which have been vested in them in Madras 
by the Public Health Act of 1939. We have also included, among 
our recommendations, for the improvement of local health administra¬ 
tion, the conferment of these powers on health authorities in all the 
provinces. 
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(4) The Food Adulteration Committee drew attention to the 
desirability of deterrent punishment in respect of offences under the 
Provincial Food Adulteration Acts and desired that, in the case of 
repeated offences, provision should be made for the award of 
imprisonment. 

(5) It was pointed out that, instead of legislating only for the 
control of food adulteration, it would be desirable to enact on a wider 
basis so as to bring together all the existing food legislation at present 
scattered in various Acts. It was also suggested that the existing 
legislation should be modernised and the law relating to food 
standardised under an Act of the Central Legislature. 

(6) Simultaneously with the provision of adequate legal powers, 
it was recommended that administrative action in respect of certain 
essential foodstuffs should be developed through the promotion ..of 
co-operative effort for increasing production and for reducing the 
cost of distribution to the public. 

Improvement of the Quality of Food 

37. The Agricultural Produce Grading and Marking Act, 1937. 
which is a Central Act, is intended to secure an improvement in the 
quality of agricultural produce. It lays down a system whereby 
different articles are graded and marked according to certain pres¬ 
cribed standards of quality. The prescribed designation mark is 
known as the “Agmark” and has three grades of quality indicated 
by different colours. The grade designations are ‘Special’ (white), 
‘A’ (red) and ‘B’ (blue). The articles to which such grading and 
marking apply include fruit, vegetables, eggs, dairy produce, tobacco, 
coffee, hides and skins, fruit products, atta, oil-seeds, vegetable oils 
(including hydrogenated oils and vegetable fats), cotton, rice, lac and 
wheat. 

38. The Agricultural Marketing Adviser to the Government of 
India is entrusted with the working of this Act. 'Any person or body 
of persons desirous of being authorised to mark any article with a 
grade designation mark must apply to this officer who, after due 
enquiry and after satisfying himself that the necessary conditions 
are fulfilled, shall grant a certificate of authorisation enabling the 
person concerned to apply the grade designation mark authorised in 
the certificate to the articles and at the premises mentioned in that 
certificate. The Agricultural Marketing Adviser or any person, 
authorised by him or by the Central Government, has the right of 
entry to, and inspection of, the premises at all reasonable hours as 
well as of taking samples for examination. There is also provision 
for the cancellation, modification, suspension or revocation of the 
certificate of authorisation after the party concerned had been given 
14 days’ notice and an opportunity to show cause why the certi¬ 
ficate should not be cancelled, revoked, modified or suspended. 

39. "We are of opinion that the principles of the Agricultural Pro¬ 
duce Grading and Marking Act should also be applied to food pro¬ 
ducts other than agricultural, with the object of improving their 
quality, and would suggest that early consideration should be given to 
this recommendation. 
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Introduction 

1. Closely linked up with the problem of physical education is that 
of health education. Personal and environmental hygiene consti¬ 
tute two important aspects of the public health problem, and in order 
to secure a progressive improvement in respect of both, it is essen¬ 
tial that the people, children and adults, should be so educated as 
to adopt and practise the hygienic mode of life and to refrain from 
■doing what may prove harmful to their own health and to the health 
•of others. According to modern conceptions, health education in¬ 
cludes “not only instruction in purely health matters, but also those 
activities which are likely to influence favourably an individual’s 
health knowledge, health attitude and health habits. Health educa¬ 
tion must promote health and health consciousness, and these are 
best achieved when health practices become part of an individual's 
daily life.” 

The Importance attached to Health Education in some progressive 
■countries 

2. A great deal of attention is paid to the subject of health edu¬ 
cation in the West. In England, there is a central Committee for 
Health Education which works in collaboration with the Ministry 
of Health. In Australia, there is a regular and carefully drawn up 
•course of instruction in health and hygiene prepared in association 
with the Health Department for all pupil teachers in the training 
■colleges. In America, there is a new development whereby an at¬ 
tempt is made to train a type of individual called “Health Educator” 
—a person whose background is that of a teacher and to whom addi¬ 
tional training in •public health is given. Great importance is 
attached in Russia to health education and a large amount of 
money is spent annually on research and on the preparation and 
execution of schemes calculated to improve and preserve the health 
•of the community. 

Health Education in India 

8. In India too, health education is gradually taking its proper 
place in the life of the people, but progress in this direction has so 
far been slow. In reviewing the activities in this field, we may 
refer separately to the health education programmes for school child¬ 
ren and for the general public. The reaching of hygiene is com¬ 
pulsory in all ordinary schools and it is also a subject of study in the 
curriculum of all normal schools and teachers’ training institutions, 
hut the standards of teaching vary from province to province. 
Speaking generally, the teaching is more theoretical than practical. 
This is perhaps due to a variety of causes. In many schools, parti¬ 
cularly in the rural areas, the buildings and the compounds are kept 
in a condition which is far from being satisfactory from the hygienic 
point of view, while the provision of sanitary conveniences and of 
washing facilities is often of a primitive type or altogether absent. 
In the circumstances, the pupils are not in a position to practise 
what they are taught in the class room. Further, the teacher is. 
in many cases, hardly an example to the students in the matter of 
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personal hygiene. In the case of children and even of adults, exam¬ 
ple is much more important than precept in influencing the life and 
conduct of those who are to he taught. We would not place the 
blame wholly on the teacher. In many parts of the country the 
primary school teacher is so inadequately paid that, with his res¬ 
ponsibilities for the maintenance of a wife and children, his standard 
of living necessarily becomes low as well .as the level of personal 
hygiene which he is able to keep up. School children, when trained 
.in such unsatisfactory surroundings and under the influence of 
teachers, whose example may exert no beneficial influence on them, 
.must naturally fail to profit by the theoretical teaching of hygiene 
imparted to them. A Joint Committee of the Central Advisory 
Boards of Health and Education, which investigated the health 
,problems of school children in 1941, made the following remarks re¬ 
grading health education in schools: — 

"While the general situation on paper sounds satisfactory, the 
low standards of personal and environmental hygiene met with in 
anany schools are such as to forbid an easy acceptance that all is 
well. These low standards lead to the conclusion that something is 
wrong with the content of the syllabuses and the methods of teach¬ 
ing hygiene both in training institutions for teachers and in schools 
dor children.” The position thus summed up by the Joint Committee 
in 1941 has not materially altered in the subsequent years. 

4. As regards the general population, health education is mainly 
carried out 'by the provincial public health departments. In most 
’provinces a special health propaganda organisation exists in the office 
of the Director of Public Health. The activities of this organisation 
include the holding of periodical exhibitions at different places, more 
particularly at fairs and festivals, and the preparation of leaflets and 
pamphlets and of suitable material for health tulks with magic-lan¬ 
tern demonstrations. In some provinces, motor vans stocked with 
suitable propaganda material, including facilities for the exhibition 
of films and of lantern slides, are also maintained and the message 
of health is carried far into the rural areas. 

5. In certain provinces, a good deal of hygiene publicity work is 
also being done in the rural areas by some other departments of 
government. For instance, in the Punjab, the Rural Reconstruction 
Department and the Cooperative Department have been actively co¬ 
operating in the health education of the people. The Rural Recon¬ 
struction Department maintains cinema lorries which give suitable 
and specially prepared shows in the villages emphasising the health 
part of the village uplift programme. Models, made of wood or clay 
are prepared showing a good village, , a bad village, a sanitary and an 
insanitary home, a sanitary well, various types of latrines, etc. At 
-every fair of note in the province, useful and instructive cinema 
shows are invariably arranged. Quite a number of uplift songs have 
been recorded and are distributed free as well as sold at reduced 
prices. This Department has also devoted its publicity efforts tor 
the popularisation of manure pits in the Punjab villages aDd attempts 
have been made, everywhere to persuade villagers to have ventilators 
and chimneys in their houses. Grants are also made for .construc¬ 
tion of sanitary wells. A special campaign against malaria has 
fceen organised and thousands of mosquito-breeding pits and pools 
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have been filled up • or sprayed with oil. Women welfare workers 
have been appointed, one in each of the 113 tehBila of the province. 
The Punjab Co-operative Department has ably seconded the efforts 
of the Rural Reconstruction Department, and quite a number of 
"Better Living Societies" and ‘‘Co-operative Medical Aid and Pub¬ 
lic Health Societies’’ have been established. We are aware that 
health education on somewhat similar lines has been carried out in 
other parts of the country as well as the organisation of co-operative 
effort to solve local health problems. For instance, anti-malaria 
co-operative societies have been in existence in Bengal for many 
years. We havq drawn attention to what has been done in the 
Punjab only to suggest that similar activities should be developed 
wherever health education work has not so far received adequate 
attention from the authorities concerned. 

While summing up what has been achieved in this field in the 
provinces, we must, at the same time, express the view that, poBsi- 
bly, in no province, has health education come up to the standard 
reaohed in the more advanced countries. 

OUR RECOMMENDATIONS 
Health Education In Schools 

6. We are in general agreement with the recommendation of the 
special committee of the Central Advisory Boards of Health and 
Education that the instruction of school children in hygiene should 
begin at the earliest possible stage and should not be left, as it is 
at present largely left, to the secondary and high school period. In 
the early stages, such instruction should bo entirely practical and 
devoted to the formation of health habits and promotion of personal 
hygiene. In order to emphasise the practical aspect of health edu¬ 
cation, every effort should be made to improve the existing condi¬ 
tions in regard to the school and hostel buildings, class-rooms, com¬ 
pounds, latrines etc., so that the student may see, in actual opera¬ 
tion, the sort of hygienic and sanitary arrangements he is taught 
and encouraged to demand for himself. 

It is particularly important that the primary school teacher should 
be a practical enthusiast as regards personal and environmental 
hygiene, for on his teaching and example will largely depend the 
formation of all those habits and the development of those ideas and 
aptitudes which are essential for healthful living. We have already 
indicated that economic reasons may largely be responsible for the 
present primary school teacher not being able to set an example to 
his pupils in the matter of personal hygiene. We believe that a 
marked improvement in the present situation will arise only when a 
better class of teachers, with a higher standard of training and 
better emoluments, becomes available as the result of the post-war 
educational programme. 

The active co-operation of school clubs and societies should be 
helpful in the development of health education. The Boy Scout and 
Girl Guide movements, the Red Cross-' and St. John Ambulance 
Associations are contributing a substantial share to the spread of 
health knowledge in the wider sense of the term. In addition to the 
activities carried on by these, we recommend the formation of 
"Health Clubs” and the celebration of "Health Weeks”, "Safety 
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First Weeks”, and ‘‘Clean-up Weeks” in order to assist in the de¬ 
velopment of health consciousness among the school population. 

Health Education of the general population 

7. While voluntary organisations, such as the Indian lied Cross- 
Society, the British Empire Leprosy Belief Association (Indian. 
Council) and various health associations in different parts of the 
country, have been participating in the health education of the 
people, "the main responsibility for assisting and guiding such activi¬ 
ties should rest, in our opinion, on the health departments of Gov¬ 
ernments. We, therefore, recommend the establishment of a properly 
constituted Health Publicity Bureau as part of the Central or "Pro¬ 
vincial Health Department. While, in the majority of the pro¬ 
vinces, such an organisation exists, there is at present no corres¬ 
ponding organisation in the Central Health Department. The 
establishment of such a bureau at the Centre appears to us to have 
been long overdue. Its functions should include participation in the 
active promotion of health education among all sections of the 
population and the giving of suitable advice and help to Provincial 
Health Departments in the organisation of health propaganda in their 
own territories. One important duty of this Bureau should be the 
publication of an Indian Health Journal. There is a good deal of 
suitable material and literature, local and foreign, available in the 
Central Health Department, which in the absence of such a Bureau, 
cannot be utilised as profitably as it could be. 

8. We also desire to see the existing organisations in the pro¬ 
vinces strengthened with properly trained Btaff and equipment for 
undertaking health education on an extensive scale and for preparing 
suitable propaganda material. The organisation of health propa¬ 
ganda is a highly specialised task and it should be entrusted to per¬ 
sons capable of producing results. The relatively small achieve¬ 
ments so far recorded in this field are probably due to the fact that 
this important branch of health activity has generally been entrusted, 
in the past, to people with little or no practical training in the sub¬ 
ject. 

9. t^hile such, intensive efforts will no doubt help, to a large ex¬ 
tent, to educate the people in health matters, the part which sound 
health administration can play in achieving the same purpose should 
not be forgotten. The doctor, the nurse, the midwife and, in fact, 
every health worker will, in the faithful discharge of his or her duties, 
be educating the persons with whom they deal, in regard to the 
prevention of disease and the promotion of positive health. The 
instruction so given to individual persons will we have no doubt, 
prove to he more effective than health talks and cinema or magic 
lantern demonstrations to large audiences, because the personal 
relationship which the health worker establishes with such persons 
will help to make them more responsive- to' his advice, 

10. The methods of propaganda which commercial organisations, 
such as the Indian Tea Association, have employed with great 
success should be studied and adopted as far as practicable in the 
development of the health education campaign. 

We also recommend the establishment of permanent Health:- 
Museums in the larger towns and cities. 
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Introduction 

1. In this chapter we shall deal with physical education as a means 
■of attaining and preserving health. 

"Not long ago, physical education used to be synonymous with 
some sort of old-fashioned, mechanical drill forced on unwilling 
students by a stern-looldng, rough and tyrannical instructor who 
lavished abuse and made a free use of his tists and caue on his nn- 
iortunate victim. A so-called “drill period” was included in the time¬ 
table of every school, but no pupil looked forward to it. In. addition 
to drill, there used to be in some schools, parallel and horizontal bars 
•on which boys were forced to perform some gymnastic exercises, 
irrespective of their state of health or capacity to undergo strenuous 
■exercise. No one looked upon physical education as un integral and 
important part of genera] education, and for many years it was al¬ 
most completely neglected. Even in the United Kingdom, it waB 
not before 1905 that public attention was focussed on the subject as 
a result of the publication of the report of a Royal Commission on 
Physical Training in Scotland. The Education Act of 1907, the 
great work in this field of Sir George Newman, who was then the 
■Chief Medical Officer of the Board of Education and the Education 
Act of L921 placed health and physical education and training in the 
fore-front of educational schemes and programmes. During the last 
two decades, revolutionary changes and developments have taken 
place in all the civilised countries of the world, in the concept and 
content of physical education and training. There has been con¬ 
siderable research, old theories have been exploded and the modern 
system of physical culture has developed into a science. It is now 
universally recognised that proper physical education plays a very 
important part in the intellectual and moral development of a people 
and that any time, effort and money spent on it are fully justified. 

Modern trends In Physical Education 

2. It will be helpful if a brief description is given here of the 
modern trends in physical education and training in certain western 
■countries. 

England ,—In the elementary schools in England, there is physical 
education of a kind, but not necessarily carried out by trained instruc¬ 
tors. In the public schools, great stress is laid on games, sports and 
physical training in general- As every one knows, love of sport in 
England permeates the country as a whole, nevertheless, it would 
not be correct to say that a national policy in regard to physical edu¬ 
cation has been developed there yet. We understand, however, that 
the Ministry of Education in England is working out a very compre¬ 
hensive scheme of physical development for all. 

Australia and Canada .—"The National Eitness Act” was passed 
in Australia some years ago. Under this Act, a National Fitness 
Council has been formed. For a population of 7 millions, the 
Commonwealth Government grants a subsidy of £72,000 per annum. 
This would, represent, on a population basis, an annual provision of 
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about Es. 4 crores in India. We understand that, but for the War, 
the Australian subsidy would have been much larger. 

The trend in Canada is well illustrated by the fact that a num¬ 
ber of towns in one province decided that, as a War memorial, they 
would build up recreation centres instead of raising statues. 

The United States of America .—There is an increasing tendency 
in the United States to substitute athletic games for the classic 
European gymnastics. The physical training syllabuses for children 
are regarded as an essential part of their general education. Sport 
has made headway in all classes of the population in the United 
States. It is intensively organised, especially by the National 
Recreation Association. In the schools a gymnasium is a standard 
equipment, although many rural schools have not got it yet. The 
employment of physical education teachers is quite extensive in the 
•cities, but it is not so common in the rural areas. Parks and play¬ 
grounds have been and are being developed in the cities. As in 
England, the boy Scout and Girl Guide movements are highly 
• developed. 

The Bulletin on the Health Organisation (Vol. VI, No. 4, August 
1937), League of Nations gives the following information regarding 
physical education and training in some other countries: — 

Germany .—Great efforts were made in Germany in the field of 
physical training since the first world war. The new title of “sport 
specialists” had been introduced. It could only be claimed after 
fulfilling various conditions, the taking of a special course in the tech¬ 
nique of the physical examination of athletes, participation in -various 
athletic exercises, etc. Field sports became, in fact, a national fea¬ 
ture and there were over 3,000 youth hostels in which more than five 
millions slept and where every kind of facility was made available in 
the matter of prizes, travel and equipment. Youth was organised on 
the principle of self-government, that is, management was entrusted 
to the young people themselves and all the group leaders were drawn 
from the ranks. The Hitler Youth Organisation included six million 
boys and girls of various age groups. Beginning in the school, 
physical education continued in the Labour Service Corps—compul¬ 
sory for all youths between 18 and 20. Adult physical education was 
in the hands of the State Association for Physical Exercise. Sports 
were compulsory in all higher educational establishments. 

The Labour Front included over three million members and 
catered for every type of sport. The training of leaders was very 
actively pursued and an academy of physical training was set up in 
Berlin. 

Scandanavia .—To the Scandanavian countries belongs the honour 
of orginating the so-called Swedish system—a great success in its- duy 
which still survives in a modified form. Its founders believed that 
development of the body was a sufficient goal in itself. This system 
lias been greatly modified since it was first introduced. 

Denmark .—A fact, which deserves attention, is the extent to 
which the system of physical education prevalent in Denmark has 
spread in rural schools where the physical training instructors are 
peasants who carry out their work without pay, and who are able to 
improve their own knowledge by means of special training courses 
lasting four weeks. The marked growth of popular physical culture 
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in Denmark is due to a careful university training of gymnastic tea¬ 
chers, who are also concerned with the teaching of other subjects and) 
whose training includes a study of theoretical and practical physiology. 

Italy. —Before the war physical training of young people in Italy 
reflected the modern tendency to applv methods of physical culture to- 
all individuals, starting from the principle that the best means of 
raising the physical standards of adults is to improve the physique of 
the young. The Italian methods of physical training, were based on 
the official policy of the “nation in arms’’. This educational move¬ 
ment reacted very favourably on sports organisations, and their num¬ 
ber increased considerably. University sports also made considerable 
headway. Again, sports training was very popular in all industrial 
circles where the question of workers’ spare time was in the fore¬ 
front. 

Czechoslovakia .—A national physical training system, which is- 
worth studying, is that of the Sokals in Czechoslovakia based on 
patriotism. In pre-war Czechoslovakia, the importance of physical 
training had long been recognised. The educational value of physical 
culture was emphasised, and its beneficial effect on the personality of 
the child extolled. A completely modernised system of physical 
training was available to all classes. In 1934, there were 105 gymnas¬ 
tic and athletic societies with a membership of 2,085,822 (over 15 per 
cent of the whole population). The Ministry of Public Health and" 
Physical Education played an important part in directing, coordinating 
and subsidizing these activities. Czechoslovakia had modernised the- 
syllabus for school gymnastic and. physical education for girls and’ 
boys of all ages. Sport was also hold in honour in Czechoslovakia. 
Tennis was a national game, 

Russia. —Kussia, like the United States, is not bound too rigidly 
by classic methods. Physical education accounts for a considerable 
part of the general educational programme. The natural methods of 
ihe active school are followed. The pupils are required to display the 
maximum initiative and activity, as their exercises are not artificial 
but practical and, therefore, natural. All physical training is under 
medical supervision. There is an organised programme and there is a 
large number of schools for training physical-education teachers. The 
course covers a period of four years and there is a large budget pro¬ 
vision for physical culture. A Council of Physical Culture was orga¬ 
nised in 1924 and the Chairman has cabinet rank. 

Physical Education in India 

3. Something has been done in India also to give physical educa¬ 
tion and training their proper place in the educational structure, but 
a great deal remains to be accomplished, and it is only fit and proper 
that the subject should be prominently borne in mind when consi¬ 
dering schemes for the amelioration of the physical, social and in¬ 
tellectual condition of the people of the country. Hitherto, the 
tendency has been to place too great an emphasis on the purely acade¬ 
mic side of education. Education, to be complete, must be based 
on a comprehensive plan which does not ignore or neglect any factor 
calculated" to influence the development of the child. 

Given suitable plans and facilities, the success of any scheme of 
physical education primarily depends on the teacher, and it is- 
regrettable that in India there is a great dearth of suitable teachers- 
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qualified to impart instruction in this important subjeot. Children 
learn more by example then by precept, and the teacher in charge of 
physical education should, therefore, possess qualities which cannot 
tail to impress the child with whom he is brought into contact. We 
consider that, in addition to a knowledge of the principles and prac¬ 
tice of physical education, the teacher should possess sound health 
and good character combined with understanding and sympathy. 
Where thousands of such teachers are required not even hundreds are 
available. To produce such teachers in adequate numbers we re¬ 
quire several suitably equipped and staffed physical education schools 
and colleges in the country. We understand that, at present, there 
are only five physical education colleges in India. These are ( 1 ) 
The Y.M.C.A. College, Madras, (ii) The Training Institute in 
Kandivali, Bombay, (iii) The Physical Training Centre, Calcutta, 
(iv) The Physical Education College,' Hyderabad (Deccan) and (v) 
The Lucknow Physical Education College. We were told that there 
used to be a very good Physical Training Education College at 
Lahore, but that it ^as not been functioning during the last three or 
iour years because the premises and grounds were placed at the dis¬ 
posal of the military authorities. 

OUB PROPOSALS 

4. Our proposals fall under two heads, namely, those which relate 

to: 

(1) the training of physical education instructors and 

(2) the organisation of a physical training programme which .will 
include, within its scope, all sections of the community. 

The Training of Physical Education Instructors 

According to a rough estimate, the total number of physical 
training teachers trained at the institutions referred to above, during 
the last 20 years, does not exoeed 3000. This number is far too 
small for the needs of the country, and if the proposed post-war 
.schemes of education are to be implemented in every province and 
Indian State, thousands of qualified physical training teachers will 
be required. The first step to be taken in this direction is, there¬ 
fore, the starting of some more physical education colleges, and we 
recommend that there should be one or two such institutions in each 
province according to its needs. Each institution should grant a 
recognised qualification. Apart from the requirements of the secon¬ 
dary schools and colleges, thousands of teachers will be needed for 
our primary schools, and we suggest that in the normal schools— 
where vernacular teacherB are trained—physical education should be, 
.if it is not already, a compulsory subjeot. We understand that the 
Dost-war scheme of education envisages the starting of a large 
number of such normal schools in every province. Further, in every 
training college for teachers of secondary schools—and their number 
is also bound to be increased in the near future—adequate emphasis 
•should be placed on physical education. Thus a regular stream of 
teachers qualified to participate in the physical education pro¬ 
gramme, will, during the next two or three decades, continue to flow 
from these training institutions, and we believe that they will all 
he needed to promote an intensive scheme of physical education in 
the growing numbers of schools and colleges, which the post-war 
• education scheme will bring into being. 
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While, under the above proposals, all teachers in primary and. 
secondary schools will be equipped to participate in the programme- 
of physical education, the leaders in this field will obviously be those 
who undergo the full and intensive course of training provided in. 
the physical education colleges. It is desirable that at least all the 
secondary schools and colleges should have, in due course, one or 
two such physical educationists on their staff, while all the adminis¬ 
trative posts in the provincial organisation, we are suggesting below, 
will also be filled by such persons. Our suggestion that all teachers- 
of primary and secondary schools should be trained to take part 
in the development of the physical training scheme has been actuated, 
mainly by two reasons. One is that the nation-wide programme of 
physical culture, which we are advocating, cannot be undertaken 
without an army of instructors and, as will be shown later, teachers 
are, in our view, well-fitted to fill this role, The other is that the 
usefulness of physical instructors will be on the wane after a certain 
age and, therefore, it seems to us an advantage if such men also* 
possess the additional qualifications of an ordinary teacher on the 
academic side, so that they can, during the last 10 or 15 years of 
their service, be diverted to the purely teaching line. 

In addition to the development of such training facilities in India, 
we suggest that a certain number of highly qualified physical train¬ 
ing instructors should be selected and sent abroad at State expense 
for higher training on the most up-to-date lines. On their return, 
to India, they should be employed in responsible administrative and 
teaching posts where their special training will be of value. 

A Physical Training Programme for the Community 

The programme should make provision (1) for the students of 
schools and colleges and (2) for the general public. It seems to us 
that, at least in the beginning, it may be advantageous to develop 
a single organisation to serve the needs of both these sections of. 
the population. The anticipated expansion of post-war educational 
activity will probably bring schools to almost every village or group- 
of small villages in the country and, if our suggestion for the 
training of all teachers as exponents of physical culture is adopted, 
it should be possible to provide a sufficient number of trained work¬ 
ers, even in the rural areas, to develop physical culture activities 
not only in schools but also outside them for the benefit of the- 
general community. The campaign for improved community health 
through physical culture will require enthusiastic workers, who- 
through their own zeal can help to rouse a similar response from 
the people. In our view the schoolmaster, because of his general 
education and of the influence he is able to exert on successive- 
groups of pupils with whom he comes in contact and on their 
parents, is favourably placed for stimulating such response from the 
public. 

Provincial Organisation 

5. For promoting the development of a physical training pro¬ 
gramme on a broad basis, it will be necessary to establish a suit¬ 
able organisation in each province and, for the reasons already 
suggested, this organisation may, with advantage, be made part of 
the provincial Education Department. In this connection, it may 
be mentioned that, in the Punjab, there are Suitably qualified officer® 
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designated as “Assistant District Inspectors for Physical Training 
who are attached to the district inspecting staff of the Education 
Department. It is a part of their duty to encourage the establish¬ 
ment and maintenance of village games and sports clubs for adults, 
and we gather that much useful work has been done in this direc¬ 
tion by these men. In our opinion, not only should there be one 
such officer for each district, but one for each Tehsih At the pro¬ 
vincial headquarters, there should be a highly qualified physical 
educationist with the rank of an Assistant Director of Public Instruc¬ 
tion, who should act as the adviser to the Director of Public Instruc¬ 
tion. In the larger provinces, a suitable number of regional officers 
for groups of four or five districts may also be found necessary. 

Emphasis on National Games and Exercises 

6. Another matter we desire to emphasise in connection with the 
national physical education programme is the need for incorporating 
in it, as far as possible, various forms of physical training, games, 
sports and folk dances which are prevalent locally in different parts 
of the country. These embody in themselves the genius innate in 
the people for organised recreational activity, and it is in the national 
interest that such of them as possess real cultural value should be 
preserved and not permitted to die out. Apart from this, these 
activities are generally less costly, from the point of view of deve¬ 
lopment and maintenance, than games such as cricket, hockey and 
tennis and, in the large scide scheme of physical training we are 
advocating, the question of cost cannot be ignored. We do not 
suggest that the newer forms of recreational activity that western 
education has brought into the country should be brushed aside. 
What we desire to see is a blending of the old and the new 
in an attempt to evolve a sound scheme of physical culture, which 
provides for the training of the physique through gymnastic and other 
exercises as well as for the development of that alertness of body and 
mind, of discipline and of team spirit, which results from corporate 
recreational activities conceived on as wide a basis as possible. It is 
such a system of physical culture which we desire to see developed 
for the student population and for the general public. This will be 
possible only if the programme of training in physical education for 
teachers in training schools and colleges is drawn up in accordance' 
with the suggestions put forward here. 

Physical Education Programme for the Student Population 

7 In addition to the different forms of physical exercise and 
recreational activity, which will be developed in the schools and 
colleges, we desire to see as wide an expansion as possible of the Bov 
Scout, Girl Guide, the Junior Red Cross, the Hindustan Scout, the 
Bengal Bratachari and similar movements, which can make valuable 
contributions to the well-being and disciplined training of the youth 
of the country. It is desirable that, when fully trained physical 
educationists become available in sufficient numbers, the programme 
in each school and college should be developed under an instructor 
with such training. 

Certain persons are not able to stand physical strain to the same 
extent as others and it is, therefore, necessary that, m schools and 
colleges, physical instructors and school medical officers should co¬ 
operate in order to ensure that, in individual cases, _ the physical 
training given is regulated in accordance with the medical advice of 
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the doctor. We shall deal with this subject in the ohapter contain¬ 
ing our recommendations for health services for the Bchool-going 
population. 

Physical Education ol the Adult Population 

8. We recommend that, in cities and important towns, local autho¬ 
rities should direct more attention than has so far been given to the 
organisation of suitable forms of recreation for the non-student popu¬ 
lation. Playgrounds, parks, wrestling arenas and swimming pools 
should be provided, and the need for including such requirements 
should be kept prominently in view in any schemes of town planning 
that may be undertaken. All existing voluntary organisations pro¬ 
moting amateur sports should be encouraged and, wherever possible, 
given grants-in-aid. While local authorities should be made the 
instruments for carrying out this scheme of physical education for 
the general community, the Governments should help them 
financially and with technical advice. The provincial organisation, 
which we have recommended, will be responsible for giving such 
advice and for recommending the distribution of grants-in-aid for 
the development of physical education schemes. 

Physical Education lor Women 

9. Any scheme of physical education will not be complete unlesB 
•suitable provision is made in it for girls and women and we attach 
the greatest importance to a proper system of physical training 
being evolved for them. In training a boy you train an individual, 
in training a girl you train a family. Girls would, of course, need 
,i somewhat different type of physical education to that designed for 
boys. This aspect of the question, as also the very difficult prob¬ 
lem of financing and training an adequate number of women teach¬ 
ers, will, we earnestly hope, receive the careful and sympathetic 
consideration of the authorities concerned. 
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HEALTH SERVICES TOR MOTHERS AND CHILDREN 

1. We consider in this chapter and in the succeeding two chapters 
special services for three separate groups of the community, (1) 
mothers and children, (2) school children and (8) industrial workerB. 
The reasons for developing such special services will be set forth in 
detail in the appropriate places. We must emphasise, in our view, 
that such services should not be considered as functioning indepen¬ 
dently of the general health organisation for the community. The 
ultimate aim of a national health service is to ensure continuity of 
health protection to every individual from the prenatal stage, through 
childbirth and the subsequent years of life right up to death. The 
special services mentioned above are intended, through certain specific 
duties which they perform in respect of particular sections of the com¬ 
munity, to supplement the provision for health protection which the 
•general health organisation makes available to all. It is essential, 
however, to recognise the organic unity of such special services and 
of the general health organisation. We have kept this in view in 
formulating our proposals for the development of personal services for 
■each of these three groups of population. 

MOTHERS AND CHILDREN 

Introduction 

2. Our review of the existing health conditions in respect of these 
sections of the population contains abundant evidence to show the 
importance and urgency of providing adequate measures for the protec¬ 
tion of their health. It was pointed out that, on a conservative esti¬ 
mate, about 200,000 women died annually from causes arising out of 
childbirth in a year in British India, and that the number of those 
who suffered from varying degrees of disability resulting from the 
same causes must be many times that figure. No estimate of the extent 
af maternal morbidity in India can be made except, perhaps, in an 
imperfect way by basing our calculation on the experience of some 
other country. In a recent Report on National Maternity Service 
(May 1944) issued by a Committee appointed by the Royal College of 
Obstetricians and Gynaecologists in England, it is stated that “Blair- 
Bell estimated that for every woman, who dies as a result of pregnancy 
or childbirth, 20 suffer from impaired health and lowered efficiency.” 
If this proportion can be applied to India, the number of women, who 
are made to suffer ill-health as the result of pregnancy and childbear¬ 
ing will each year be about-four millions. Apart from the suffering 
and loss that these figures for maternal morbidity and mortality 
reveal, the adverse effect produced on home life by the continued 
illness of the mother or by her death at a comparatively early age 
can hardly be estimated, particularly from the point of view of the 
health and well being of the surviving children. 

3. As regards child mortality, it has been shown in our survey 
that nearly half the total annual deaths at all ages in British India 
take place among children under ten years and that, of these, about 
half the number is among those under one year of age. It is, there¬ 
fore, clear that measures directed towards reducing sickness and 
mortality among mothers and children must have the highest priority 
un any programme of health development in this country. 
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4. Before making detailed proposals for providing health pro¬ 
tection to mothers and children, wo may enunciate certain general 
principles which should govern the development of the requisite 
services. 

Childbearing should normally be a physiological function for the 
woman and, although certain demands would be made on her for 
meeting the prenatal needs of the child, she should, under reasonable 
conditions of life, be able to adjust herself easily to these require¬ 
ments. On the other hand, when she is sick or in a subnormal state 
of health, which may often be associated with sooio-economic causes 
promoting adverse conditions of life such as malnutrition and/or 
undernutrition, overcrowding and undue physical strain through over¬ 
work, childbearing becomes invested with a measure of risk much 
greater than that which a healthier person placed under more favour¬ 
able conditions has to face. 

5. It follows, therefore, that the special steps taken to promote 
healthy motherhood must include not only medical measures but also 
certain ancillary services designed to mitigate or remove the socio¬ 
economic factors mentioned above. It also follows that our ultimate 
aim should be not merely to safeguard maternity but also to provide 
adequate health protection to pll women, in order to ensure that the 
function of motherhood is undertaken under optimum conditions of 
health. Special services for the protection of maternity will no 
doubt be required, but these services should be developed as pari» 
of the wider organisation for providing adequate health protection 
to all women. 

The health of the mother and the health of the child, parti¬ 
cularly at the younger ages, are so closely related as to be almost 
inseparable. At the prenatal stage and during confinement the 
health of the child and even its existence are largely influenced by 
the health of the mother. During the first few weeks and months 
following childbirth, the infant is generally in such close association 
with her and so dependent on her for sustenance that any illhealtb 
affecting the latter has its natural repercussion on the child. Later 
too, it is the mother’s watchful care that wards off the adverse effects 
of an alien environment to which the growing child has to adjust 
itself and, if sickness or ignorance of mothercraft prevents her from 
exercising the requisite care over her baby, the latter must, in th& 
majority of cases, suffer the consequenoe of such neglect. 

In these circumstances, it seems essential that the proposed 
health organisation should deal with mothers and children together. 

6. For the sake of continuity of sei*vice it is desirable that, as 
far as possible, the same doctor, midwife and public health nurse 
should be responsible for the care of the mother and child. Thus the 
supervision exercised over the mother during the antenatal period, 
during confinement and in the postnatal period will be uniform. 
From the point of view of the infant, it is of advantage if such 
continuity of service can be maintained during infancy and the subse¬ 
quent years of childhood. 

OUR RECOMMENDATIONS 

Certain Preliminary Considerations 

7. The proposals that are embodied in the short and long-term 
programmes of health development, that we have recommended m are 
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earlier part of this report, incorporate the principles indicated above. 
The maternity and childwelfare organisation will be an integral part 
of the general health service and is intended to provide domiciliary 
and institutional health protection for expectant and nursing mothers 
as well ae for infants and children. In each local area the same 
medical officer, public health nurse and midwife will deal with women 
during the antenatal stage, confinement and the postnatal period. 
Similarly, the same staff will ensure continuity of service to the 
growing infant throughout the period of childhood. While the 
pattern of the health service for mothers and children will be same 
in both the short and long term programmes, inadequacy of trained 
staff and of funds will, during the short term, limit the range and 
quality of the service that can be made available. 

Short-Term Programme 

Primary Unit 

8. The staS available for this branch of health activity in a 
primary unit will consist of a woman doctor, four public health 
nurses, four midwives and four trained dais. The institutional 
service will consist of a dispensary at the headquarters of the unit 
and a hospital of. 30 beds serving four such units together. At the 
dispensary there will be provision for four beds, of which two will be 
for maternity cases. In the 30-bed hospital Bix will be set apart 
for maternity and gynaecological cases and there will be 4 cots for 
children. It is understood that certain Provincial Governments are 
proposing the establishment of maternity homes. Any provision in 
these homes above the minimum wo have recommended will be 
welcome. 

9. The population of a primary unit will be approximately 40,000. 
The average area covered by it will vary considerably, from about 51 
square miles in Bengal to 425 in Sind. Only in four provinces, how¬ 
ever, will it exceed 200 square miles. If the last figure is, therefore, 
taken as the average area of a primary unit in British India, as a 
whole, we shall be making a reasonably correct estimate. It will be 
recalled that, in our short term scheme, we have suggested that 
each primary unit should be divided into four circles, of which one 
would be associated with the headquarters of the unit, and that in 
each of these four circles, there should be stationed a public health 
nurse, a midwife and a trained dai. The radius, within which each 
of them will then have to operate, will be about 4 to 5 miles. 

10. On the assumption that the birth rate is about 40 per mile 
each circle with its population of 10,000 may be expected to have 
400 births per year. Each midwife and the dai will, therefore, have 
to deal with 200 births in a year, which is twice as much as can be 
effectively dealt with under normal conditions. Until the service 
becomes sufficiently popular, it is unlikely that all the expectant 
mothers in the area will avail themselves of the facilities that are 
offered. We may,, therefore, expect that, in the early stages,- our 
service will be availed of by only a proportion of the number of 
pregnant women in the area, so that the demands on each midwife 
and dai are not likely to prove excessive. 

11. At the headquarters of each primary unit and in the places 
in which 30-bed hospitals are located, the services of a medical officer 
’[Wll be available and there will also be provision for a small number 
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of maternity beds. With such facilities, and with the aid of the 
public health nurse, midwife and trained dai stationed at these 
places, it should be possible to organise a maternity and child welfare 
centre, the range of activity of which can be expanded as and when 
more trained personnel and funds become available and communica¬ 
tions improve. A weekly clinic should be held by the doctor at this 
centre. The functions of such a centre should include the follow¬ 
ing:— ‘ 

(1) To get in touch with as many pregnant women in the area as 
possible and to persuade them to visit the clinic regularly. On the 
first visit, a detailed examination of the expectant mother, general 
and obstetric, should be made and a record of her medical history 
kept. At subsequent visits advice in respect of the hygiene of 
pregnancy and instruction regarding diet will be given. Further, 
it should be possible to make an early diagnosis of any deviation 
from normal health, to give appropriate advice and timely treatment 
for such diseases as tuberculosis, syphilis, anaemia and toxaemias of 
pregnancy or to refer the patient to institutions or specialists for 
medical attention. 

(2) To'provide for the skilled assistance of a midwife or trained 
dai at the time of delivery and for domiciliary visits by a public health 
nurse for two weeks thereafter. A record of the confinement and of 
the immediate postnatal h'story should be added to the card of the 
mother and a new one opened for the infant. 

(3) To keep the mother and child under observation, if possible, 
for a year. It is desirable to keep a weekly weight record of the 
infant. Advice to the mother should be given in respect of lactation, 
diet and exercise and, at a later stage, in respect of weaning. 
Treatment, where necessary, should be given and extra nourishment 
to mother and child should be made available, if required. 

(4) To teach mothercraft in all its branches with practical 
demonstrations, special emphasis being laid on the inculcation of 
sound hygienic habits in the mother and child. 

(5) To keep children under observation, if possible, up to five 
years. Weight and progress records should be kept. From the 
second year onwards monthly visits would suffice, but mothers should 
be instructed to report any illness arising between visits to the clinic 
and a domiciliary visit by a doctor should, in such cases, be arranged. 

(6) To. organise occasional talks, by suitable persons, for husbands 
and fathers in order to secure their co-operation, 

(a) in the care of their women especially during pregnancy, 

(b) in the advisability of spacing the births of their children, 

(c) in child-psychology, 

(d) in aiding their wives in the maintenance of hygienic surround¬ 

ings and in providing a well-balanced diet for the family 
and 

(e) in the development of the faculties of children by means of 

manual occupations, special toys, games, etc. 

(7) To give instruction on birth control. We have discussed this 
subject elsewhere in this report, and have expressed the v ; ew that, 
-where considerations of maternal health so require, it is definitely 
the duty of the State to provide facilities for imparting such 
knowledge. We have further expressed the view that the imparting 
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of information regarding birth control by Government agencies 
should be limited to institutions such as maternity and child welfare 
centres and hospitals and dispensaries which render medical aid to 
women. 

12. The centre should be provided with a weighing machine, a 
pelvimeter, an examination table and equipment for testing urine, 
taking the blood pressure, estimating haemoglobin, taking blood for 
laboratory examinations, etc. 

13. Whenever practicable, a playground for children of two to 
five years of age should be provided as close to the centre as possible 
with toilet accommodation for mothers and children, quite apart from 
the bathrooms where the bathing of. infants and children is carried 
out. 

14. The centre should aim at becoming the focus of Bocial 
activity in the area as far as mothers and children are concerned. 
The mornings should be devoted purely to health measures while 
certain afternoons during the week should be set apart for such 
things as needle work and knitting, invalid cookery, the management 
of children, home nursing, etc. An enthusiastic social worker should 
be selected for promoting such activities. Whenever favourable 
opportunities arise, talks should be given on health, on gardening 
with special reference to the raising of vegetables, and on current 
topics of general interest. 

15. Although we realise that the activities outlined above may 
not be possible of development so as to cater to the needs of the whole 
population of each primary unit during the early stages of the pro¬ 
gramme, we have described at some length the scope aDd nature of 
the work that the maternity and child welfare centre should perform 
because we feel that this institution, with its combined attack on the 
health and social problems of the Indian home, is bound to play a 
vital part in the programme of national reconstruction. If the 
principles of hygienic living can be inculcated in the women and 
children of the country, no better foundation can be laid for building 
up the public health. Further, the wider outlook, which the social 
activities suggested by us at the centre are calculated to promote 
will, we have no doubt, help to raise the general level of welfare in 
the community. 

16. Here is a field in which the active co-operation of the officers 
of all departments of Government concerned with the promotion of 
social welfare will be of great value in advancing the work of the 
centre on sound lines. The maternity and child-welfare centre will 
form the focus from which the health care of mothers and children 
will radiate into the homes of the people. The woman doctor, the 
nurse and the midwife should supplement the medical attention 
provided at the centre by such advice and treatment as may be 
possible for. them to give during their domiciliary visits. The vast 
majority of the confinements will, during this period, have to be 
conducted in the homes of the people. The two maternity beds, 
attached to the dispensary at the headquarter of each primary unit, 
and the six beds for the same purpose at the 30-bed hospital, can 
provide accommodation only for the most urgent cases. The condi¬ 
tions prevailing in many homes are likely to be far from being satis¬ 
factory for the conduct of delivery and, until the general housing and 
economic position improves considerably, these conditions may not 
show any material change. Some improvement will, no doubt, be 
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possible m all except perhaps the homes of the poorest people if the 
housewife can be given proper instruction to prepare her home for 
the advent of the new baby through such changes as she can probablj 
effect within the limits of the family income. The extent to which 
the nurse and the midwife have won the confidence of the housewife 
will determine largely the degree of success which their eSorts in this 
direction will attain. We recommend that standard sanitary outfit 
should be made available in all necessitous cases. 

17. In the three peripheral circles of each primary unit, the resi¬ 
dent staff will be only a public health nurse, a midwife and a trained 
dai. It is anticipated that the woman medical officer will be able to 
visit the headquarters of each of the three circles (the fourth being 
the headquarters of the primary unit), once a fortnight. The public 
health nurse should hold a weekly clinic, while the medical officer will 
attend every alternate clinic. The same lines of activity should, 
as far as may be practicable, be followed in the peripheral circles 
as those described for the maternity and child-welfare centre at the 
headquarters of the primary unit. The nurse will normally carry 
out such routine treatment as will be prescribed by the doctor during 
her visits, while the latter will undertake all higher types of work 
required in respect of the women anrd children attending the clinics. 

18. We have already referred to the importance of improving the 
nutrition of these women and children as an essential step towards 
the promotion of their health. Necessary provision has been suggested 
in the budget for each primary unit and the matter will be referred 
to in greater detail later in this chapter. 

Headquarters of the Secondary Unit 

19. At the headquarters of the secondary unit the 200-bed hospital 
should have, it is suggested, about 50 beds for maternity and 
gynaecological cases. In the second five-year period of our short¬ 
term programme the 200-bed hospitals constructed during the first 
five years will, we hope, be enlarged so as to provide 500 beds. In 
this case the provision for maternity and gynaecological cases may 
be raised to about 125 beds, The better facilities expected to be 
available-in these institutions will make a higher type of service 
possible, while the telephone and ambulance organisation, we have 
recommended, will help to extend these facilities to the more serious 
cases occurring in the primary units. 

20. For the supervision of the maternity and child-welfare organi-. 
nation in the area under our scheme, we have provided, at the head¬ 
quarters of each secondary unit, an Assistant Administrative Medical 
Officer and a Senior Public Health Nurse. 

21. At the headquarters of each province, there should be, on 
the establishment of the Direotor of Health Services, a competent 
woman doctor with wide experience in the organisation of health 
services for women and children. It will be the function of this 
officer to promote the development of these services in the districts, 
co-ordinate their activities and, by constant supervision, ensure a 
high level of efficiency. 

Utilisation of the Services of Less Qualified Types of Personnel 

22. We recognise that, in the early stages, the staff employed 
in individual primary units may not reach the standard recom¬ 
mended by us either in respect of numbers or of quality. It will not 
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be possible with the relatively small number of women doctors, who 
are available for service at present, to station a woman doctor 
in each primary unit during the greater part of the short-term pro¬ 
gramme. Similarly, health visitors, who possess only a lower type 
of qualification than public health nurses, will have to be employed 
for some years in place of the latter. Inadequacy of trained midwives 
will necessitate, for many years to come, the employment of the 
indigenous dai with such training as may be given to her to render 
her conduct of normal delivery reasonably safe. While recognising 
the inevitability of such deficiencies in the early stages of our 
programme, we feel that the proposed organisation is on Bound lines 
and that, when adequate expansion takes place, it may be expected 
to provide an integrated curative and preventive health service for 
mothers and children. 

The Long-Term Programme 

23. By the time the long-term programme is completed, the 
health organisation will have developed sufficiently to provide a 
reasonably adequate service. The population to be Berved in each 
primary unit will be relatively small, namely, about ten to twenty 
thousand. Of the three women doctors who will be available, one 
will be .in charge of the maternity and gynaecological ward in the 
hospital in addition to any other duties that may be assigned to her, 
while the other two will be engaged on domiciliary service, which will 
include, within its scope, not only the care of maternity but also the 
treatment of all forms of sickness among women and children.. Four 
public health nurses will assist these women doctors in the provision 
■of adequate medical care to the people in their homes. 'Each of these 
will be'a type of nurse who can deal not only with maternity and 
child welfare work but also with school health, tuberculos a and other 
forms of preventive health activities. The provision of six midwives, 
four public health nurses and two women doctors for domiciliary 
■service in a population of about 10,000 to 20,000 should help to ensure 
a reasonable measure of health protection. The ten maternity and 
gynaecological beds, to be provided in each primary unit hospital, are 
intended for the hospitalisation of cases requiring greater care and 
attention than can be g : ven in domiciliary service. 

-24. These provisions for each primary unit will be supplemented 
by the higher type of service which will be available at the head¬ 
quarters of the secondary unit and of the district. The administra¬ 
tive staff, in charge of the maternity and child-welfare organisation 
in each district, will also have increased by the time the long-term 
programme is completed. There will be a Deputy to the Officer-in¬ 
charge of the District Health Services, who will be responsible for 
this branch of health admimstration, while she will have her counter¬ 
part at the headquarters of the secondary unit. At these two places, 
there will also be corresponding officers for the supervision of the 
public health nurses. It should, therefore, be possible to ensure 
that the service for the health protection of mothers and children is 
maintained at a high level of performance throughout the district. 

The Training o! the Required Health Personnel 

25. The most urgent need in connection with the development of 
maternity and child-welfare services is, as in the case of the other 
health services, the production in adequate numbers of the different 
types of .workers. The proposals we have made, in the chapter on 
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professional education for the training of health personnel, will, ii 
implemented, provide types of workers of all categories who should 
prove more satisfactory than those who are available at present- 
Whether it be the doctor, public health nurse or midwife, a deficiency 
of major importance in the training now given is the absence of faci¬ 
lities for acquiring actual experience of health administration, in¬ 
cluding domiciliary -service. Our recommendations include the 
requirement that all health workers should have certain specified, 
periods of field training before they become qualified for their respec¬ 
tive professions, and this deficiency will, .therefore, be met when the 
new types of doctors and other health personnel become available in 
sufficient numbers. 

26. Another obstacle to a rapid expansion of the maternity and 
child-welfare organisation is that the existing number of women 
doctors with the requisite special training and experience is extremely 
small. In the section dealing with professional education, we have: 
emphasised the importance of providing facilities for specialisation, 
in the different branches of medicine, including maternity and child- 
welfare, in the programme of postgraduate education. Such speciali¬ 
sation will include obstetrics, gynaecology and pediatrics in order to- 
provide the specialists whose services are essential for the develop¬ 
ment of an efficient health organisation for mothers and children. 
Side by side with this, the creation of an increasing number of 
qualified workers in the lower branches of the maternity and child- 
welfare organisation will ulso form an important part of the profes¬ 
sional education programme under our scheme. 

Social and Economic Factors 

27. We have already drawn attention to the importance of the 
social and economic factors in planning n campaign' for the improve¬ 
ment of the health of mothers and children. In our view, the two 
most important among these factors are inadequate nutrition, which 
includes malnutrition and under-nutrition, and the strain resulting 
from overwork either in the home or outside. 

Nutrition 

28. The pregnant woman, the nursing mother and the growing 
child require a more generous and nourishing diet than the general 
population, and they ‘arc, therefore, easily affected by reductions in 
the quality and quantity of the food they eat. The health services 
for these two sections of the population, howsoever elaborate and 
efficient, will fail to produce satisfactory results unless simultaneous 
measures are undertaken to improve their nutritjon. 

29. We have discussed, in the chapter dealing with nutrition, the 
problems associated with the task of raising the general level of 
nutrition in the country. The action required to be taken will cover 
a wide field and will include such measures as the augmentation, 
on a large scale, of the production of practically all articles of diet, 
their storage, transport and distribution, special 6teps for ensuring 
that the prices of essential articles of food are brought down to such 
a level as will place them within the reach of the poorer sections of 
the community as well as social and economic changes directed 
towards raising the income of the vast majority of the population. 
This wide range of administrative measures, which constitute some 
of the essential steps necessarv for raising' the general standard of 
nutrition, forms no doubt an important part of the objectives that 
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the national post-war reconstruction programme has in view. While 
the implementation of this programme can alone promote the attain¬ 
ment and maintenance of a reasonable standard of nutrition in the 
country, immediate steps are necessary to ensure that, among the 
poorer sections of the community expectant and nursing mothers 
and children get such supplements to their diet as will help to 
provide the nutrition required. In our budget for each primary unit, 
we have suggested the provision of an annual sum of Kb. 3,000 in 
order to enable the Woman Medical Officer to make suitable additions 
to the diet of such mothers and children. 

The Strain Resulting from Overwork 

30. The strain, resulting from overwork, will affect a woman’s 
health both during pregnancy and in the postnatal period. In the 
section relating to industrial health we have recommended the grant 
of maternity benefit to, and compulsory abstention from work for a 
period of six weeks before and six weeks after confinemeni by, all 
women employed in industry. We have also recommended that these- 
concessions should, in due course, extend to all women gainfully 
employed putside their homes. We, therefore, look forward to 
the extension of maternity benefit to all clauses of women workers, 
except those who are subject to undue physical strain in.the dis¬ 
charge of their household duties. It is true that in many cases, 
especially under the joint family system, the expectant mother 
gets relief from domestic work from her women relatives. But cases 
are not infrequent where the lone woman has to battle with a whole 
host of ^household duties, including the rearing of a number of small 
children. In such circumstances, adequate rest either before or after 
confinement becomes, impossible. The supply of ‘home-help’ by 
the public authority has become a recognised practice in England and 
other progressive countries, particularly during the lying-in period. 
The home-help is a woman who keeps the home for the mother while 
the latter is lying-in at home or in hospital. In Holland, such 
persons are required to have special qualifications in elementary 
nursing and in the management and feeding of infants. While, under 
present conditions, our primary concern should naturally be that of 
promoting the rapid development of the essential health services, we 
have no doubt that, in due course, the question of supplying trained 
assistance to expectant and nursing mothers will have to be considered 
in this country also, if the harmful effects of undue physical strain 
on such women are to be avoided. 

CERTAIN OTHER MATTERS 
(a) Nurseries for children 

31. The provision of nurseries or creches to relieve the mother, 
especially the working woman, from her responsibility for the care- 
of the child during her hours of work, has been a noticeable develop¬ 
ment in all highly industrialised countries. But the nursery can 
also be made to play an important part in the education of the 
mother and the education and proper development, physical and 
mental, of the child. In this connection, we wish to draw attention 
particularly to what has been accomplished in the Soviet -Union for 
the development of nurseries as an integral ^art of the child-welfare 
organisation. We give as appendix 13 the relevant extract from 
Professor Sigerist’s book, “Socialised Medicine in the Soviet Union” 
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He points out that, in that country, the nursery has become so 
standardised that similar institutions are found in Moscow, in the 
Caucasus, in Central Asia and in Siberia. The institution serves a 
threefol4 purpose, namely, that of relieving the mother, of caring for 
the child and of educating the mother and child. Moat nurseries 
take in about 50 to 125 children. Each institution is, generally, in 
charge of a woman doctor und she is assisted by a staff consisting of 
doctors, psychologists and nurses. Besides taking care of the child, 
from the point of view of health and physical comfort, the programme 
of the institution is so devised as to develop his social instincts as 
well as mental faculties and to promote the growth of healthy 
habits. Separate provision exists for children at the successive ages 
of 0-1, 1-2 and 2-3 years. The aim is to make them healthy in 
body and mind, to draw out their innate faculties and to make them 
self-reliant. 

32. The mother visits the nursery to feed her baby and receives 
her lunch there free of charge. She learns how to feed, dress and 
take care of her child properly. Such instruction in rnothercraft also 
helps her to take proper care of her later children. The influence 
that the nursery exerts on the home of the child is also important. 
Nurses sent out from the institution ''inspect the living places 
regularly in order to find out under what conditions the children 
live.” A more detailed description will be found in the appendix. 

33. In Itussia, the nursery has been organised mainly for women 
employed in'industry. S gerist has pointed out that, of the total 
number of industrial workers, about 89 per cent, were women. Since 
1937, when the book was published it is almost certain that this 
percentage must have risen. At first, the development of these 
institutions was mainly in urban areas, but with the growth of 
collective farms and State farms, nurseries spread to the country¬ 
side. It seems to us, however, that the establishment of such 
institutions can help to improve the health and welfare of mothers 
und children in the general community also. Apart from the medical 
benefits and physical comforts they provide, these institutions should 
promote the growth of community life on sound lines through the 
development of the social instinct in the mother and, to an even 
greater extent, in the child. There are other advantages also. The 
opportunities these institutions offer for the health education of 
mother and child are unique. Equally unique are the opportunities 
they present to the health workers, and particularly the pediatrician, 
to study child life in health and disease as well as on tlie borderland. 

34. Can the establishment of the nursery as a part of the 
maternity and child-welfare -organisation be considered as a practic¬ 
able measure in India? If it is to play its part in the development 
of child life on proper lines, the nursery service should not be confined 
to the children of the industrial portion of the community but should 
include, as far as possible, those belonging to all sections of the 
population. If nurseries, on the. lines indicated above, are estab¬ 
lished in some of the larger cities of India, they will serve equally 
the needs of the industrial and non-industrial sections of the popula¬ 
tion of the areas in which they are located. We recommend that 
the establishment of such nurseries shquld be attempted, in the 
first instance, in provincial capitals. In the beginning, women 
workers ift industry-will probably take most advantage of the facili¬ 
ties that are offered. m such facilities should continue to be avail¬ 
able to all sections of the community and we have little doubt that, 
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in due course, these institutions will extend their beneficent influence 
over the non-industrial section of the population also. 

35. In making this recommendation, we are not oblivious of the 
many difficulties that exist. Even in the larger provincial capitals 
caste and religious differences, with their restrictions relating to diet 
and certain other aspects of the life of the people, will- probably 
render it difficult to maintain these nurseries on common lines for all 
children. On the other hand, a large part of the educative value of 
these institutions, will be lost if they are developed on sectarian 
lines. We believe, however, that we are right in assuming that the 
increased opportunities for the commingling of communities, which 
the post-war educational programme and developments in other fields 
of social reconstruction must create, will cause these differences 
among the various sections of the population to disappear gradually. 
We also believe that the health services we have recommended will 
contribute their share to this end, partly through the education that 
results from the .contacts our workers will establish with the people 
in their homes, and partly through the opportunities that the facilities 
offered by the health services will create for the people to come 
together. We. therefore, recommend that those nurseries should 
not be developed on sectarian lines. The provis ; on made for food, 
recreation and other activities should be on a common basis for all 
mothers and children. 

(b) Health Education 

36. We consider health education as one of the most important 
functions of the maternity and child-welfare organisation. The home 
visits paid by the doctor, nurse and midwife, the consultations with 
mothers at the antenatal, postnatal' and infant-welfare clinics, all 
afford opportunities for instructing them in the maintenance of their 
own health and of that of their children. The nurseries, which we 
have described in the preceding paragraphs, will, when established, 
provide even greater opportunities for such education. 

37. The health education of mothers and children must naturally 
form part of tho wider scheme for similar instruction to the commu¬ 
nity, as a whole. The measures to be adopted in respect of the 
latter have been considered in a special chapter. There we have 
suggested the organisation of the necessary measures on a broad 
basis so as to include the numerous recognised methods of imparting 
information, such as the radio, printed literature, personal talks, 
health dramas, exhibitions and songs, as well as every other channel 
for placing before the people the importance of health and the 
method of securing and maintaining it. All this educational work 
will no doubt, benefit the mother and child, but the most lasting 
results are likely to be those derived from the sympathetic advice 
and' guidance that individual members of the maternity and child 
welfare organisation can make available to mothers and children in 
the course of their daily duties. 

(c) Maternity Homes 

38. The establishment of private maternity homes, in response 
to the growing demand of the public for institutional facilities for 
confinement, is a noticeable feature in some of the larger urban 
centres. We wish to emphasise the importance of local health 
authorities exercising the strictest possible control over the establish¬ 
ment and maintenance of such institutions. The existing homes 

10T 



CHAPTER VJB 


should all be registered, inspected and brought up to desirable 
standards in respect of buildings, staff, equipment and maintenance. 
The establishment of new institutions should receive the prior sanc¬ 
tion of the health authority in order to ensure that due regard will be 
paid to these requirements. It is desirable that the Provincial 
Ministry of Health should prescribe suitable standards in respect cf 
these and make it incumbent on local authorities to enforce them. 

(d) Voluntary Effort in the Field of Maternity and Ohild-weltare 

39. In this, as in other fields of health endeavour, voluntary 
organisations have played an important role in the past. Enthusiastic 
voluntary workers were responsible for starting the training of 
indigenous dais, of ‘midwives and of health visitors, all of whom are 
essential personnel for the maternity and child-welfare organisation. 
Voluntary societies have also been- responsible for the establishment 
and maintenance of a large number of maternity and child-welfare 
centres. 

40. In 1930 voluntary work in this field was' centralised by the 
establishment of the Maternity and Child Welfare Bureau under the 
Indian Bed Cross Society and the appointment of a Director of that 
Bureau who could, through the various provincial and local branches 
of the Bed Cross Society, promote the development of this branch; 
of health activity in different parts of the country. Indeed, in certain 
provinces (e.g., the United Provinces and the Central Provinces) the 
Provincial Governments concerned have transferred their respon¬ 
sibility in respect of maternity and child-welfare work to the respec¬ 
tive provincial branches of the Indian Bed Cross Society by giving 
them large grants and permitting • them to develop and maintain the 
organisation as part of the activities of tho Society. The only 
control that the provincial health authorities have over tho organisa¬ 
tion seems to be through the representation of health officials, such- 
as the Director of Public Health, on the executive committees of the 
provincial branches of the Society. 

41. While fully recognising the need for and appreciating the 
value of voluntary organisations in the field of health, we hold the- 
view that their activities should supplement rather than supplant 
the legitimate functions of Government in this sphere. The imple- 
mentat.on of our proposals for health development in the provinces- 
will, no doubt, bring this branch of health administration within the- 
purview of the Provincial Health Department, but the expansion 
of our scheme over the whole province will take time and, in the 
areas outside the scheme, the present state of affairs will no doubt 
continue. We have recommended that the Officer-in-charge of the 
District Health Services should supervise the development of our 
scheme as well as control the health administration of the area 
unaffected by it. In the latter, he may find that he has no authority 
to enable him to regulate the functioning of the existing maternity 
and child-welfare organisation. This is far from satisfactory. 

42. We are therefore of the opinion that provincial governments 
should exercise closer supervision and control over the maternity 
and child-welfare activities of the Bed Cross Society and, indeed, of 
all similar organisations. There is abundant scope for voluntary 
effort to supplement what governments can do in practically all 
branches of health service, and everv available agency should be 
utilised in the endeavour to bring effective health services within the- 
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reach of all. But the responsibility for providing such services rests 
upon the governments, and they cannot relieve themselves of any 
part of that responsibility by making grants to voluntary organisa¬ 
tions over whose activities they have very little control. While 
voluntary effort should be welcomed and encouraged, it should be so 
supervised and controlled as to ensure that its health service conforms 
to the standards prescribed by the public health authorities. This 
is-not ensured bv the presence of a. representative of the health 
department on the Committee of the organisation concerned. There 
must be regular inspection and the governments should have power 
to take whatever steps may be necessary to ensure that the health 
activities of voluntary organisations are maintained at a satisfactory 
level 

A Health Card for Every Individual 

43. The ultimate aim of the health organisation is to ensure 
continuity of effective health protection to every one from the 
prenatal stage, through childbirth and the subsequent years of 
life to death. An accompaniment of such care should be the provi¬ 
sion of a continuous record of the individual’s health. We suggest 
that every baby-should be given a health card as soon as it is born. 
It should be in duplicate so that one can be kept at the head¬ 
quarters of the primary unit concerned, and the other given to the 
parent. On this card should be given information regarding the 
health of the mother in the prenatal period as well as any details of 
value in respect of childbirth from-the point of view of the child’s 
health. When our health organisation becomes fully developed and 
covers, within its scope the vast majority of the population, most of 
the infants that are born will start their life with this health card. 
It should not be difficult, under the conditions that would then 
prevail, to enter on the health card of each child, from time to time, 
such details of sickness and of health as will constitute a running 
commentary on his physical and mental condition. Up to the end 
of the school going age, the majority of the children are ljkely to 
remain in the place where they are born, so that the entries con¬ 
cerned will be made locally. Up to that stage, it should be relatively 
easy to keep the individual’s card and the one kept at the head¬ 
quarters of the primary unit filled in properly. In later years when 
he leaves his place of birth, he could carry his card with him and it 
would provide an invaluable previous medical history as an aid to 
diagnosis and treatment. 

44. We are not putting forward this idea of a health card for 
every individual as an objective to be realised in the immediate 
future. We understand that, even in the Defence Services, with all 
the advantages of having to deal with a disciplined group of people, 
the working of the health card system has not been entirely satis¬ 
factory.- We also realise the far greater difficulties that will arise 
when dealing with the civil population. In the first place, the citizen 
must become suitably educated before his or her active co-operation 
will become available for the successful working of this health card 
scheme. Secondly, the health services provided for the people must 
be sufficiently developed in order to enable the individual to secure 
that continuous medical attention, curative and preventive, which 
the system requires. While recognising all this, we still venture to 
put forward this system as an objective for the. future to be kept 
iu view by health administrators and the public alike. 
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HEALTH SERVICES TOR SCHOOL CHILDREN 
Introduction 

1. We have already expressed the view that the special services, 
which are established for certain sections of the population, should 
not function independently of the general health organisation for the 
community. In the past, the tendency for such special services to 
grow up as separate entities has been a noticeable feature in all 
countries. The reason for this is not far to seek. In our review 
of modern trends in the organisation of national health services we 
pointed out that, in no country, except Soviet Russia, has there been 
developed, as yet, a health service which offers protection, curative 
and preventive, to all sections of the population. Special health 
services for mothers and infants and - for school children in other 
countries were started at different times and under different adminis¬ 
trative authorities and the question of co-ordinating their activities 
and of bringing them together as parts of a general health organisation 
could not be considered in the absence of a comprehensive national 
health service embracing # both the remedial and preventive aspects 
of medical practice. We may, as an illustration, make a reference to 
England and Rhall confine ourselves to the question of the school 
health service. In that country, the Board of Education (or the 
Ministry of Education) acquired powe.rs in 1907 to make provision for 
the medical inspection and treatment .of school children through the 
local authorities entrusted with the task of controlling education. 
The idea underlying such provision for the supervision of the health 
of the school -child by the education authority was that the child’s 
health should be protected in order to enable him to benefit fully 
from his education. The fact that the care bestowed on the child 
through his school life was but a part of the continuous health 
protection he was entitled to receive throughout his life was lost 
sight of. In consequence, the provision of medical care for school 
ohildren became recognised as the responsibility of the education 
authority and not of the health authority. This position was modi¬ 
fied by the Ministry of Health Act in 1919 when it was provided that 
“all the powers and duties of the Board of Education, with respect 
to medical inspection and treatment of children and young persons”, 
should be transferred to the Ministry of Health.. At the same time, 
it was decided that the Minister of Health, while retaining the 
ultimate right to determine the standards to be adopted from time to 
time in regard to the character, adequacy and efficiency of the 
provision made for medical inspection and treatment, should transfer 
to the Board of 'Education, his responsibility for the administration 
of the school health services. Nevertheless, in order to secure co¬ 
ordination* of effort between the school medical and general health 
services, it has been the practice to make the Chief Medical Officer 
of the Ministry of Health the Chief Medical Officer of the Board of 
Education also and, in local areas, to appoint sub-committees of 
education and health authorities to consider matters of mutual 
concern, to administer joint undertakings, to appoint a common staff 
so that, in the great majoritv of cases, the local Medical Officer of 
Health is also the School Medical Officer, and to promote the use 
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of the same premises, wherever possible, and of common facilities 
such as the services of dentists. 

The Present Position in India 

2. In India, school health services are non-existent in most parts 
of the country and, where they exist, they are mainly in an imperfectly 
developed state. There are, however, two valuable reports on the 
subject which provide an illuminating study of the associated 
problems and put forward specific recommendations for their solu¬ 
tion. A report issued by a Joint Committee of the Central Advisory 
Boards of Education and of Health has dealt with this subject in 
great detail. The recommendations set forth in this report have 
been given practical shape in the Report on Post-war Educational 
Development in India which was issued by the Central Advisory 
Board of Education in 1944. In putting forward its proposals for 
the organisation and administration of school health services, the 
Joint Committee had before it, as a model, the practice in England 
which has already been briefly indicated in this chapter. It had also 
to accept the existing health administrative system in India whereby 
the medical and public health departments are functioning independ¬ 
ently in the provinces. .The Committee did not visualise the 
possibility of a comprehensive health service which would combine 
in itself both preventive and curative health functions for all sections 
of the' community. In these circumstances, it recommended the 
creation and maintenance of a school health service whieh would be 
separate from the existing provincial health services, preventive 'and 
curative, and which would be under the administrative control of 
the Education Department. Recruitment to the school health 
service would be from the provincial medical and public health 
departments. In order to promote the co-ordination of the activi¬ 
ties of the school health service ’and of those of the existing health 
departments, the Joint-Committee suggested the establishment of a 
Sub-committee with the Director of Public Instruction and the heads 
of the Medical and Public Health departments as members. Another 
suggestion was that, either of these two medical officers, as may be 
found expedient by the Provincial Government concerned, might be 
made the Chief Medical Officer of the School Health Service. 

The Health Functions ol the School Health Service to be under the 
Health and not under the Education Department 

3. In view of the reasons set forth in the earlier paragraphs of this 
chapter and in view of our proposal for the establishment of a 
comprehensive national health service, which combines within itself 
preventive and curative health functions, we believe that the sugges¬ 
tions of the Joint Committee referred to above require modification. 
We feel that, in England, tlje existing practice is a compromise based 
on the experience of the past development of the school health 
service in that country. In proposing a scheme for India, where 
we are practically in the position of starting the organisation ‘from the 
beginning, we believe it will be of advantage to recognise that the 
question should be considered primarily from the. standpoint of the 
school child for whom the service is being provided'. From his point 
of view, continuity of health protection is of fundamental importance. 
Such continuity requires that the provision of medical care for school 
children should not be isolated from the general . health service. 
Another important objection to the development of 4he school health 
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service, outside the general health organisation, is that a duplication 
•of trained personnel and of institutions will become inevitable in 
many directions while, in. the interests of the development of the 
national health programme, it seems essential that such duplication 
should be avoided as far as possible. We are, therefore, incorporating 
this principle in the proposals we put forward later in this chapter. 
We recognise, at the same time, the need for the closest possible co¬ 
operation between the medical officer and the school teacher in 
promoting the health and general welfare of the school child. The 
teacher will, indeed, play an important part even in the organisation 
-of preventive and curative medical care for the child in the early 
•stages of our programme, while his • services are indispensable at 
any stage in connection with certain other forms of school health 
activity. Our proposals will, therefore, make provision for close co¬ 
operation between the health and education staffs. 

The Functions ol a School Health Service 

4. The duties to be performed by a school health service fall 
broadly into two groups: 

(1) health measures, preventive and curative, which include '(a) 
the detection and treatment of defects and (b) the creation and 
maintenance of a hyg.enic environment in and around the school, and 

(2) measures for promoting positive health which should include 
{a) the provision of supplementary food to improve the nutritional 
state of the child, (b) physical culture through games, sports and 
gymnastic exercises and through corporate recreational activities and 
(c) health education through forma) instruction and the practice of 
the hygiemc mode of life. 

5. The duties enumerated under (1) should be performed by the 
^health organisation while those under (2) will devolve on the school 
teachers. This classification indicates broadly the division of 
functions between the health organisation and the school staff in a 
well-developed school health service although, as has already been 
pointed out, the utilisation of the services of the school teacher, with 
such training as can be given to him, will be essential, in the early 
stages, even for the carrying but of elementary preventive and cura¬ 
tive health measures. 


OUR PROPOSALS 

6. It seems to us inadvisable to start the school health service on 
-loo extensive a scale during the early stages of our health develop¬ 
ment programme. We believe that it is much better to develop, the 
organisation with care and by stages so as to ensure satisfactory 
results rather than attempt toe much in the beginning and thus court 
the possibility of failure. In making this suggestion, we have been 
influenced by two considerations, namely (1) the medical officer in 
the primary-unit has various other duties to perform and he will, 
therefore, be able to devote only a limited time to the development 
•of the school health service, and (2) the school teachers, who will 
have to carry out certain health duties, will require careful training 
-and continuous supervision if the efficient functioning of the organisa¬ 
tion is to be ensured. Finally, we would point out that the Joint 
-Committee of the Central Advisory Boards of Education and of 
Health has drawn attention to the frequency with which Provincial 
•Governments have, in the past, started a system of school medical 
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.inspection and given it up after a short time. We wish to see that 
.sucii a policy is avoided in the future and we would, therefore, urge 
the need for formulating a well-thought-out scheme capable of 
.producing demonstrable results, even though it may embrace only a 
limited section of the school population in the early stages of develop¬ 
ment. 

7. We shall first make certain general suggestions regarding the 
.proposed school health organisation and then indicate the stages for 
its development. 

(1) In each primary unit the male medical officer should normally 
be placed in charge of the school health service. It will be recalled 
Jhat the woman doctor will, in addition to her responsibility for 
extending, as widely as possible, medical care among the women in 
the primary unit, have also to undertake the organisation and control 
of the maternity and child-welfare service. We, therefore, suggest 
that the male doctor should be responsible for the school health 
service. 

(2) The scheme should, in the beginn ng, be restricted to primary 
school children. We anticipate that in accordance with the recom¬ 
mendations that have been made for post-war educational develop¬ 
ment, compulsory education will be introduced in respect of all 
children between the ages 6 and 13. Of this period the primary 
school stage is between 6 and 11 years. On a rough estimate, the 
number of children in this age group in a primary unit with a popula¬ 
tion of 40,000 is likely to be about 5,100. The Joint Committee has 
suggested that the number of school children to be entrusted to a 
full-time school medical officer might be about 5,000. In view of the 
other duties which our school medical officer will have to perform, we 
believe that the number of children to be included in the scheme in 
each primary unit should not, in any case, exceed 1,000. In 
order to facilitate frequent and close inspection of the work of the 
teachers who carry out health duties, we would suggest that the 
primary schools included in the scheme may be restricted to the town 
or village which forms the headquarters of the primary unit. If the 
population of school children thus served does not approximate 
1,000, the soheme may be extended to the surrounding area, it being 
kept in view that such expansion should not make it difficult for the 
medical officer to carry out adequate supervision over the whole 
organisation. This is the primary consideration and not the idea that 
the number of children included in the scheme should be about a 
thousand. 

Our proposal that, in the early stages, the scheme should be 
limited to primary school children will, it is believed, remove any 
objections that might, otherwise, be raised against the suggestion tha J 
the male doctor should examine school children of both sexes. When 
the high school and college classes are included in the soheme, a 
woman doctor will obviously be required for examining women 
students. 

(8) From each school, at least two teachers should receive training 
in health duties. Thev should he given a special additional remunera¬ 
tion for such duties and Rs. 10 per month would be a reasonabio 
figure for adoption throughout the country. 
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8. We suggest the following stages for the development of the.- 
scheme: — 

First Stags 

It seems to us desirable that the proposed school health organi¬ 
sation should first be developed in an area close to the headquarters 
of the prov.nce. The field training centre, which will be established- 
in association with the medical college there, will provide excellent 
facilities for such an experiment.- The Department of Preventive 
Medicine and Public Health in the college can be placed in charge of 
it while the participation of the Director of Health Services, the 
Director of Public Instruction and their assistants in the develop¬ 
ment of the scheme, will be of great value. It is suggested that the 
Professor of Preventive Medicine, the Assistant Director of Health 
Services in charge of school health and a suitable officer deputed by 
the Direotor of Public Instruction should form a small sub-committee 
to work out the details of the programme and to supervise its imple¬ 
mentation. 

The scheme should help— 

(1) to demonstrate the course of training to be adopted for 
teachers; 

(2) to develop the technique of school health administration.,, 
including the duties to be performed by the different members of the 
organisation, to keep records and to define the mannpr in which the 
health functions are to he integrated with other aspects of the pro¬ 
gramme such as health education and recreational activities. While 
the teacher has an important part to play in the provision of medical' 
care, the health staff can, as will be shown later, assist in the 
development of those activities which are mainly the concern of 
teachers and 

(3) to indicate the probable cost of such a scheme. 

The organisation will also provide facilities for training doctors and 
nurses in school health work. 

It is believed that this stage will probably be completed in one- 
year. During this period the school health programme need not be 
extended over all the primary units of the field training centre. It is, 
suggested that it may be confined to five such units. 

The Second Stage 

This would mark the period of extension of the school health- 
programme to the districts. Such extension may, it is suggested, be 
carried out in two steps. The first would be the organisation of 
training facilities for teachers at the headquarters of the secondary 
unit, namely, the secondary health centre. The Deputy Administra¬ 
tive Medical Officer should be made responsible for school health 
work. Such officers from the different districts should be given an 
opportunity to study the working of the scheme at the provincial head¬ 
quarters and, with such study and with suitable literature indicating 
the detailed working of the programme, it should be possible to 
promote the development of district activities in this field on fairly 
uniform lineB. The secondary health centre will normally be located 
in a large town, and the training course can be started by bringing 
together two teachers from each of the primary schools in that town. 
When a sufficiently large number of teachers is trained, a demonstra¬ 
tion of the scheme should be attempted bv applying it to this town 
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At the seme time, the training course should be continued, seleoted 
teachers from a certain number of primary units included in the 
secondary unit, being brought over to the headquarters of the latter 
for such training. The medical officers of these primary units should 
also be given an opportunity to familiarise themselves with the organi¬ 
sation and maintenance of the service. The second step in the 
extension of the scheme in the district will be the inauguration of. the 
service at the headquarters of individual primary units. 

Two More Stages 

We envisage two more stages. These constitute extensions of 
the scheme so as to include within its scope (1) the whole area of 
individual primary units and (2) the students of secondary and high 
schools and of colleges. For reasons, which will be explained later, 
we cannot at present see how provision for a territorial expansion of 
the service in primary units can be made till about the latter part 
of the fourth quinquennium of our health programme. The first 
essential is to extend the proposed general health service throughout 
the area of individual districts, and this will take up at least 
the first seventeen or eighteen years of the programme and to require 
all the trained medical staff likely to be made available during the 
period. As regards the second of these two stages mentioned above, 
we are putting forward certain suggestions later in this chapter. 

9. We may now present, in greater detail, our views regarding 
the nature and scope of the school health work that should be 
developed at the headquarters of primary units. 

School Health Work in a Primary Unit 

10. The school health work to be carried out in a primary unit 
may be considered under the following heads: — 

(1) Medical inspection. 

(2) Provision of medical care, curative and preventive. Such 

medical care should include domiciliary and institutional 
service. It should also include dental service. 

(8) Improvement of environmental hygiene. 

(4) Improvement of the nutrition of the child. 

(5) Physical education. 

(6) Health education. 

11. (1) Medical Inspection. —The Joint Committee recommended 
two detailed medical examinations for primary school children, the 
first in the sixth year of the child, as soon as possible after bis entry 
into the school and the second in the eleventh year when the primary 
school stage is being completed. The Committee has pointed out, at 
the same time, that these detailed inspections should be supplement¬ 
ed, in respect of some children, by more frequent medical examina¬ 
tions. Such children include those who are found defective at the first 
examination as well as those who may be found by parents or 
teachers not to be making satisfactory progress physically, mentally 
or socially. While it is true that a careful parent or teacher can 
detect departures from normality, which a cursory medical examina¬ 
tion may fail to reveal, the extent to which parents and teachers can 
help in such detection will depend largely on the degree to which 
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their faculty of intelligent observation has been developed. We 
shall make later in this chapter, certain suggestions lor encouraging 
parents and teaohers to play their part satisfactorily in the school health 
programme. In view, however, of the limited nature of the staff 
and facilities available to us, the recommendation of the Joint Com¬ 
mittee for only two detailed examinations of every pupil should be 
accepted. 

12. (2) Provision of medical care, curative and preventive. —The 
normal health services, remedial and preventive, which will be estab¬ 
lished under our scheme will, of course, be available to school 
ohildren also. The dispensary and the domiciliary visits by the 
doctor and the nurse constitute the main provision for this pur¬ 
pose in the primary unit. The fact that the medical officer will 
himself carry on work at the dispensary three mornings a week 
and that he can secure the services of the nurse, whenever 
necessary, to visit the homes of pupils should help to ensure that the 
measures that he prescribes as the school medical officer in respect of 
individual pupils will be carried out as far as circumstances permit. 
Where a patient requires higher types of service, such facilities as 
are available at the 80-bed hospital and the secondary health centre 
hospital, can also be seoured. But we desire to see these provisions 
supplemented by more specific measures calculated to improve the 
health of the school child, and the following recommendations are 
made with this end in view. 

18. In the last chapter, when dealing with special health services 
for mothers and children, we described briefly the part that a 
maternity and child welfare centre can play in promoting health work 
among them. On the same lines, we suggest that a school clinic 
should be established as part of the programme of health care for 
school children. It is suggested that, in the beginning, the clinic 
should hold sessions in the dispensary on three afternoons each 
month. In view of the inadequacy of the provision for general medi¬ 
cal treatment in the early stages of our health programme, the 
school clinic will have to devote a part of its time to such treatment,. 
Nevertheless, too much time should not be taken up by such routine 
services. Certain specialised types of service, such as dental care 
and the treatment of conditions relating to the eye, ear, nose and 
throat, which are relatively common among children, should receive 
special attention. As regards dental service, we have already pointed 
out, in our description of the short-term programme, that mobile 
dental units, based on the secondary health units, will operate in 
the primary units and will make available such service at least to 
limited sections of the population. Maternity and child welfare 
organisations and school clinics will receive dental service from such 
mobile units. 

14. It is desirable that the parents and the class teacher in charge 
of the child should be encouraged to be present at the clinic when 
examinations are carried out. This will enable the doctor to issue 
such instructions, as he may consider necessary, to enable them to 
take simple precautionary measures or to observe the child and report 
on the progress he makes or any setback that may take place. 

15. Apart from the treatment facilities provided at the clinic a 
certain amount of routine treatment will also be carried out in the 
school, under the guidance and supervision of the medical officer, by 
the two teachers who will have been specially trained for this purpose. 
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Other functions for which these teachers are to be trained should 
include the daily examination of school children in order to improve 
the standard of personal cleanliness, supervision of the sanitation of 
the school and its environment and health education of children 
within limited fields. The teacher should also be trained in the 
technique of vaccination against smallpox. 

16. A record of weights, taken at periodical intervals, gives valu¬ 
able aid in interpreting the state of health of a child, and each class 
teacher should be made responsible for maintaining this record and 
for making it available to the medical officer once in six months. 

17 . As in the case of the maternity and child-welfare centre, we 
desire to see that the school clinic develops into an organisation for 
bringing together the children, their parents and teachers. We 
would, therefore, suggest that periodical meetings should be arranged 
for whioh interesting and educative programmes should be developed. 
Educational films can be shown, short talks on health matters 
arranged and people with special talent for music and other forms of 
entertainment, whether among the pupils, teachers or parents, 
encouraged to play their part towards making such gatherings a 
success. The atmosphere of goodwill that can thus be developed will 
be of advantage to all concerned. 

18. We are anxious that all teachers should take an active interest 
in our school health programme. Although the two who are specially 
trained to carry out certain health duties, will be required to do 
more than the others, we feel that every one of them has his part to 
play. For instance, - the class teacher can, if observant, bring to 
notice facts about a boy’s indifferent health or anti social tendencies 
more easily than the other teachers are likely to do. The physical 
instructor should be able to separate, by signs of early fatigue or in 
other wt^s, children to whom the normal amount of exercise 
prescribed for all is doing more harm than good. Theso teachers, if 
they can receive useful hints from the doctor, will undoubtedly be 
able to discharge more efficiently the duties expected of them. 

19. As regards the parents, theirs is the longest and most 
sustained influence on the health and welfare of the child. Any 
scheme that neglects to enlist the sympathy and co-operation of the 
parents may largely fail to achieve the desired results. Our proposal 
to make the school clinic a ceutre for social activity so as to bring 
together the children, parents, teaohers and the school health staff is, 
therefore, in our view, an essential part of the programme for 
improving the health of the school child. 

20. We fully realise that the present-day school teacher, ill-paid 
and overburdened as he is with responsibilities towards his own 
family which he can hardly discharge satisfactorily, is but an imper¬ 
fect instrument through which to attempt to develop a programme 
of health activity on the lines we have indicated. We .have, how¬ 
ever, no choice in the matter and would, therefore, suggest that in 
selecting teachers to perform the health duties contemplated in our 
scheme, the greatest possible care should be exercised to ensure that 
the two best in each school are chosen. The training that is 
imparted, the additional remuneration we propose and the close and 
continuous supervision which will be exercised should all help to 
secure a reasonable measure of efficiency. But our hope for the 
future is based on the prospect of a better class of school teacher 
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being provided as the result of post-war educational developments, 
it is hoped that he will have received a higher standard ox general 
education, will be better paid and will be actuated . by a more 
quickened sense of social service than the teacher of the present day. 
It is on him that we pm our faith for the development of a co¬ 
operative eifort to which the school staff and the health organisation 
will contribute of their best in order to promote the health and welfare 
of the school child. 

21. (3) Improvement 0 / environmental hygiene .—This is a pro¬ 
blem of the bigaest importance. Many school buildings will require 
considerable alterations before they become satisfactory from the 
sanitary point of view. Wholesome drinking water, sufficient toilet 
accommodation, and facilities for washing will all have to be provided 
if the desired improvement in the hygienic habits of the pupils is 
to be promoted. To give formal class room instruction regarding 
cleanliness, without providing the necessary facilities for the children 
to put into practice what they are taught, is worse than useless. 
Apart from the harm it causes by failing to give the child proper 
instruction in the hygienic mode of life, such a divorce of practice 
from precept will have a serious detrimental effect on the outlook of 
the growing child. We feel that this is a matter which requires 
urgent attention from the authorities concerned. 

22. (4) Improvement 0 / the nutrition of the child .—A mid-day 
meal providing a balanced diet, in accordance with modern concep¬ 
tions of desirable nutritional standards, will perhaps help to improve 
the health of the growing school child to a greater extent than most 
other measures. Many children, especially in tho rural areas, walk 
distances of two or more miles to their schools and back home 
every day. With such physical exertion in addition to any games 
and other forms of athletics in which they may take part, it is 
not surprising that, even from the point of view of energy value, 
many children do not receive an adequate amount of food. Moreover, 
&6 a sufficient quantity of essential articles such as milk and green 
leafy vegetables are often laeking in the food of an appreciable 
proportion of these children, there is the added disadvantage of living 
continually on an ill-balanced diet. The provision of a good mid-day 
meal at the school should help to rectify these defects to a large 
extent, and we recommend that it should be a compulsory feature 
of the school health programme. While there is no doubt 
some justification for claiming that the State should not be made to 
pay for children, whose parents can afford to meet the necessary 
expense, we feel that, if primary education is to be made compulsory 
and free to all in accordance with the recommendation of the Central 
Advisory Board of Education, the additional cost for the school meal 
should also be made a charge on the public funds. Those who can 
afford to pay will, of course, be contributing to public funds through 
local and provincial taxation. But we are not wedded to any specific 
form of raising monev to meet the expenditure on school meals. We 
would only urge that the provision of a balanced mid-day meal, of 
proper quantity and quality, to all school children should form an 
essential part of the school health programme. 

28. (5) Physical education .—We have discussed the question of 
organising the physical education of school children in the chapter 
dealing with that subject and shall, therefore, confine ourselves here to 
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the consideration of the subject in relation to the school health pro¬ 
gramme. We are in full agreement with the view of the Joint Com¬ 
mittee that the physical instructor should receive training “in the 
elementary principles of physiology, of the hygienic mode of life and 
of nutrition’’ and that he should be trained “to detect early signs of 
fatigue in the child and to regulate (under the guidance of a doctor in 
certain cases) the nature and amount of exercise for individual pupils . 
The doctor should give, as the result of his medical examination, any 
special instructions regarding physical exercise that may be required 
in respect of individual students. The physical instructor should, on 
his part, bring to the notice of the doctor any cases where he has 
reason to believe that exercise should be regulated in accordance with 
medical advice and he should be present when such children are 
examined by the doctor. 

24. We also endorse the recommendation of the Joint Committee 
that provincial Health and Education authorities should draw up a 
code on physioal education, which . should include advice on the 
medical aspects of this subject, and that a system of graduated 
exercises, to suit the requirements of different types of children, 
should be formulated. 

25. (6) Health education .—Formal class room instruction in health 
matters should, in respect of the primary school children, be reduced 
to the minimum. What is essential is that hygienic habits should be 
inculcated. A health parade every morning to ensure that each child 
conforms to certain standards of personal cleanliness is of great value. 
In the school, children can be taught by observant and sympathetic 
teachers to rectify many of the undesirable habits they have deve¬ 
loped. For instance, spitting can be discouraged, the intelligent use of 
the sanitary conveniences provided in the school premises can be en¬ 
couraged, the necessity for avoiding possible infection of neighbours 
through coughing and sneezing without due care can be brought 
home to the children and the danger of catching infection through 
infected food and water can be vividly described to them if specific 
instances based on local occurrences can be quoted. As has already 
been pointed out, an essential part of this health education campaign 
is that the school and its surroundings must be kept in a hygienic con¬ 
dition and that all the necessary facilities should be provided to enable 
the children to carry out the instructions given to them regarding 
cleanliness. 

26. As regards formal instruction, the spoken word and the visual 
impression are more important in the case of such young children 
than printed literature. Therefore, short talks accompanied by 
coloured posters or magic lantern shows are much better than books. 
In regard to personal hygiene, repeated performance by the pupils of 
the necessary measures under the supervision of the teacher is 
essential. The example set bv the latter is also of great importance 
because a teacher, who flagrantly violates the instructions he gives, 
will carry no influence with the children. The remedy lies in the 
systematic teaching of hvgiene in teachers’ training schools. But we 
believe that a marked improvement in the present situation will be 
seen onlwhen a better class of teachers, with a higher standard of 
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training and better emoluments, becomes available as the result o£ 
the post-war educational programme. 

An Extension of the Health Service beyond the Primary School 
Stage 

27. We anticipate that, under the programme of development of 
the school health service indicated earlier in this chapter, the organi¬ 
sation at the provincial headquarters and those associated with the 
headquarters of secondary units, will become centres for providing 
short courses of training in school health work to doctors and nurses. 
We have suggested that, at the early stage, the school health service, 
should coniine itself practically to the headquarters of the primary 
unit. Even so, it will probably take the first five years of qur short¬ 
term programme before such an organisation becomes established and 
works satisfactorily in every primary unit under the scheme. 

28. A point for consideration is whether the service should, at 
this stage, be extended further into the area covered by individual 
primary units or whether it should be expanded so as to include- 
gradually the students of the secondary and high schools and college 
classes. The main obstacle to an extension of the scheme territorially 
in a primary unit is the inadequacy of trained staff. This deficiency 
will not be made up in the second quinquennium of the short-term 
programme, because our plan is that such staff of all types, as may 
be created under the various training schemes, should be utilised 
for the opening of new primary units, and that the general health 
organisation should be extended to about half the population of each 
district by the end of the first ten years. No strengthening of the 
staff in individual prmary units is contemplated at this stage. If 
the implementation of all our proposals proceeds on anticipated lines, 
the third and fourth quinquennia should witness the rate of progress 
accelerated inasmuch as the large scale training programme of the 
first ten years would have begun to bear fruit. Nevertheless, we 
find it difficult to believe that individual districts will be covered by 
the health organisation before the. end of the first 17 of 18 years of 
our programme. It is only after this stage is reached that a strength¬ 
ening of individual primary units by additional staff should be under¬ 
taken. Therefore, as far as we can see, the possibility of expanding 
the school health service for primary school children, much beyond 
the limits of the headquarters of each unit before the end of the first 
17 or 18 years, seems to us to be remote. 

29. In these circumstances, there would appear to be little hope 
of extending the service, within this period, to the students of 
secondary and high schools and of colleges particularly on any large 
scale. We would, however, suggest for consideration the possibility 
of such extension in certain limited areas where suitable conditions 
will probably be available by the latter half of the second 
quinquennium of our health development programme. We have, in 
mind, the field training centres attached to individual medical' 
colleges. These will normally be located in the larger cities of a 
province, and the resources of the local health organ : sation supple¬ 
mented by those of the medical college may justify an attempt to 
extend the school health service to. at least, the students of secondary 
and high schools in such cities. Tire primary consideration should be 
that the organisation must function on sound lines and, wherever 
this condition can be fulfilled, an extension of the service should be 
attempted. By the time this experiment has been tried, it may well 
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be that many of the secondary health centres will also have develop. ■. 
to the stage when they can undertake such an extension of the sch,< ; 
health service. The administrative and technical procedure for 
expanded service which will, in the meantime, have been w. n i 
out in the training centres associated with medical colleges will |>i ■ 

to be of assistance to the secondary units in expanding their > . 

school health services. 

Co-operation between Health and Education Auhorities 

30. In the preceding paragraphs, we have discussed our rc. 

mendations for developing a school health programme and, at r. - 
than one place, have stressed the need for the closest co-opm 1 . tl 
between the health and educational authorities. We nou o 

forward certain proposals for ensuring such co-operation both I 

and oentarlly. 

31. A District. —If our suggestions for the future develoj n.i 

of local self-governing institutions are carried out, there will i 
District Health Board and a District Education Board funo.i .■ u 
over practically the whole area of individual districts. We so; ; 
that, in each district, a Joint Committee of the District Heultti i l 
District Education Boards should be established. The ; i; 

necessary for the health activities of the school health pro; ; 
will be a charge on the revenues of the District Health Boa), ■ a 

cost of such items as physical education, school meals and e h 
education should be met from the funds of the District Ed > n a 
Board, The remuneration to be paid to the two teachers i,, h 

school for the health duties they perform should, of course, i nut 

from the health budget. The Joint Committee we have recon n i- 
ed will be responsible for the distribution of the funds made ' do 
to it by the two Boards and will also serve to bring the int! of 
public opinion to bear on the working of the school health ... na¬ 
tion. 

32. Provincial Headquarters.—At the headquarters of u n> 

vince, there should be a co-ordinating committee of wi she 

Director of Public Instruction and the Director of the Health ■ . ces 
should be members. Its chairman may be a distinguished <••!■ > on- 
its. We do not wish to see this co-ordinating committee the 
provincial headquarters made unduly large, but represent ,, of 
the managements of private schools as well as of approve.) >cia- 

tions of teachers and of parents should, in our view, find s on 

it. 

33- This committee will advise Government on all tters 
relating to school health administration, including the dim . i <n of 
grants-in-aid, and, within the limits of the powers given t by 

Government, it will co-ordinate the activities of the Joint < , ittees 

in the districts. 

34. As regards the administrative staff on both sides < i and 
education), the members of the health organisation win ng to 
provincial cadres in the Health Department of the pie The 

Co-ordination Committee at the headquarters of the prnv hould, 

in these circumstances, be able to ensure that the dead easure 

of co-operation between the health and educational stall , ecured 
in order to promote the development of the school hen In ice on 
sound lines. 
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OCCUPATIONAL HEALTH INCLUDING INDUSTRIAL 

HEALTH 


Introduction 

1. In this chapter we shall deal with the questions relating to 
the maintenance of the health and working capacity of all those "who 
are gainfully employed outside their homes. We have purposely 
used the term ‘Occupational health’ in the title of this chapter 
because many forms of employment fall outside the range of activities 
normally included under the term ‘Industry’. For instance, the 
working conditions of the employees, including the sanitation of the 
•environment, hours of work and provision of certain facilities such 
as for meals and rest, require regulation in a public office or 
a large shop to the same extent as in an industrial establishment. 
Further, similar protection should be given to workers .in the 
building trade and to those employed in transport by land, sea or air 
and in various other occupations, although such workers are not 
normally included under the term industrial labour. Lastly, agricul¬ 
ture which is the main occupation in the country and has associated 
with it the largest population of workers, should come within the 
range of health supervision in order to ensure that conditions un¬ 
favourable to health are eliminated as far as possible from the 
working environment of this section of the population also. An 
■occupational health service developed by the State should therefore, 
■embrace, within its scope, all persons who are employed outside their 
own homes. We realise, however, that the creation of such a service 
can be considered only as a long-term objective and that, in the 
immediate future, Governments will have to concern themselves with 
measures mainly for industrial workers including within that term 
those who are employed in factories, docks, mines, plantations, trans¬ 
port services and certain other occupations. While it seems desirable 
to keep in view the goal that has to be reached and to remember that 
the provision of conditions favourable to health should be an essential 
part of the organisation of all types of employment, we shall deal 
here only with the health of industrial workers as defined above, 

2. The factors which influence the health of the worker can be 
divided into two broad groups, namely, (1) those which are asso¬ 
ciated with his working environment and (2) those which he share* 
with the rest of the community in the home and in the places of 
public resort to which he usually has access. In regard to the latter, 
it seems reasonable to hold that the workers should share the facili¬ 
ties for health protection that the State provides for the general 
population and this is what we recommend. 

3. On the other hand, as regards the factors in the working environ¬ 
ment which tend to produce ill-health, the worker has the right to 
demand special measures for bis protection. The organisation of an 
industrial health service is meant to meet this need. The aims of 
such a service should be twofold, namely, that of minimising, as far 
as possible, the detrimental effects associated with the worker’s 
occupation as well as that of promoting.measures which are designed 
to create optimum working conditions and to increase his capacity 
for work and general sense of well-being. If this dual aspect of the 
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■worker’s health requirements be kept in mind, "it will become clear 
■that the provision of preventive and curative health care outside the 
place of work or for general ailments, which may arise without refer¬ 
ence to his occupation cannot be considered as the responsibility of 
the industrial health organisation. It is recognised that sickness and 
incapacitation arising out of any cause have their repercussion on 
occupational efficiency and that these are therefore to be eliminated 
as far as possible. From this wider standpoint the provision of ade¬ 
quate health protection to the members of a worker’s family can also 
be considered as an essential function of the industrial Health servioe, 

■in as much as the worry, anxiety and their adverse effect on his own 
health, which are likely to arise from sickness among those who are 
dependent on him must reduce his working capacity. While recog¬ 
nising the force of this argument, it is believed that clarity in respect 
•of administrative procedure will be secured by accepting the position 
that the responsibility for the health of the worker outside the range 
•of functions of the industrial health service as defined above as well 
ns for the health of the members of his family must devolve on the 
general health service for the community and that, in the interests 
•of the nation as a whole, both types of services must be developed 
to the fullest possible extent. 

The Aims of an Industrial Health Service 

4. The aims of on industrial health service have been excellently 
described by the Social and Preventive Medicine Committee of the 
11 oval College of Physicians of London in their Second Interim 
-Report, which deals with industrial mediciue, (January 1945) in the 
following terms: — 

“(a) to promote the general health of the worker by the pro¬ 
vision of a good working environment and by fitting the 
worker to that environment: 

(b) to prevent occupational disease; 

(c) to assist in the prevention of injuries at work; 

(d) to organise and supervise a service for the emergency 

treatment and care of injured and sick workers at their 
place of work; 

(e) to take an active part in the restoration to full working 

capacity of workers disabled by injury or disease and 
resettlement of workers suffering from permanent dis¬ 
ability ; 

(f) to educate workers in the preservation of health and pro¬ 

motion of well-being and 

(g) to promote" research and investigation.” 

6. This comprehensive statement of the functions of an industrial 
health service may be accepted as the objective to be aimed at, in 
this country, when the development of such an organisation is under¬ 
taken. It will be seen that the health protection that will be offered 
will be largely preventive in character. At the same time, provision 
will be made" “for the emergency treatment and care of injured and 
•sick workers at their place of work” as well as for the rehabilitation 
of those whose working capacity has been affected by injury or 
disease. The education of the worker in the preservation of his own 
health, with particular reference to the hazards of his occupation, is 
:an essential function of this health service, while the promotion of 
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research and investigation into occupational health problem# ia- 
fundamental to the proper functioning of the organisation and to a 
progressive expansion of its activities. 

6. We may, with advantage, describe briefly the proposals of the 
Committee for the industrial health service that has been recom¬ 
mended by it for England. As regards its organisation, the Report re¬ 
commends that “the industrial health service should be an integral 
part of the proposed national health service and should be adminis¬ 
tered centrally by the Ministry of Health. Certain administrative 
and executive functions will, no doubt, require to be delegated to the- 
Ministry of Labour and National Service and other bodies in order 
to maintain contact with the lay inspectorate! but it would be de¬ 
sirable for the Chief Medical Officer of the Ministry of Health to hold 
the same position in this regard in the industrial health service as he 
does in relation to the Ministry of Education.” 

7. It may be explained here that, while the Minister of Health is 
in England responsible for the health of school children, he has 
appropriated to himself only the power of determining standards and 
has transferred to the Ministry of Education the administration of 
the school health service. At the same time, in order to ensure co¬ 
ordination between this organisation and the general health service, 
the Chief Medical Officer of the Ministry of Health has been made 
ex-officio the Chief Medical Officer of the Ministry of Education. 

8. The work of the industrial organisation should be integrated with* 
the work of the general health services in each local area under the 
national health scheme, “including those provided by the general 
practitioners, the hospitals and any specialised unite which are avail¬ 
able for the treatment of occupational diseases and research and' 
teaching in this subjeot. ” A brief reference to this national health- 
service in Greht Britain has been mado in the chapter dealing with- 
modem trends. 

9. The industrial health service will consist of medical and non¬ 
medical personnel. The former will include a medical inspectorate 
associated with central and regional administration, consultants in- 
industrial medicine with “in-patient facilities at selected hospitals 
with beds under the charge of the consultants’’, whole-time indus¬ 
trial medical officers serving one industrial establishment or a group- 
of them under one firm or a group of firms and part-time industrial 
medical officers, who will be general practitioners with special train¬ 
ing in industrial medicine. The non-medical personnel will include 
industrial nurses, social workers, welfare workers and certain techni¬ 
cal specialists. 

10. The report emphasises the importance of establishing Depart¬ 
ments of Industrial Health in the teaching medical institutions of 
the universities. They "should be charged with fundamental re¬ 
search, including field investigation, especially in relation to problems 
of their own region.’’ These University Departments of Industrial 
Health will also play an important part in the training of industrial 
medical personnel, including consultants and specialists in industrial 
medicine. 

11. It will be seen that the aims of the industrial health service in- 
that country as suggested by the Committee of the Royal College of 
Physicians do not include the provision of general medical aid to the 
industrial population. That function will be performed by the 
national health service with which the industrial health organisation 
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■will be integrated. The objects to be achieved through the latter 
are, in the words of the report, “the promotion of the general health 
of the worker by the provision of optimum environmental conditions 
and by tilting the worker into such conditions; the prevention of 
disease and accidents in industry; the taking of an appropriate share 
in the rehabilitation of the disabled workmen; and the education of 
the workers in the preservation of health and promotion of well¬ 
being. ” 

12. These proposals of the Social and Preventive Medicine Com¬ 
mittee of the Royal College of Physicians provide useful suggestions 
for the organisation of an efficient industrial health service in India. 
Such a service must obviously be complementary to a well-developed 
general health service for the community as a whole because, as has 
already been pointed out, the worker, in addition to the protection 
he requires against the hazards to health that arise out of his occu¬ 
pation, must be cared for as a member of the general population 
among whom he lives for the greater part of each day of his life. As 
has been proposed for England by the Government of that country, 
we have recommended, in this report, the development of a compre¬ 
hensive health service which will provide a reasonable measure of 
curative and preventive care to all sections of the population in India. 
It is essential that our proposals for an industrial health service 
should fit in with this scheme o£ general health protection for the 
community. The adoption by us of the aims and structure of the 
industrial health organisation, as set out by the Committee of the 
Royal College of Physicians, seems, therefore, to be appropriate. The 
creation of centres of teaching and research in industrial health in 
the medical colleges attached to the universities will be necessary 
before such an organisation can be developed to any considerable 
extent in India. Further, the hospitals and the consultant and 
laboratory services that out general health service will provide will 
also be necessary for the proper functioning of the proposed indus¬ 
trial health organisation. 

This does not mean that a beginning should not be made at once 
with such facilities as may be available. 

13. In our recommendations for the development of the future 
health programme, we have acoepted the present position whereby the 
main health functions for the community are the responsibility of 
Provincial Governments. We, therefore, suggest that the industrial 
health organisation should form an integral part of the Provincial 
Health Department and that it should work in close association with 
the Provincial general health service. We may state here that we 
arrived at this decision independently and before we had the oppor¬ 
tunity of becoming acquainted with the recommendation of the 
Committee of the Royal College of Physicians in this behalf. 

14. The proposed industrial health service will not minister to the 
general medical needs of the industrial population. This function 
will have to be performed by the health service for the community 
as a whole. The latter is as yet in an undeveloped _ stage in the 
country and the implementation of our proposals, which will provide 
a reasonably satisfactory service, can be carried out only through a 
period of years and in stages. The view is held by some of us that 
the need for providing medical relief to the industrial population, on 
a higher scale than is at present available, is urgent. The industrial 
worker is generally a migrant from rural areas and lives and. works 
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in a more congested and unhealthy environment than that to which 
he had been accustomed. He olten lives separately from his family 
and exposed to the temptations that urban conditions provide. 
These tacts, coupled with the share that he contributes to the 
wealth of the nation through the promotion of industrial develop¬ 
ment seem to lend some justification for asking that the State should 
contribute from the public funds towards the provision of special 
facilities for the medical relief of the industrial population, even in 
advance of the development of the general health programme. We 
gave full consideration to this question when we laid down, in the 
chapter dealing with modern trends, certain principles that should 
govern the development of health services. These are (1) that 
public funds should, as far as they are available, be devoted to the 
development of the health service which we have recommended for 
the community as a whole and not to the creation of special facili¬ 
ties for certain specific sections of the population; (2) that the cost 
of the latter services, if they are to be developed, should, until such 
time as they are absorbed in the general health services, be met by 
the communities or groups which will be benefited by such services 
and (3) that the general health service should minister to the needs 
of the people without payment of fees. 

16. These principles should not, however, be held to preclude Gov* 
ernments from applying in advance any portion of the programme 
suggested by us, to certain areas or to particular groups of the popu¬ 
lation, if they consider this essential in the general interest. We 
realise that our programme cannot be carried out on all fronts' slmul- 
taneouBly to exactly the same extent and that, therefore, advanced 
applications of parts of it may be necessitated by special considera¬ 
tions. 

16. One of ub (Mr. N. M. Joshi) desires to supplement the view 
expressed above by suggesting that Governments should not bo pre¬ 
cluded from making financial contributions to any scheme for indus¬ 
trial workers when undertaken by a statutory body. We quote his 
words, “I hold that, in case the Governments, while accepting the 
need for applying in advance any portion of the programme suggested 
by the Committee to any particular group of the population such as 
industrial workers, are not in a position actually to apply it in advance 
to that group, the Governments will not be considered to be precluded 
from making financial contributions to any scheme undertaken by any 
statutory body.” 

17. We have already recommended that the general health service 
for the community should be given to all free of charge. Should the 
proposed industrial health service be offered on the same basis or on 
payment? In reaching a decision on this point it should be remem¬ 
bered that the health protection that will be offered will be largely 
preventive in character, although provision for treatment and re¬ 
habilitation will also be made in order to meet situations in which 
prevention fails. In these circumstances it seems doubtful whether 
the worker can reasonably be charged for such services. It is for 
consideration whether the employer should not be made to contribute 
towards the service. It is undoubtedly in his interests to keep down 
absenteeism through sickness to the lowest possible level and to im¬ 
prove the general health and productive capacity of the workers. 
The demand for a contribution from the employer towards the proposed 
industrial health service does not seem unreasonable. We, therefore, 
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suggest that the employer and government should together be res¬ 
ponsible for meeting the cost of the proposed industrial health service 
and that the worker should be exempt from being made to pay for it. 

18. We understand that the creation of a central health insurance 
fund, which will be raised by contributions from Government, em¬ 
ployers and workers and will be utilised for the benefit of the workers, 
is under contemplation. If the proposed central fund comes into 
existence it should be possible, by grants from it, to promote the de¬ 
velopment of an evgn higher level of general health service for indus¬ 
trial workers than that envisaged under our short term scheme for 
the community. Further grants from this fund, if available, could be 
utilised for establishing an industrial health organisation on the lines 
indicated in this chapter, thus providing the two types of comple¬ 
mentary health services which the worker requires. 

19. It may be asked whether the financing of this service from the 
central fund will not constitute a compulsory contribution from the 
workers towards the industrial health organisation. It will be so 
to a limited extent. We presume that the major proportion of their 
contribution will, however, go back to them as cash benefit during 
periods of sickness. In the early stages of development the financ¬ 
ing of the industrial health service by the central fund appears to us 
to afford a practical method of ensuring that the organisation is 
brought into existence. As a long term measure we envisage that 
the State will bear, in the first instance, the whole cost of the 
scheme and then recover from employers such proportion of it as 
may be laid down by law. 

Certain other Recommendations for Early Action. 

20. While these proposals for an industrial health service will ob¬ 
viously take time to materialise, we desire to put forward certain 
recommendations for early consideration and appropriate action by 
Governments. These recommendations are based on our study of 
the industrial health problem through visits to industrial establish¬ 
ments in different parts of the country and through interviews with 
employers, workers, Government officials concerned with industrial 
welfare and private individuals who are interested in the problem. 

Training in First-aid 

(1) All employers should encourage the organisation of first-aid 
training in their institutions. It is suggested that at least four 
persons out of every 160 workers should be trained in first-aid 
according to the standards laid down by the St. John Ambulance 
Association. 

Creches 

(2) (a) In industrial undertakings employing more than 50 women 
a statutory obligation should be laid upon the employer 

(i) to provide suitable creches for the children of women work¬ 

ers under the supervision of trained family attendants, 
with adequate provision for washing and changing of 
clothes; 

(ii) to supply free milk to the children and 

(iii) to provide facilities for the women workers to feed their 

babies when necessary while on duty. 

(b) In industries employing less than 50 women the obligation to- 
provide creches, where their children can be cared for while their 
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mothers are at work, should be placed upon the local authority which 
ia responsible for the health administration of that area. Such 
creches should be located in central places which are convenient for 
a number of industrial establishments. 

Maternity Benefit* 

(8) Maternity benefits should be granted to women workers in 
accordance with the recommendations of the International Labour 
Convention No. 8 of 1919 which recommends that women should be 
forbidden to work during a period of 6 weeks following their con¬ 
finement, and that before confinement they should have the right to 
leave work and receive maternity benefits on the presentation of a 
medical certificate showing that they are likely to be confined in six 
weeks’ time. During these periods she should be paid her full wages 
because it is just at this time she requires nourishing food and special 
“treatment. The payment of full wages, moreover, is justified in 
India where the prevailing wages of women workers are, generally 
speaking, very low. 

^Employment of Women in Oo&l Mines 

(4) We are unanimously agreed that, from the point of view of 
health, it is undesirable that women should be employed under¬ 
ground in coal mines. 

Honrs of Work 

(5) (a) We are of the opinion that purely from the point of view 
of health of the workers, the maximum hours of work prescribed in 
the Factories and other Acts are too long and should be reduced. In 
view of the climatic conditions of the country, the frequent difficul¬ 
ties of transport to and from the worker’s home, his poor physique 
and nutritional deficiencies, the necessity for a mid-day rest and his 
•general social and economic environment, we recommend that the 
maximum should be reduced to 45 hours a week, i-e. t 8 hours a day for 
5 days, and 5 hours a day for one day, and that the Factories and 
-other Acts be amended accordingly. 

(b) In the case of seasonal factories, which may be obliged to 
work under considerable pressure during only a part of the year, this 
maximum may be increased after taking into account such relevant 
■factors as the extent of hazard to health that the occupation involves 
and the distance that the workers have to walk back to their homes. 

(c) We recommend an interval for the mid-day meal of not less 
than one hour, exclusive of working hours. 

(d) We recommend that the maximum period during which 
workers are continuously on night duty should be limited by statute 
to a fortnight. 

Accidents 

(6) (a) Compensation in respect of accidents should be payable to 
■all notifiable accident cases from the first day of disablement and the 
■seven days’ waiting period should be abolished. 

(b) We were struck by the fact there were no centres in industrial 
•areas for the purpose of rehabilitating and retraining workers, who are 
-unable to take up their original employment as the result of accidents. 
Provision should be made for the proper treatment and rehabilitation 
■of injured persons so that they may recover and get back to work 
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as early as possible. There should also be provision for the supply 
of artificial limbs and eyes. 

Adequate facilities for the treatment and rehabilitation of 
workers will become available only when the proposed industrial 
health service becomes established in addition to the general health 
service recommended by us, and we therefore stress the need for 
organising both these services in the larger industrial centres with 
the least possible delay. 

(c) Another point to which we would draw attention is the un¬ 
satisfactory state of registers of sickness and injury among em¬ 
ployees, particularly in the smaller industrial establishments. We 
recommend that proper registers of sickness and injury should be 
maintained in every industrial establishment iu accordance with the 
standards prescribed by Provincial Governments. 

Occupational Diseases 

(7) (a) There should be an enquiry by the Government of India aa 
early as possible into the prevalence of occupational diseases in the 
country. As there are so few medical officers trained and experienc¬ 
ed in this subject, we recommend that a number of them'be sent 
abroad for further study in industrial hygiene and occupational 
diseases. 

(b) On the completion of the enquiry referred to above an exhaus¬ 
tive list of occupational diseases in India should be prepared and all 
such diseases should be mado notifiable by Statute. 

(c) Departments of Industrial Medicine, the functions of which 
will include, among others, the study of occupational disease and 
industrial research, should be established in teaching medical insti¬ 
tutions and we suggest thal a start should be made at the All-India 
Institute of Hygiene and Public Health. 

Women Doctors 

(8) An adequate number of women doctors should be employed 
in the proposed industrial health service. 

Bousing 

(9) (a) We have expressed in another chapter our opinion that the 
housing of the industrial population is primarily the responsibility of 
the Governments concerned. We have also made recommendations 
relating to the preparation of housing schemes for the population 
generally, including the industrial population, by Governments, local 
authorities and private enterprise. In this chapter we content our¬ 
selves with recommending the following minimum standards for work¬ 
ing class housing, which Governments should prescribe and strictly 
enforce. We regard these standards to be the minimum required for 
the health of the industrial worker and his family:— 

(i) For a single man: a room 10 ft. x 12 ft. x 10 ft. and a verandah 
8 ft. x8 ft.'x 10 ft. For a group of such quarters there should be pro¬ 
vided community kitchens, latrines and bathing places in accordance 
with the standards to be prescribed by the Provincial Government. 
Where common kitchens are not provided, provision should be made for 
choolas on the verandahs with suitable chimneys for the outlet of 
smoke. Where latrines and bathing places for common use are 
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erected, they should be at a reasonable distance from the quarters, 
and, if possible, connected by a covered way for protection during badr 
weather. 

(ii) Eor a family: for a married couple, two rooms 10 ft. x 12 ft- 
x 10 ft. with a verandah, kitchen, bathroom and latrine. For a 
family including grown up children the accommodation should be in¬ 
creased by at least one extra room of similar size. 

(b) In regard to sanitary conveniences, we suggest that, as far 
as possible, septic tank and soil distribution systems should be intro¬ 
duced so that the handling of nightsoil may be avoided. 

food of the Workers 

(10) (1) Nutrition. —(a) In our opinion no effective improvement 
in nutrition is possible unless purchasing power is increased. How 
this should be done is a question which does not properly come 
within our terms of reference but we consider it our duty to draw 
attention to this important matter. 

(b) We recommend that systematic nutrition surveys should 
be undertaken by Provincial Governments in various industrial 
centres for the purpose of estimating existing levels of nutrition 
among the industrial classes. We have recommended, in Chapter 
V, that each Provincial Government should maintain a nutrition, 
organisation as part of its Health Department. It should be one of 
the duties of this organisation to carry out the surveys suggested 
above, to formulate balanced diets to meet the energy and other 
requirements of different types of workers and to assist in the carrying 
out of educative work in nutrition among employers and employees. 

(o) It should be compulsory, in the first instance, for industrial 
establishments employing a certain minimum number of workers to- 
maintain canteens. These canteens should provide for workers 
suitable balanced diets at reasonable cost. 

We recognise that the daily energy requirements of individual 
workers will vary with the amount of physical effort that they may 
be called upon to put forth. We recommend, however, that, when 
providing for balanced diets to workers, 3,000 calories daily may be 
adopted as the energy requirement of the average manual worker 
engaged in industry. 

(d) Employers should encourage workers to observe regular meal 
hours, Buies regarding night shifts should be so framed as to' 
allow workers to get adequate time for proper meals. 

(e) Municipal bye-laws regarding the protection of food require 
strengthening and stricter enforcement. In order to Becure 
adequate supervision there should be a sufficient staff of well-trained 
and well-paid sanitary inspectors under the control of the health 
authorities, who should have free access to the premises of any 
industrial establishment for ensuring cleanliness in the preparation 
and distribution of food. 

(f) Every canteen, food shop, tea shop and kitchen in an industrial 
establishment should be protected against flies etc., by the provision 
of flyproof doors and windows. 

(2) Adulteration .—There should be more stringent supervision over 
food supplies inside the factory areas by municipal authorities. We 
have recommended in chapter XXIH detailed measures, legislative 
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administrative, for dealing with the problem of adulteration in res¬ 
pect of food for the general community, including industrial workers. 

(b) LLawkecs .—As far as possible hawkers should not be permitted 
within factory premises but, where canteens have not been provided, 
hawkers, when permitted inside a factory, should be licensed by the 
public health authority and the food offered for sale by them should 
be subject to examination and inspection by that authority, 

f4j Milk .—In view of the importance of milk in. the diet of the 
people we have recommended in the chapter on nutrition that special 
measures should be taken by Governments and local bodies, to ensure 
an adequate supply of this article of food to the community at 
prices within their reach. These measures will benefit industrial 
workers also. In addition wo recommend that local authorities 
should, with the co-operation of employers and employee*, 
promote the development of co-operative dairy farmB or arrange for the 
supply of milk in other ways in order to improve the standard of milk 
consumption by workers. 

The Zoning and Location of Industry 

(11) (a) Town and Rural Planning Acts should be passed by Pro* 
vineial Legislatures setting up in each province a separate Ministry 
of Housing and Town and Rural Planning, with wide powers to deal 
with the housing of the industrial population and with the zoning and 
location of industry. 

(b) Before the establishment of any new industry or factory is 
agreed to by the Provincial Government, the Minister should satisfy 
himself that, in the lay-out, adequate provision is made for the hous¬ 
ing of workers, for their transport to and from the factory and for 
adequate environmental amenities. 

(c) We wish strongly to reiterate the recommendation of the Royal 
Commission on Labour that Provincial Governments should take 
steps to prevent industries being established in places where there 
will not he sufficient room for adequate housing or other necessities 
such as water supply, electric power, etc. This should be the func¬ 
tion of the Ministry of Housing and Town and Rural Planning if 
established, and, under the appropriate legislation, rules should be 
framed to regulate the growth of industries from this point of view. 

(d) We commend for serious consideration the suggestion that, 
where possible, having regard of course to the relevant economic 
factors, new industries should be dispersed in rural areas so that the 
local inhabitants may derive the fullest benefit from industries being 
brought within their immediate circle. The present system of estab¬ 
lishing factories near or in big towns, where the workers are forced to 
five in crowded tenements and under artificial and insanitary condi¬ 
tions as parts of a huge machine, is harmful alike to the town dwellers 
and the workers themselves. The health problem of workers in such 
industries would be greatly simplified if industrial establishments 
could be located in rural surroundings. 

Drink and Drug Habits 

(12) (a) There should be stricter control over the licensing and 
location of liquor shops in industrial areas, the hours of opening, and 
closing, the quality of drinks sold and, in particular, the standard 
of oleanliness maintained in these shops. 
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(b) The aim should be to make places, where alooholic beverage.: 
are permitted to be sold, decent establishments where a high standard 
of cleanliness is maintained and suitable refreshments are provided, 
so that a man can take his family and order food along with drinks. 
The experience in the West is that, under Buch conditions, the 
excessive consumption of alcohol is generally checkod. 

(c) The hours of sale of alcoholic drinks should be reduced. 

(d) There should be strict control over the sale of opium, ‘ganja’, 
charas’ and ‘bhang’, in order to reduce their consumption by the 
industrial population as much as possible. 

(e) The majority of us feel that the opening of new liquoi shops in 
industrial areas should not be permitted. The others, while consider¬ 
ing this to be too drastic a step, support the strictest possible restriction 
in the opening of new shops in such areas. 

(f) In order to promote the consumption of non-alcoholic bever¬ 
ages we suggest that local authorities should afford all facilities for 
the opening of milk bars, tea and coffee shops in industrial areas. 

Transport 

(13) In view of the utmost importance of the provision 
of cheap transport facilities for workers to and from their homeB, we 
recommend that Provincial Governments and local bodies, with the 
co-oporation of private enterprise, employers and co-operative 
organisations should take immediate steps to ensure the provision of 
such facilities. 

Industrial Hygiene and Conveniences for Workers 

(14) All rules regarding industrial hygiene within factories, 
mines and other industrial establishments, such as those pertaining 
to ventilation, control of humidity, cooling, smoke nuisunce, dust, 
water supply, provision of urinals and latrines, bathing arrangements, 
drainage, disposal of sewage and mosquito control should be re¬ 
examined and brought up-to-date by the Governments concerned. 
Steps should be taken to ensure their stricter enforcement. 

The following suggestions are offered in respect of certain specific 
matters: 

(i) Control of humidity and temperature. —The rules relating to 
the control of humidity and temperature in factories should be re 
examined in consultation with the Provincial Health Department and 
steps should be taken to ensure that they are more rigidly followed. 

(ii) Air-conditioning. —Under certain climatic conditions air- 
conditioning of industrial establishments is calculated to improve the 
health conditions and to promote a larger out-turn of workWe 
therefore recommend that, wherever possible, employers should be 
encouraged to instal air-conditioning plants. 

(iii) Protection against the inhalation of gas, dust or other 
impurities. —Under section 14 of the Factories Act provision exists 
for requiring that, in any factory in which gas, dust or other impurity 
is generated, adequate measures shall be taken to prevent injury to 
the health of the workers. The same section also empowers Provin¬ 
cial Governments to make rules in this behalf. Where such rules have 
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not yet been issued, we recommend that Provincial Governments 
should .frame and enforce them without delay. Existing provision 
relating to such measures should be more strictly onforced. Whether 
the iactory be large or small, the provision and maintenance ot 
mechanical or other devices for preventing the generation or inhala¬ 
tion of gas, dust or other impurities injurious to the health of workers 
are essential. In any event, in the smaller factories, masks should 
be provided for workers and they should be made to understand the 
evil effects of inhaling gas, dust or other impurities. Instructions in 
the use of such devices should be given. 

(iv) Smoke nuisance. —In some Provinces, there is at present 
legislation relating to smoke nuisance, but its enforcement is not 
often effective. We recommend that the Government of India should 
institute an investigation into the dangers of smoke nuisance in 
industrial and other areas and that swift action should be taken on 
the recommendations arising out of such an investigation. 

(v) Washing facilities. —There should be provision, in every 
industrial establishment, of washing facilities for all workers and, in 
the case of workers handling or coming into contact with obnoxious 
substances, there should be a free supply of soap or some other 
cleansing material. 

(vi) Drinking water. —It should bo made obligatory on employers 
to supply, free of charge, an adequate supply of cool drinking water in 
accordance with the rules framed and standards laid down by 
Provincial Governments. 

(vii) Bathing arrangements.— Employers should provide, in the 
premises of industrial concerns, an adequate number of taps or 
showers for bathing after the operatives have finished their day’s work. 
In certain cases it may be necessary to provide washing facilities and 
clean overalls before an operative begins his work, for instance, in 
establishments dealing with the preparation of food. 

(viii) Urinals and ‘latrines. —The number of urinals and latrines 
provided in industrial establishments, including plantations, should 
be in accordance with standards laid down either by statute or by 
health authorities. In places where municipal administration or a 
water borne system does not exist, employers should be made to 
adopt such methods of disposal of nightsoil as are recommended by 
the local health authorities with a view to ensure that its unsatis¬ 
factory disposal does not create a danger to the health of the com¬ 
munity. We should again draw attention to our remarks in this 
connection under sub-paragraph (b) of para. 9 of our recommendations 
dealing with housing. 

(ix) Cloak room. —We consider it desirable that, in every indus¬ 
trial establishment, employers should provide a place where workers 
should be able to keep their clean clothes in safe custody, before they 
enter the works premises in their working clothes. 

(x) Special clothing. —Special clothing in all cases where the 
worker has to come in contact with obnoxious or injurious substances 
or substances likely to soil the clothing should be provided by the 
employers free of cost. 

(xi) Protective equipment. —Gloves, goggles and such other pro¬ 
tective equipment as may be necessary according to the industry 
in which the workers are employed should be provided by the em¬ 
ployers free of cost and their use by the workers enforced. 
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(xii) Seats should be provided, wherever practicable, for workers 
at their work. 

Best Shelters 

(16) It should be made obligatory for every industrial 
establishment employing 100 persons to provide rest shelters and 
dining halls of approved types. Suitable furniture should also be 
provided in these shelters and dining halls. The standards for these, 
including furniture, should be laid down by rules framed by Provin¬ 
cial Governments. There should be separate provision for men and 
women. The walls and roofs of the rest shelters and dining halls 
should be made of non-conductive material, which would give 
adequate protection againBt heat, cold and rain. 

Certification of Adolescent Workers 

(16) The requirements of the existing legislation regarding the 
employing of adolescents should be so modified as to qualify general 
practitioners approved by Provincial Governments to function as 
certifying surgeons. They will certify as to the general fitness of the 
adolescent for industrial employment. 

When the industrial health service which we have recommended 
develops, it should be possible to provide for tbe examination of all 
workers with a view to placing them in departments in which they 
are best fitted to work. 

pre-employment Medical Examination ol Adult Employees 

(17) As soon as the proposed occupational health service becomes 
fully developed all industrial establishments should institute a system 
of pre-employment medical examination of adult employees, including 
the clerical office staff. The examination should be of a thorough 
nature and the object to be aimed at should be to follow up the initial 
test by periodical examinations, at least onoe in three years. These 
examinations should be followed, where indicated, by suitable treat¬ 
ment and advice regarding the rectification of unhealthy modes of 
life. 

Employment of Children in Industrial Establishments, Plantations 

etc. 

(18) (a) The minimum age for employment in industrial estab¬ 
lishments, docks etc., should be raised to 15 and persons between'15 
and 17 should be eligible for employment as adolescents on the 
certificate of the certifying surgeon. 

(b) The minimum age for the employment of children on planta¬ 
tions and public works should be 13. 

(c) In course of time when the compulsory school leaving age is 
raised and adequate educational facilities become available, employ¬ 
ment of children under 15 should be abolished for all types of indus¬ 
trial establishments and occupations. 

Inspectorates of Industrial Establishments 

(19) (a) The provincial factory inspectorates require strengthening 
and their status enhancing. The inspectorate should be sufficiently 
numerous to enable each industrial establishment in the Provinces to 
be inspected at least twice a year. 
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(b) The inspectorate should be divided into the following three 
divisions, each being staffed with persons possessing special technical 
qualifications:— 

(i) engineering, with special knowledge of safety laws; 

.(ii) public health and 

(iii) social service or labour welfare work. 

(c) The post of Chief Inspector is of sufficient importance and 
responsibility to attract men of high qualifications. He should be 
assisted by Eegional Directors' The minimum general education for 
an inspector should be the intermediate in science of an Indian Uni¬ 
versity or its equivalent. He should also possess some technical 
knowledge of factory practice and legislation and should undergo a 
abort course in public health. 

(d) The number of women factory inspectors should be substan¬ 
tially increased. 

Unregulated factories and Workshops 

(20) The need for regulating the conditions of employment in a 
number of establishments or trades to which the Factories Act does 
not apply or has not been applied, even when legal provision exists 
for such enforcement, is urgent. In our review of unregulated places 
of work earlier in this report, we have drawn attention to specific 
instances, which came to our notice during our tours, of establish¬ 
ments and trades in which the working conditions provided for the 
employees are, from the point of view of their health, of an extremely 
unsatisfactory nature. They include, among others, tanneries, bidi 
factories, the glass bangle industry and the building trade. Measures 
taken to regulate them should include the issue of a licence by a 
competent authority before the industry or trade can be started, the 
licence laying down specific conditions regarding the nature of the 
premises, ventilation, lighting, washing facilities, sanitary conveni¬ 
ences, hours of work and other matters which are necessary for ensu¬ 
ring comfort and protection against danger to health to all those who 
are employed. 

There are obvious difficulties in the way of exercising efficient con¬ 
trol over such establishments. Some are due to the fact that they 
are located in rural areas where supervision and control are not easy, 
and some to the fact that they are small, employ but few workers and 
are situated in congested areas from which they cannot readily be 
transferred. Many of these industries have existed for many years 
and fulfil a useful place in the economy of the country. Their workers 
have family traditions behind them and appear to be content with 
the conditions of their employment. The inspection of all these 
establishments will not be an easy matter for provincial governments, 
particularly as it should be so exercised as not to inflict undue 
harassment or hardship. At the same time we must point out that 
the working conditions in these establishments require radical 
improvement from the point of view of the health of the worker and 
of the locality, and that stricter inspection and control are essential. 

We have already recommended that the occupational health 
service suggested in this chapter should, when fully developed, bring 
within its scope all forms of employment outside the home. When 
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this stage is reached all the occupations discussed in the preceding 
paragraph will have been brought under adequate control from the 
point of view of safeguarding the health of the workers. We would 
urge that a beginning should now be made to regulate and control 
the working conditions in the types of establishments described above. 
As has already been pointed out, it will be necessary to prescribe a 
minimum number of employees to bring such establishments within 
the law. This number will, no doubt, have to be determined by 
various considerations depending on local conditions and we must 
therefore leave the decision, in each case, to individual Provincial 
Governments. But we cannot urge too strongly the need for early 
investigation and appropriate action to bring such establishments 
under effective supervision. 




CHAPTER XI 

HEALTH SERVICES TOR CERTAIN IMPORTANT DISEASES 

1. In this chapter we shall deal with the special measures we 
consider necessary in respect of the following diseases: — 


Guinea-worm. 

Cancer. 

Mental diseases and mental 
deficiency. 

Diseases of the eye and 
blindness. 


1. 

Malaria. 

7. 

2. 

Tuberculosis. 

8. 

3. 

Smallpox. 

9. 

4. 

Cholera. 

10. 

5. 

Plague. 

11. 

6. 

Leprosy. 

12. 



13. 


The majority or these diseases are communicable and we shall 
begin with a brief review of the existing provision, legal and admi¬ 
nistrative, for dealing with such diseases. 

A Brief Review of the Existing Provision,.legal and administrative, 
for dealing with Communicable Diseases 

2. Introduction .—Herbert Spencer said long ago that perfect) 
correspondence with environment would be perfect life. A 
healthy life depends on man's continuous adjustment to his 
environment. The vicissitudes of climate, his house, his workshop, 
the food he eats, the social life around him—all these form part of 
the environment which continually reacts on him and they deter¬ 
mine, each in its own measure, his state of health or disease. This 
environment includes the many forms of life, animal and vegetable, 
that exist on the earth and, from time immemorial man and other 
living beings have been in conflict with one another in a continuous 
struggle for existence. From the point of view of undermining the 
state of his physical health and well-being a whole host of parasitic 
ciganisms, which gain entry into his body in various ways, have 
played an important role through the ages. While all forms of 
disease can be defined as departures from the harmonious function¬ 
ing of the body owing to man’s failure to adjust himself to the 
environment, the large group of illnesses resulting from parasitic 
invasion must be looked upon as a struggle for existence betwoen 
man and the parasites which gain entry 'into his body. He fights 
the invader with all the powers with which he is endowed and, if he 
succeeds, he recovers from the disease and, in many forms of ill¬ 
ness, the protective forces he has developed during the struggle 
continue to afford him sufficient strength to ward off an attack by 
the same organism for a long time afterwards. In other cases, the 
immunity conferred on him is of a transient nature. On the other 
hand, if the organism is able to overcome the resistance of the- 
patient, the disease takes a grave turn and the man eventually dies. 
There is yet another outcome of the struggle on certain occasions. 
The man and the parasite establish a form of armed neutrality 
between themselves. The man outwardly re-establishes his health, 
but the parasite has not been completely destroyed, as it has secured 
for itself a foothold somewhere in the man’s body and continues to 
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live there. Thus is produced the carrier state as in the case of a 
small percentage of typhoid patients. When favourable conditions 
prevail the organism multiplies quickly and is excreted in the urine 
or faeces of the patient who, apart from the ill-effects on himself, 
thus becomes a potential source of infection to his fellowman. 

MEASURES FOR CONTROLLING COMMUNICABLE DISEASES 

3. From this brief description of the genesis of disease it will be 
seen that the measures required for combating it fall into two broad 
groups, namely, (1) those which are concerned with an improve¬ 
ment of the environment in a wide sense of the term and (2) those 
which are specific for individual diseases. The former group includes 
the elimination of such factors promoting the spread of disease as 
the unhygienic home and its surroundings, overcrowding and un¬ 
wholesome food and drink. As regards food, qualitative and quanti¬ 
tative deficiency can both be responsible, for ill-health, as apart from 
specific types of infection which may be conveyed through its inges¬ 
tion. The second group of measures consists of those which are 
necessary for promoting the development of special protection in 
the individual against particular diseases and for blocking the 
channels through which infection spreads, including unhygienio 
habits such as spitting. Control of the spread of infection is usually 
effected by such steps as the isolation and treatment of patients, 
who, in the majority of cases, become non-infective when cured, the 
enforcement of suitable measures against carriers, disinfection of in¬ 
fective material and the employment of adequate measures to elimi¬ 
nate, as far as possible, the vectors responsible for the transmission 
of individual diseases. 

4. Broadly speaking, the law relating to the control of epidemic 
diseases is contained mainly in the different local Self-government 
Acts applicable to municipal and non-municipal areas in the pro¬ 
vinces and in an all-India enactment, the Epidemic Diseases Act, 
1897. The latter gives emergency powers to the different Govern¬ 
ments, Central and Provincial, in their respective areas of adminis¬ 
tration, to promulgate temporary regulations to deal with 
an outbreak or a threatened outbreak of infectious disease. The 
Epidemic Diseases Act is meant to provide additional powers to 
health authorities over and above those which they possess under 
other legislative measures- Emergency regulations under the Epide¬ 
mic Diseases Act have been generally issued by Provincial Govern¬ 
ments during widespread outbreaks of epidemics or in connection 
with festivals which at'traot large numbers of pilgrims and 
are, therefore, associated with the threat of outbreak of these 
diseases. 

5. The general administrative procedure in dealing with the 
control of infectious disease is briefly discussed below. As has already 
been pointed out, the matters discussed in the succeeding paragraphs 
may have been dealt with elsewhere in the report but, for the sake 
•of convenience, they are again referred to here. 

Notification 

6. The three epidemic diseases of cholera, small-pox and plague 
are notifiable throughout the country. The people are generally 
familiar with the manifestations of these diseases and, though no 
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completeness of notification can be claimed, it is safe to assume 
that the numbers recorded from year to year give a fairly correct 
picture of the extent and intensity of their prevalence. As 
regards the other diseases a varying number of these is compulsorily 
notifiable in different provinces. The numbers recorded can, how¬ 
ever, be hardly considered as being indicative of the true extent of 
-.their prevalence. The number of diseases notifiable in municipali¬ 
ties is greater than in rural areas. In the former the Municipal Acts 
generally make the householder responsible for reporting cases of 
notifiable diseases to the health authority. Medical practitioners, 
including Vaids and Hakims, are required to notify such cases bb come 
to their knowledge during the discharge of their professional duties. 
In rural areas such provisions do not exist, the village officials being 
responsible for the reporting of cases of infectious diseaee. 

7. The procedure for the transmission of information varies in the 
different provinces. Tor instance, in Bihar, when an epidemic breaks 
out, the village watchman ( ohowkidar ) reports the matter to the 
officer in charge of the nearest police station, who in his turn reports 
to the Civil Surgeon, the Health Officer, the District Board Chairman 
and to the nearest dispensary doctor and Health Inspector. The 
Director of Public Health and the Assistant Director of Public Health 
receive the information from the Civil Surgeon. In this province, the 
village chowkidar attends the police station once a week. Therefore, 
the delay that takes place in the transmission of information regard¬ 
ing am outbreak of cholera, for instance, from the affected village to 
the nearest health inspector and dispensary doctor may extend per¬ 
haps to eight or nine days. On the other hand, in Madras 
■the village headman, who is responsible for reporting epidemic 
diseases, sends simultaneously two copies of his report to the 
Tahsildtrr and to the Health inspector of the area in order to enable 
the latter to start preventive measures as soon as possible. The 
Tahsildar sends daily a report to the Director of Public Health, the 
District Health Officer and certain other specified officers in the 
district. It will thus be seen that the period elapsing between the 
outbreak of an infectious disease and its notification to a responsible 
public health official varies among the, provinces. 

Preventive Measures 

8. (a) Health staff .—During the past quarter of a century rural and 
urban public health staffs have been appointed, in varying strengths, 
m the different provinces and the organisation of campaigns against 
the common infectious diseases has been one of the most important 
of their tasks. There has, however, been no striking change in the 
prevalence of these diseases. The reason is not far to seek. Even 
in those provinces in which the public health organisation has been 
best developed, e.g., the provinces of Madras and the .United Pro¬ 
vinces, the strength of the staff available is quit 3 inadequate for the 
large territories and populations entrusted to them. In the Province 
of Madras, for a district with an average area of 5,256 square miles 
and an average population of over two millions, the staff consists of 
one District Health Officer and, in addition, of one Assistant District 
Health Officer in most districts, with a Health Inspector in each 
taluk. The average area and population of a taluk are 540 square 
miles and 209,289 (1941 census) respectively. When it is remembered 
that the Health Inspector is required to perform a variety of health 
functions in the area, the inadequacy of the skeleton staff provided 
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even in a province where the best developed organisation exists, 
becomes apparent. 

(b) Inadequacy of existing legal and administrative provision for 
dealing with large scale epidemics. —Public health administration ia 
a function of local bodies, urban and rural. Statutorily, each is in* 
dependent of the others and, for financial and various other reasons, 
the level of administration, including the carrrving out of health 
functions, of local authorities is definitely low. Another noticeable 
fact is the general absence of legal sanction to enforce certain 
standards of performance by these authorities and to co-ordinate 
their efforts, which is of particular importance in the field of infec¬ 
tious disease control. The province of Madras is an exception. We 
have indicated in Chapter XVII that, in this province, the local 
health officers possess adequate powers to act promptly cither in the 
presence of anv notifiable disease or in anticipation of an outbreak 
of it, that the Director of Public Health has also beer, given sufficient 
powers to enable him to compel an unwilling local body to carry out 
such measures as he may deem necessary to meet the situation as 
well as to concentrate, in the area concerned, public health stall 
belonging both to the provincial service and to the services of other 
local bodies. 

'(c) Protective vaccination against the common infectious diseases. 
—Vaccination against smallpox has been practised in the country for 
over a hundred years and, although some reduction has been made 
in the incidence of the disease, its prevalence continues 
to be high, Many factors are responsible for this result 
and the question of smallpox vaccination will be discussed in greater 
detail in the section dealing with this disease. 

Among other forms of vaccination, anti-cholera inoculation is the 
one protective measure which has been used extensively in the 
country. It has steadily gained in popularity during the past ten or 
fifteen years and is now generally accepted by the people without! 
opposition. This subject will be discussed in greater detail in the- 
section dealing with cholera. 

(d) Segregation of patients. —The conditions existing in the vast 
majority of Indian homes, either in urban or in rural areas, are parti¬ 
cularly favourable to the spread of infection and the need for the- 
provision of facilities for segregation elsewhere, is therefore, great. 
It must, however, be remembered that, during times of epidemics, 
the number of patients requiring isolation, in respect of such diseases 
as cholera and smallpox, is considerable and well beyond the capacity 
of the local authorities concerned. In regard to tuberculosis and 
leprosy, the prolonged period of isolation that is required and the 
possibility of a relapse into the infective stage when the patient 
returns to active life necessitate, for the control of these diseases, 
much more elaborate measures than those required for the common 
epidemic diseases. In these circumstances, the practice of isolation 
in respect of any of these diseases is, broadly speaking, hardly pre¬ 
valent in the country as a whole. Another disquieting feature of the 
situation is that, in the cities and larger towns, where infectious 
diseases hospitals are maintained, their condition from the point of 
view of buildings, staff and equipment is, generally speaking, very 
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■unsatisfactory. During our tours in the provinces, the following 
infectious diseases hospitals were visited:— 

Madras — 

1. Infectious diseases hospital, Tondiarpet, Madras City. 

2. Infectious diseases hospital, Ootacamiund. 

3. Infectious diseases hospital, Coimbatore. 

•United Provinces — 

4. Infectious diseases hospital, Allahabad. 

5. Infectious diseases hospital, Lucknow. 

6. Infectious diseases hospital, Agra. 

Bengal— 

7. Infectious diseases section of the Campbell Hospital, Calcutta. 
Sind — 

8. Infeotious diseases hospital, Karachi. 

Bihar — 

9. Infectious diseases hospital, Gaya. 

10. Infectious diseases ward in the General Hospital, Patna., 
Orissa — 

11- Cholera Hospital, Puri. 

The working of most of these hospitals is quite unsatisfactory. 
The buildings are not suitable, the staff is inadequate and the equip- 
ment is poor. Laboratory facilities are generally insufficient. Ip 
some cases, e.g., the United Provinces, the medical officer in charge 
is required to perform other duties as well, such as analysis of the 
local water-supply and anti-rabic treatment. 

Rectification oi the above-mentioned defects 

9. The areas in which our scheme will operate. —We recognise that 
there can be no easy or rapid process of remedying effectively the 
defects outlined above. Our proposals for a comprehensive health 
service offering preventive and curative medical care to all, irres¬ 
pective of their ability to pay for the service, constitute in our view 
the only solution to the problem. Even before such a service be¬ 
comes established, our short-term proposals will help to start a pro¬ 
mising attack on the control of the common epidemic and endemic 
diseases. If our recommendations in the chapter on vital statistics are 
carried out, a reasonable approach to completeness of registration 
is likely to be secured ae well as a speeding up of the reporting of 
outbreaks of epidemics to the health authority. The primary unit 
staff, although small, should be able to carry out intensively such 
preventive measures as the sterilisation of water supplies and pro 
tective vaccination of the people against the disease concerned. 
Our proposals for protected water supply and for the satisfactory 
disposal of nightsoil in the areas under our scheme will help to 
decrease considerably the incidence of bowel diseases. An im¬ 
provement of the environment, which is of great importance in the 
control of malaria’, will be effected, it is believed, to a steadily grow¬ 
ing extent through the voluntary effort that is expected to be stimu¬ 
lated in the. villages by the proposed health committees. At the 
same time, the small trained group of 15 inferior servants in each 
primary unit will help to demonstrate to the villagers effective 
methods of carrying cut minor antimalaria works, including the 
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spray killing of mosquitoes. It is in regard to the isolation oL 
patients, where necessary, that the earlier stages oi tne programme 
will make the least provision- Any approach towards adequacy in 
this direction can be reached only with a large development oi 
hospital accommodation. Even during the short-term programme a 
provision of 20 and 50 beds respectively bars been suggested for the 
common infectious diseases in the secondary health centre hospitals 
of 200 and 500 beds recommended by us, while in respect of tuber¬ 
culosis and leprosy, our proposals provide for an appreciable increase 
in existing hospital accommodation. It iB in the countryside that 
facilities for isolation will be definitely slow. The small 30-bed 
hospitals, serving four primary units or a population of about 160,000, 
are likely to find themselves fully occupied with the treatment of 
general medical, surgical, obstetrical and gynaecological patients 
largely to the exclusion of those who suffer from such diseases as 
cholera, smallpox and plague. It is, however, to be hoped that the 
vigorous pursuit of the requisite preventive measures will reduce 
the actual incidence of these diseases to a considerable extent. The 
provision for isolation will become adequate only when the stage of 
the long-term programme, with its greatly expanded hospital 
service, is completed. We believe that even then home isolation 
will have to be practised to a large extent for a variety of ineffective 
conditions. We have recommended in the chapter on housing that 
the lowest type of house permitted to be built under the measures 
taken to control housing should have at least two living roomB in order 
to ensure the facilities necesary for isolating patients. 

10. The areas outside our scheme.—It is not easy to put up any 
reasonably satisfactory proposals in regard to these areas. All the 
trained personnel that will become available through the implemen¬ 
tation of our programme of professional education will, it is believed, 
be taken up during the first ten years and some yeara later. 

11. The specific measures that are necessary for the control of 
these diseases may be considered separately. As regards notification, 
our proposals for the creation of a vital statistics organisation in the 
areas outside our scheme should help to secure a nearer approach to 
completeness of registration and avoidance of delay. Turning next 
to measures, curative and preventive, for dealing with outbreaks of 
such diseases we suggest that, as far as funds and trained personnel 
permit, provision should be made for the maintenance of two or 
three epidemic squads at the headquarters of each district in order 
that they may be rushed, without delay, to deal with such outbreaks. 
These squads would include medical men and staff to deal with the 
sterilisation of water supplies, disinfection of infective material and 
other preventive work. They should be provided with motor vans 
fitted up as travelling dispensaries with all appliances and other 
medical requirements for remedial and preventive work. These unite 
can also play an important part in safeguarding the health of large 
aggregations of population on such occasions as festivals or fairs. I» 
normal times they can be used to provide an itinerant medical service 
to areas which may be insufficiently served. 

12. The widespread epidemics of such diseases as cholera and 
malaria which sometimes occur in various parts of the country can, 
however, hardly he controlled by the organisations outlined above. 
In our view, the Army with its well-manned and equipped health 
services should be utilised, where possible, to meet such emergencies. 
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Their usefulness during the Bengal famine and the wave of epidemics 
that followed it has been amply demonstrated. As far as we can see, 
there seems to be ho reason for neglecting to use a part of the Army 
and its medical establishment, during times of widespread epidemics, 
to supplement the work of the civil organisation, particularly in areas 
where the latter is weak and unable to cope with the situation. 
Some of these major epidemics may constitute disasters of as great 
a magnitude as any war from the point of view of human suffering 
and mortality, and it would be unwise for the nation not to avail it¬ 
self of all the means at its disposal for dealing successfully with such 
emergencies. The safety of the people should be our supreme consi¬ 
deration and no resources, Central or Provincial, should be left un¬ 
used to ensure their protection and welfare. 

13. We shall now put forward our recommendations for each of 
the diseases listed at the beginning of this chapter. In dealing 
with them the statistics that have been included relate generally 
to the period ending with 1941. The entry of Japan into the war in 
December of that year marked the stage at which conditions arising 
out of the war began to have marked adverse effect on India. In 
attempting to present a picture of the normal state of the public 
health in this country, against which our recommendations for health 
developments should be viewed, we have therefore considered it 
desirable to limit ourselves to the period ending with 1941. 

1. MALARIA 

Introduction 

1. Malaria is by far the most important disease in India from the 
point of view of sickness and mortality. Lieut.-Colonel J. A. 
Sinton, a malariologist of international reputation and a former 
Director of the Malaria Institute of India, has estimated that at 
least 100 million persons suffer from the disease every year in British 
India, that because of its effect in lowering the vitality of its victims 
it is also responsible for morbidity from other causes in an additional 
25 to 75 million persons annually and that, directly and indirectly, 
it is responsible for at least two million deaths each year;. 

2. It is impossible to make any complete or accurate evaluation 
of all the losses for which malaria is responsible. For instance, it is 
difficult to assess the financial loss that the country suffers as the 
result of decreased productivity through the incidence of the disease. 
Col. Sinton has, however, estimated that, on an- admittedly incom¬ 
plete but conservative basis, the annual loss to the country, measur¬ 
ed in terms of money, may be anywhere between Bs. 147 crores and 
187 crores per year- If all the relevant factors could be taken into 
consideration, the loss is likely to be two or three times this estimate. 

8. A tragic feature of the situation is that much of the malaria pre¬ 
valent in the populated areas of the country is man-made. In many 
cases roads and railways have a sinister account to their credit. 
Their embankments often cause such interference with 
natural drainage as to create conditions favourable to the breeding of 
the malaria-carrying types of mosquitoes, while burrow-pits which 
follow the line of our roads and railways help to provide additional 
breeding grounds. Bengal is generally cited as an outstanding 
example of man’s thoughtless interference with natural drainage re¬ 
sulting in the steady rise in the incidence of malaria over the greater 
part of that province. The failure of irrigation engineers to provider 
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for adequate drainage when water is brought into previously dry 
areas has been another fruitful cause of the spread of the disease. 
Recent examples of this are to be found in certain areas in Sind, the 
Province of Madras and Mysore. The first question with 
which we are faced is whether the great drain on the national health 
and prosperity caused by malaria is unavoidable. After the dis¬ 
covery by Sir lion aid Boss, towards the close of the last century, 
that certain types of mosquitoes are the transmitters of malaria, it 
has been demonstrated in limited areas in different parts of the world 
that the strict enforcement of anti-mosquito measures can effectively 
control the incidence of the disease. In the Panama Canal Zone, the 
first attempt to construct the Canal was frustrated by the ravages 
among the workmen of two mosquito-borne diseases, yellow fever 
and malaria. When, however, radical anti-mosquito measures were 
enforced in this area, these diseases were brought under complete 
control. The introduction of effective antimalaria measures at 
Ismailia in the Suez Canal area and in Algeria was attended by 
equally convincing results. In this country the Raipur-Vizagapatam 
section of the B. N_ Railway could not have been constructed, had 
not malaria among the labour force been kept under control by an 
expert malariologist, while the Mettur dam and the Sarda Canal 
afford other instances where large irrigation projects were success¬ 
fully completed with the help of malaria control measures. 

In recent years evqji more effective preventive measures against 
malaria have become available, including potent chemicals for the 
destruction of the mosquito and drugs for protecting man against 
repeated infection. The remarkable manner in which the fighting 
forces of the Allies operating in highly malarious tracts have been 
protected against this scourge during the' present war again bears 
testimony to the possibility of effectively controlling the disease. It 
is clear to us that, s given the determination, the money and the 
requisite staff, it should be possible to reduce the incidence of the 
disease in India to small proportions. 

✓ 

Anti-malaria, Measures 

4. The measures that are necessary against malaria fall under two 
main heads, namely, (1) those which are directed against the trans- 

'mitter of infection, the mosquito, and (2) those whioh deal with man 
in his twofold capacity as a victim of the disease and as a reservoir of 
infection. Antimosquito measures may be grouped under the follow¬ 
ing heads:— 

(i) those which control the breeding of the mosquito and 

(ii) those which are directed against the insect in its adult 

form, 

5. Measures to control the breeding of mosquitoes .—These measures 
lake a wide variety of forms, although the main principles involved 
are the same, via., the obliteration of facilities for the laying of eggs 
bv the female mosquito and the creation of conditions inimical to the 
survival of the insect in its larval stage in circumstances when egg- 
laying cannot be prevented. The steps that are necessary for these 
purposes include, among others, drainage to prevent accumulations 
of water, canalisation of water channels and the removal of vegeta¬ 
tion from their sides, the use of larvicides such as mineral oils, paris 
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green and the more recent synthetic product D.D.T., selective clear¬ 
ing of jungle or shading of water courses in certain cases and the 
use of larvivorous fish. 

6. There are many varieties of fish in this country which prey 
on mosquito larvae. Qambusia, an American species of minnow, 
was introduced into India about twenty years ago and is being used 
in the wells in Bangalore and Bombay, the ornamental waters in 
Delhi and in many other parts of the country. This species has been 
proved to possess all the qualities required for antimosquito work and 
is probably more suitable for this purpose than any other species. 
It should be emphasised however that the value of fish is very 
limited. They are useful in artificial collections of water like orna¬ 
mental waters but their use is of doubtful value as a general anti- 
larval measure. 

7. Por dealing with the malarial conditions created by large cons¬ 
tructional works and irrigation projects, well-planned schemes re- 
■quiring considerable technical supervision and heavy expenditure will 
be necessary. These can obviously be undertaken and carried out 
only by the State. On the other hand, in many parts of the rural 
areas, effective results may be secured by works of a minor nature, 
such as the filling up of pools and ditches so as to prevent collections 
of water or other measures already mentioned such as oiling, removal 
of vegetation, etc. In our short-term programme, we have made 
certain suggestions for the carrying out of such measures in rural 
areas. We have provided for a small labour force of 15 in each 
primary unit, one of whose duties will be to see to the carrying out 
of these minor works. These men may bB unable to deal effectively 
with the whole area covered by such a unit, but an important part 
of their work, will lie in their being able, as a trained group, to 
demonstrate to the villagers how to go about these tasks properly. 
We hope that the village committees we have recommended (vide 
Chapter TV) will be uble to mobilise voluntary local effort in carrying 
out such measures and that we shall thus be able to enlist a tremen¬ 
dous force in the fight against this disease. The small labour squad 
will also form the nucleus round which, during an epidemic, an ex¬ 
panded organisation can be rapidly built up. 

8. It is desirable that the planning and execution of these anti- 
malarial works should, as far as possible, receive technical guidance 
and we have recommended the appointment of an Assistant Public 
Health Engineer at the headquarters of each secondary unit for this 
purpose. Direct local supervision will be provided by the medical 
officer in charge of the primary unit and his two public health 
inspectors. 

9. Although we hope that the local effort we have referred to will 
help to reduce the cost of labour, sufficient public funds should be 
made available to ensure that the required expenditure will be fully 
met. We have included in our budget for each primary unit a provi¬ 
sion for meeting this expenditure, 

10. Measures against the adult mosQiiito .—The Director, Malaria 
Institute of India, has pointed out that the results of spray-killing 
operations carried out in various parts of the country hold out the 
hope that “we have at last a weapon which, when its full possibilities 
have been developed, will prove effective for rural, as well as urban 
•and industrial, malaria’’. Pyrethrin, the active principle extracted 
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from the flower of the pyrethrum plant, has been found to be an 
effective insecticide and has been used extensively as a spray for 
the killing of adult mosquitoes. The synthetic product, D.D.T., has 
provided an even more effective insecticide than pyrethrum. The 
great advantage of D.D.T. over pyrethrum is its residual effect, while 
pyrethrum is superior to D.D.T. in its immediate knock-down effect. 
A combination of the two products has been tried on a relatively 
small scale and found to give satisfactory results. The purpose of 
this measure is to kill infected mosquitoes and to reduce the longevity 
of mosquitoes in an area, so that the number which live long enough, 
to become malaria carriers is reduced to the minimum. This 
measure has been developed during the last few years and is of 
special value where anti-larval measures mar take too long to give- 
results, or as a supplement to such measures. 

These operations against the adult mosquito will be undertaken in 
the rural areas by the squads of 15 labourers that have been provided 
in each primary unit with, we hope, the active support and assistance 
of the villagers. 

We shall deal with the subject of ensuring adequate supplies of 
these insecticides for the use of the health departments in India- 
lster in this chapter. 

Measures In relation to Man 

(a) Man as a victim of the disease — 

11. Treatment .—Here the primary need is to ensure adequate- 
treatment. This involves a proper diagnosis where possible and a suffi¬ 
cient supply of the requisite drugs. While it may not be practicable 
to have a microscope at every primary health centre, it should be 
possible to send blood-smears for examination, when necessary, to 
the nearest 80-bed hospital and obtain a diagnosis without undue 
delay. During times of epidemics, however, the primary need will 
be for the immediate distribution of antimalorial drugs. 

12. Quinine has for long been the drug of choice ill the treatment 
of malaria. More recently, atebrin (or mepacrine as it is now being 
called) has also come widely into use. After an extended study of 
the comparative values of quinine and atebrin for the treatment of 
the disease, the Malaria Commission of the League of Nations came 
to the conclusion in their fourth report (1937) that, while atebrin was- 
more effective against certain species of the parasite, quinine was 
more potent against others. In India, under the conditions arising 
out of the War, many millions of tablets of mepaerine have been- 
widely distributed among the general population for the mass treat¬ 
ment of malaria- in view of a shortage in the supply of quinine. So- 
far no untoward results have been definitely substantiated from this 
widespread use of the drug, though careful investigation in regard to 
the matter will no doubt have to be continued. Further, experience 
of the distribution of this drug to Allied fighting forces in the Tropics 
under conditions, which preclude any degree of control over its use 
by the individual, has also led to the conclusion that it can be used 
with safety for mass treatment. Recent investigations suggest that 
sn even more effective synthetic product, paludrine is likely to come 
into use at an early date. In these circumstances, there is the 
possibility that synthetic products may, in due course, come to replace, 
to an appreciable extent, the use of quinine as the routine drug for- 
the treatment of malaria. 
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lb. Other measures. —The use of quinine and mepacrine as 
suppressive agents for preventing the development of malaria has 
been extensively tried among troops continuously exposed to infection 
in highly malarious areas. The consensus of opinion appears to be 
that quinine has but small value as a suppressive agent, the reason 
probably being that it is excreted quickly and does not, therefore, 
remain in sufficient concentration in the circulation. Mepacrine haB, 
on the other hand, a much slower rate of excretion and has been 
found to be more effective than quinine when used for this purpose. 

The question of production of adequate quantities of quinine and 
of mepacrine for the needs of the country will be discussed later. 

14. Equally important is the question of affording protection to 
a healthy person against the bite of an infected mosquito. The 
measures that are generally adopted include, in addition to the killing 
-of adult mosquitoes, the use of mosquito repellents on exposed parts 
of the body and of mosquito nets and mosquito coils with pyrethrum 
as the base as well as the screening of houses so as to prevent the 
entry of the insect. These are all undoubtedly useful but, as 
measured for the general population in malarious places, they seem 
to be of limited practical application. 

In. (b) Man as a reservoir of infection .—The life of the parasite is 
passed partly in man and partly in the mosquito. In man it exists 
in two forms, namely, one which undergoes the asexual type of re¬ 
production during which the malarial attack is produced and the 
other, the male and female sexual elements, which, cm ingestion by 
the mosquito, unite and by further development in that insect, give 
it the power of infecting man. Plasmoquine has been, found to be 
effective m killing these sexual forms when they circulate in man's 
blood. In these circumstances, a course of plasmoquine treatment, 
following medication for curing an arttack, should be advocated as 
tending to reduce the chance of infection being conveyed to mos¬ 
quitoes. 

Anti-malaria Organisations at the Centre and in the Provinces 

16. In an article entitled “The public health aspect of malaria 
control’’ in the Indian Medical Gazette of December 1942, Major- 
General G. Covell, I.M.S., Director, Malaria Institute of India, 
made the following observations: — 

“An essential preliminary to the successful control of malaria in 
India is the formation of an adequately staffed permanent malaria 
organisation in each province, the activities of which should be link¬ 
ed up with those of the central organisation of the Government of 
fndia. “ 

17. We fully endorse this view. One of the great defects of the 
anti-malaria campaign in India during the past 50 years was that it 
consisted of a series of spasmodic attempts to control the disease. 
This lack of continuity of effort, accompanied as it often was, by the 
employment of an organisation with insufficient-staff and equipment, 
hiig been largely responsible for the inadequacy of the results 
achieved. As we have already said, it has been amply demonstrat¬ 
ed, during the present War, that, with adequate measures, even the 
highly malarious regions of the Tropics can be rendered compara¬ 
tively safe from this disease. Again we have pointed out, in our 
review of existing conditions, how the malaria organisation, which 
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has been working in the Delhi urban area for the past seven or eight 
years, has shown that, under civil conditions also, a reasonably 
effective control of the incidence of the disease can be achieved pro¬ 
vided adequate funds are expended under the best available tech¬ 
nical advice. In these circumstances, we feel that there can be no 
excuse^ for Governments in this country not attempting to organise 
an effective campaign against the diseaso. Its wide prevalence, the 
cost involved and the existing inadequacy of trained personnel may 
result in this campaign being extended over perhaps many years. 
Even so, it is most important that a beginning should be made and, 
in the following paragraphs, specific proposals are mude towards this 
end. 

18. Central Malaria Organisation .—The Malaria Institute of India 
is the central organisation for advising the Government of India on all 
matters relating to this disease as well as for assisting Provincial 
Governments with such technical advice as they may require. Its 
functions have been defined by the Director of Malaria Institute in 
the following terms: — 

“1. To be fully informed upon all malaria problems. To advise 
Government on all issues relative to malaria in India. 

“2. To initiate enquiries and investigations on malaria. To carry 
out such inquiries as Government may for any reason require. To 
assist provincial organisations in the carrying out of such inquiries 
as may be undertaken by them, providing such assistance as desired 
And even, in certain cases when thought necessary, to lend officers 
temporarily from the staff to work under local government. 

“8. To undertake systematic research in due course into all the 
basic facts underlying malaria transmission, prevalence and preven¬ 
tion, such as the study of mosquitoes, systematic und bionomical, 
types of malaria parasites, transmission power of different species of 
Anopheles, mechanism of infection including the study of endemic 
and epidemic phenomena, etc. Gradually to complete and organise 
knowledge on these subjects and to arrange for the making of such 
knowledge available for practical application, or such other uses as 
may be desirable. 

“4. To carry out epidemiological investigations—mapping of 
endemicity, study of hyperendemic and healthy areas, study of 
malaria statistics on modem lines—and generally to elucidate the 
underlying principles of malaria prevalence in India. 

“5. To advise upon and assist in the carrying-out of antimalaria 
measures. To study these scientifically and to judge and elucidate 
their results. 

“6. To undertake clinical work on malaria, including treatment. 
To study serum reactions and allied aids to diagnosis and under¬ 
standing the disease. To study relapse problems; effects of new 
drugs, etc. 

“7. To assist affiliated researches ( e.g ., kalaazar, filariasis, 
saiuiliy fever, dengue, Stegomyia work) by identification of mate¬ 
rial, provision of trained staff and subordinate personnel. 

“8. To teach and train officers and others in practical malaria 
work. 

“9. To publish scientific results, useful guides, bulletins, etc. 
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“10. To keep alive interest in malaria study and prevention and 
to see that such interest wherever present is nursed and assisted.” 

We are in full agreement with the Director that these should be 
the main functions of the Malaria Institute of India. 

The permanent establishment of the Institute consists of a 
Director, an Assistant Director, an Entomologist, an Assistant to 
the Director, a Malaria Assistant and appropriate subordinate staff. 
The now posts of a Deputy Director, an Assistant Director and of 
certain subordinate staff, which were recently created as a temporary 
measure for the duration of the war, should be made permanent. In 
view of the large developments- that are likely to take place in the 
activities of this malaria organisation the Central Health Depart¬ 
ment should bear in mind the importance of ensuring that it is ade¬ 
quately staffed. 

19. The provincial malaria organisation .—The general plan, should 
be the creation of an organisation at the headquarters of each pro¬ 
vince and, in addition, a number of malaria control units to operate 
in malarious areas in the districts. The number of these units will 
obviously depend upon the size of the province and the extent and 
degree of the prevalence of malaria in it. As an illustration, we 
may set out a plan for tire province of Bengal. We think that about 
150 such units will eventually be required for that province, but 
a beginning may be made with ten. Others can be added as and 
when additional trained staff and funds become available. But it 
: b essential that, even from the beginning, suitable transport should 
be provided for these control units in order to inorease their mobility 
and effectiveness. 

In the larger provinces it will be necessary to provide regional 
organisations also in order to ensure that adequate supervision is 
exercised over the peripheral malaria control units. In the smaller 
provinces, however, such regional organisations may not be neces¬ 
sary. Here the Provincial Malaria Officers and their staff shc^ild 
be able to carry out, the necessary supervision. This Provincial 
Officer should have the status of an Assistant Director of Health 
Services, and the Regional Malaria Officers may be designated 
Deputy Malaria Officers. 


The eompleto organisation for a large province such as Bengal, 
may be developed on the following lines-._ 


1. Provincial Headquarters— 

Provincial Malaria Officer 
Entomologist . • 

Sanitary Engineer 
Overseers 
Draftsman 

Antimalaria Officor . 
Antimalaria Assistants 
Laboratory Assistants 
Inseot Collectors 

2. Deputy Malaria Officers 


3. Malaria Control Units— 
Antimalaria Assistant 
Laboratory Assistants 
Malaria Supervisors ■ 
Fitter Mistri 
Field Workers 


t 

1 

1 

1 
1 
1 

2 
5 
H 


5 


1 

2 
5 

1 

25 
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Antimalarial fieldworkers are semi-skilled labourers and should 
not be considered as coolies. 

lusts of suitable equipment for the malaria organisation at the 
provincial headquarters and for the malaria control units are given 
in Appendix 14 of Volume III of the report. 

These estimates of the malaria organisation desirable for a pro¬ 
vince such as Bengal, including staff and equipment, were prepared 
for us by the Director of the Malaria Institute of India. He has 
suggested the following approximate number of malaria control units 
for the different provinces. 

No. of 
control 
units 

Madras .... 100 
Bombay . • • .60 

Bengal .... 15Q 
United Province* . .150 

Punjab • • .60 

Bihar ... 100 

Orissa • . 50 

Central Provinces and 
Berar . . . .100 

Assam . . . JE80 

He has stated that, in calculating these pequirements, he took 
into account such factors, in respect of each province, as the area, 
population, number of districts, number of villages and the degree 
of prevalence of malaria as indicated by (a) statistics of malaria 
mortality and (b) the percentage of fever cases on total cases treated 
at hospitals and dispensaries. 

20. In our view, the most essential requirements are adequately 
trained personnel in sufficient numbers and the drugs, appliances 
and other equipment for carrying on effectively the campaign 
against the disease. We would, as a general rule, deprecate the 
spending of large sums on the erection of elaborate buildings in the 
early stages of our programme for, we believe that such money as 
is likely to be available can, at the beginning, be much more 
effectively used on staff and antimalarial measures. 

21. We once again feel it necessary to stress the inestimable value 
of good rural communications in increasring the effectiveness of all 
health and other workers employed on nation building tasks in such 
areas. 

22. For details regarding the staff required for such an organisa¬ 
tion reference may be made to Appendix 14. The total expenditure 
involved in the development of malaria organisations in the Provinces 
and at the Centre, on the lines suggested by us, during the first five 
and the second five years of our short-term programme will be as 


under:— 



Non-recurring 

Recurring 




Expenditure 

expenditure 




lakhs 

orores 

First five years 

♦ 

. 

. 9-17 

2-52 

Sooond five years • 

. 

* 

. 11-10 

3 1 85 


These estimates have been made on the assumption that, during 
the first five years of the programme, the average number of malaria 
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No. of 
control 
units 

N. W. F. Provinoe 

, 30 

Sind 

. 60 

Ajmer-Merwara 

. 5 

Baluohistan 

. 30 

Delhi Province • 

2 

Ooorg 

. 5 
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control units which will be established- in individual Governors 
Provinces will be" 10 and that, during the next five years, fifteen 
more such units will be added in each province. For each of the 
Centrally Administered Areas the corresponding number of unite 
proposed is five for each quinquennium. 

Provision for the Hospitalisation of Malaria Patients 

23. When our short-term programme for the first ten years has 
been completed, provision for hospital accommodation for all classes 
of patients for the country, ns a whole, should consist of (1) 30-bed 
hospitals for every group of two primary units, (2) 216 hospitals 
with 200 beds each and (3) 139 hospitals with a bed strength of 500 
each in addition to the existing hospitals. While in the small 30- 
bed hospitals it will be difficult to allocate special beds for malaria, 
we have recommended the reservation of 10 and 25 beds respectively 
for this disease in the 200 and 500-bed hospitals. Thus the number 
of beds available for the treatment of malaria will be, at the end of 
the ten year period, a little over 5,600. 

24. By the time our long-term programme is reached such provi¬ 
sion for malaria should have increased to the extent shown below: 

Primary unit Secondary unit Dietriot headquarter Total 

hospitals hospitals hospitals 

112,500 6,250 2,500 121,250 

The number of primary units, by the time this stage is reached, 
li likely to be in the neighbourhood of 18,500 to 19,000. Each 
primary unit hospital will provide six beds for this disease, and in 
view of the wide distribution of these units, provision for hospitalis¬ 
ing such patients will be spread throughout the country. In addition 
10 and 20 beds, respectively, have been provided for malaria patients 
in the hospitals located at the headquarters of secondary units, which 
will generally correspond to the headquarters of a sub-division, and 
at the district headquarters respectively. 

We trust, however, that before this stage is reached, effective 
and persistent anti-malarial measures will have resulted in mate¬ 
rially reducing the need for hospital treatment for sufferers from 
malaria. 

The Training of Malaria Personnel 

25. It is anticipated that a certain proportion of the trained 
personnel of the anti-malaria organisation at present employed in the 
Army will become available for the development of the civil malaria 
establishments in the provinces after demobilisation. Never¬ 
theless, in the immediate post-war period it will be necessary to 
train a large number of medical officers in order to fill such posts 
as those of the Provincial and Deputy Malaria Officers,_ Officers in 
charge of control units, Entomologists and Malaria Engineers. We 
recommend that the training of these types of personnel should, in 
the immediate post-war period, be carried out in the Malaria Insti¬ 
tute of India. It seems to us essential that the development of 
anti-malaria activities in the provinces should be promoted on fairly 
uniform lines and that the training of these higher types of malaria 
personnel should, therefore, be carried out at the Malaria Institute 
of India for some time to come. 

26. On the other hand, the training of overseers, technicians and 
inspectors or supervisors can be carried ou$ by the Provincial Malaria 
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Organisations in those provinces which have well-developed malaria 
establishments, namely, Bombay; Madras, the United Provinces, 
Bengal and Assam. Until the remaining provinces develop similar 
organisations the requirements of the Punjab, the N. W. F. Province 
and Sind can be met by making provision for the training, every year, 
of a certain number of these types of personnel at the Malaria Insti¬ 
tute of India, Delhi. Other provinces can perhaps secure similar 
facilities by negotiation with the neighbouring provinces where the 
training of such malaria workers will be developed to meet their own 
requirements. 

27. It will be seen that the training facilities to be provided at 
the main Institute at Delhi will thus be considerable. These training 
functions will necessitate . the strengthening of the staff of the 
Institute beyond the additions suggested by fis earlier in this 
chapter. We recommend that the Central Health Department 
should take immediate steps to investigate and determine what 
further strengthening of the establishment will be necessary in order 
to provide the training facilities the post-war health programme will 
require. 

We think that the officers of the anti-malaria organisation in< 
the provinces should be able to train locally types of workers such 
as laboratory assistants and attendants, insect collectors, etc. 

28. We wish to make it clear thut these recommendations of ours 
for concentrating the training of the higher types of malaria 
personnel at Delhi are of a purely temporary nature. When the anti¬ 
malaria organisations in the provinces become fully developed the pro¬ 
vision of training facilities for all types of malaria workers should, 
in our view, be the responsibility of Provincial Governments. We 
bave suggested, later in this chapter, the creation of Chairs of Malario- 
logy in selected medical colleges in order to provide facilities for 
undergraduate and postgraduate training in the subject as well as for 
stimulating research. Thus the provinces should, in due course, 
develop facilities for the highest typo of training that may be requir¬ 
ed in Malariology. 

Quinine and other Drugs for the treatment of Malaria 

29. We have already referred to the use of quinine and mepacrine 
for the treatment of malaria. It is possible that other drugs of greater 
therapeutic value may also be discovered as the result of scientific 
research. It is, therefore, not easy to estimate accurately whajj 
levels of production in India should be recommended for the 
immediate future in respect of quinine and mepacrine, in order to 
ensure that proper treatment facilities are made available to a sub¬ 
stantial proportion of the sufferers from malaria. All of us are, 
however, agreed that it should be the responsibility of Governments’, 
Central and Provincial, to take, in mutual consultation, such steps 
as are necessary to ensure the production in India of anti malaria 
drugs in sufficient quantities to meet the requirements of the country 
within the shortest possible period. We are equally agreed that the- 
country should not again be placed at the mercy of a private mono¬ 
poly which can control, to its own advantage,'the price of these 
drugs which are essential for the maintenance of the health of the 
people. Whether, in making adequate provision for these drugs, 
Governments should themselves undertake extensive programmes of 
production or whether private enterprise can be relied on to supply 
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the needs of the country through any system of guarantees or sub** 
sidies from the State, are matters on which we are unable to express 
an opinion with the information at our disposal. We can only lay 
down three general propositions: — 

1. the prices at which anti-malaria drugs are made available 

to the people should be sufficiently low to enable the 
poorest classes to obtain them in adequate amounts for 
the effective treatment of the disease; 

2. these drugs, in whatever provinces they may be produced, 

should be made available, on an equitable basis and on 
reasonable terms, for the needs of all parts of the 
country and 

3. no delay should be allowed to occur in developing their 

production. 

We shall first consider the production of quinine. 

30. (a) Quinine .—If Colonel Sinton’s estimate that at least one 
hundred million individuals suffer from the disease every year be¬ 
taken as the basis of calculation, it does not seem unreasonable to 
assume that there will be at least 120 to 150 million cases to be 
treated annually in view of the fact that more than one attack is not, 
an uncommon feature of the disease. The Malaria Commission has 
recommended 75 grains of quinine as the minimum quantity neces¬ 
sary for the treatment "of a case. On this basis the amount of 
quinine required will be in the neighbourhood of 1*3 to 1-6 million 
pounds per year. If quinine is to be relied upon as the sole drug for 
the treatment of malaria our objective should he an annual produc¬ 
tion of it to the extent of about 1-5 million pounds from cinchona 
bark produced in the country. Some of us hold the view that this- 
should be the definite objective which Governments should place 
before themselves and that every endeavour should be made to attain 
it within the shortest period that may be practicable. Others feel 
that the experience gained during the War with the large scale use 
of mepacrine in the treatment and prevention of malaria in highly 
endemic areas, makes it necessary to take into account the possi¬ 
bility of this drug replacing quinine to a greater or less extent in 
the treatment of the disease and that it would, in the circumstances, 
be safer to start with a more limited objective in regard to the pro¬ 
duction of quinine. The average annual consumption of quinine 
in India in the pre.war period was 210,000 lbs. and, of this amount, 
about a third was produced in India, a part of such production 
being, we believe, from bark imported from Java. As a practical 
objective for realisation as early as possible those of us who hold 
this view recommend the raising of quinine production to the 
pre-war level of consumption in India, namely, about 210,000 lbs. 
from indigenous bark alone. A cinchona plant begins to yield bark 
generally from the fifth year of its life, the period of high product¬ 
ivity being from the fifth to the ninth year. After the twelfth year 
its yield gradually decreases. In these circumstances the raising of 
the annual production of quinine even to the 210,000 lbs. mark from 
bark produced in the country will take some years. In the meantime 
the possibility of synthetic drugs displacing quinine, whollv or in 
part, m the treatment of malaria may well be settled. This is a 
question of considerable importance which should be decided before 

153 



CHAPXKU XI 


embarking on too ambitious a programme of quinine production. 
Such a programme is certain to involve heavy financial commitments 
which would not be justified if it became possible to produce cheaper 
and equally effective synthetic substitutes. 

81. We, as a committee, would prefer to leave to the Governments 
in the country the responsibility for deciding whether private enter¬ 
prise should or should not be associated with the production of quinine 
-and ofother anti-malaria drugs. If it is decided that such association 
is desirable it would be for Governments to determine the conditions 
under which private agencies should participate in production. One 
of us (Sir Frederick James), however, desireB to see that private 
agencies are given the fullest opportunity to take part in quinine 
production with technical advice and a price guarantee provided by 
the State. We attach our colleague’s note on the subject. We 
fully support his suggestion that research into the agricultural and 
manufacturing aspects of the quinine industry should be a govern¬ 
mental responsibility and that two experimental stations should be 
established to serve North and South India respectively. 

82. (b) Mepacrine .—The pre-war annual consumption figure of 
310,000 lbs. of quinine will provide treatment, at the rate of 75 
grains per patient, for about 19-6 or nearly 20 million cases of 
malaria. If, as an immediate objective, we accept the provision of 
adequate anti-malaria drugs for the treatment of 50 million cases 
■annually, then sufficient mepacrine will have to be produced to meet 
the requirements of 30 million patients. The minimum quantity of 
this drug for a complete course for a patient is 1*5 grammes or 15 
tablets of 0-1 gramme each. The manufacture of 450 million tablets 
•of mepacrine a year in India should, therefore, be the immediate 
•objective. 

33. Pyrethrum and D. D. T .—The main sources of pyrethrum, 
before the War, wero Kenya and Japan but the cultivation of the 
plant has been successfully undertaken in various parts of India, 
including Kashmir, the Punjab Hills, the U. P., Central Provinces, 
Madras and Orissa. It has been shown that the yield of the active 
principle from the plants, grown in many parts of India, compares 
'favourably with the flowers obtained from Kenya. In these circum¬ 
stances, it may be reasonably expected that, in the course of spme 
years, there will be an ample supply of pyrethrum grown in this 
country to meet all local demands. The Director, Malaria Institute 
of India has estimated that, in order to make tlie country self-suffi¬ 
cient, pyrethrum cultivation will have to be extended' to about 
120,000 acres so as to produce annually about 15,000 short tons 
12,000 lbs. a ton) of pyrethrum flowers. ' This estimate makes allow¬ 
ance for a sixth of the total area under cutlivation lying fallow each 
year. 

34. As an insecticide the relationship of I). D. T. to pyrethrum 
is somewhat similar to that of mepacrine to quinine iu the treatment 
of malaria. There is the possibility, in both cases,- of the synthetic 
substance replacing, to a greater or less extent, the use of the other. 
It may, however, be pointed out that the indiscriminate use of 
D. D. T. has been shown to result in the destruction of certain types 
•of beneficial insects. It is quite likely that, in due course, adequate 
safeguards will be discovered and introduced in order to prevent 
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these detrimental effects. There is also the possibility that insecti- 
«ides more potent than D. D. T. may be produced and brought into 
use. While recognising that these possibilities should be given due 
weight, we think that the cultivation of pyrethrum in India should 
be developed until the use of D. D. T. has become established. Even 
when this stage is reached, the production of a certain amount of 
pyrethrum will still be necessary, if as has been suggested a combi¬ 
nation of D. D. T. and pyrethrum is more effective than either of 
them alone. Another reason which has prompted us to advocate the 
continuance of its cultivation is that at short notice, it can, if neces¬ 
sary, be given up and replaced by other crops. Here again the steps 
required to foster the increased growth of pyrethrum must be decided 
by Governments after a full examination of the relevant factors. 

We can only stress the necessity for a largely increased supply of 
pyrethrum flowers at a reasonable price and the duty of Governments 
in India to take immediate steps to ensure production on a scale suffi¬ 
cient for the needs of the country, 

35. Clinical research in malaria .—While one line of attack on the 
malaria problem is through the control of the carrier types of mos¬ 
quitoes, another should be directed towards the elimination of the 
reservoirs of infection. As relapses are quite common in malaria, a 
person who suffers from an attack _of the disease continues, in an 
appreciable percentage of eases, to harbour the parasite for a varying 
length of time. The complete destruction of all the parasites in such 
persons should form an important part of an anti-malarial campaign. 
One of the limitations of all anti-malarial drugs so far available 
^including quinine, mepacrine and plasmoquine) is that they help 
to kill only such of the parasites as are present in the circulating 
blood of the patient while those which are harboured in the spleen 
and other internal organs escape. The achievements of chemother¬ 
apy have, during recent years, been so brilliant that it is quite 
conceivable that a drug may be discovered with power to kill the 
parasite not only in the circulating blood but also in those internal 
organs in which it finds refuge. Any such drug when discovered and 
tested in the laboratory can be considered to be effective only by a 
reasonably large field trial on human beings. We feel that there is 
need for the active promotion of combined biochemical and clinical 
research aiming at the evolution of a suitable drug which will help 
not only to cure the patient for the time being, but also to destroy 
the parasites in him completely. 

36. We consider the promotion of active research in malaria to be 
of fundamental importance in this country. The creation of Chairs 
of Malariology in selected medical colleges is a highly desirable step 
in this connection. These professorships would serve a double pur¬ 
pose, namely, the fostering of research in malaria and the provision 
of adequate facilities for undergraduate and postgraduate training in 
the subject. 

37. Legislation .—The effective enforcement of anti-mosquito mea 
sures requires suitable legislation and we have given, as appendices 
15, 16 and 17 respectively, the Model Mosquito Ordinance of the 
United States Public Health Service, the Straits Settlements Des 
traction of Mosquitoes Ordinance No. 174 and those sections of tie- 
Bombay City Municipal Act which deal with anti-mosquito mea¬ 
sures, in order that they may be examined by the different health 
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authorities in the country with a view to seeing how far they may lie 
followed as models. 

Certain Suggestions by Six Frederick James, O.B.E., M.L.A. , for 
increasing Quinine Production 

38. (1) Before deciding on the method of increasing the produc¬ 
tion of cinchona bark in India it would be well to study the produc¬ 
tion methods in the Netherlands East Indies which, before the Waiv 
supplied over 90 per cent, of the world’s quinine. Their dominating 
position has been achieved, through a combination of Government and 
private efforts and the systematic way in which the industry has 
been organised. 

(2) Nine-tenths of the cinchona produced in the N. E. Indies 
comes from private plantations, but the improved types of cinchona 
and the improved methods of cultivation and propagation are 
derived from the work carried out at the Government cinchona 
plantations. Judged by ordinary standards of commercial account¬ 
ancy the production of cinchona on private ostates will always be 
cheaper than on Government estates. If, therefore, the aim is to 
produce quinine at as reasonable a cost as possible, every attempt 
should be made to persuade planters to take up its cultivation. 

(3) A Central Cinchona Bureau for India similar to the Kina 
Bureau of the Netherland East Indies should be established. Such 
a Bureau might well have two experimental stations, one situated 
in the North and the other situated in the South with plantations 
attached. If such a Bureau were placed under the Imperial Council 
of Agricultural Research, and private planters wero associated with 
•it, India would have taken the first step towards raising cheap cin¬ 
chona, for the only bark which is realiy cheap is the bark of the high 
yielding types. 

(4) The main work on both these experimental stations would be 
the study of plant breeding, vegetative propagation, cultivation, 
manuring and the regeneration of plantations, which had already 
finished one cycle of cinchona growing. 

(5) One of the reasons why cinchona production has been so back¬ 
ward in India is its provincialization in Madras and Bengal, the lack 
of an all-India policy, and the failure of the Governments concerned 
either to associate experienced planters with the development of their 
stations or to encourage private enterprise. 

(6) On page 153 there are two general propositions: — 

(a) i hut the prices at which anti-malaria drugs, including 
quinine, are made available to the people should be sufficiently low 
to enable the poorest classes to obtain them in adequate amounts for 
the effective treatment of the disease’. This will involve a certain 
amount of price control and, iu the event of private plantations being 
encouraged, profit control also. But the planting of cinchona is a 
risky enterprise and if profits are to be controlled in order to ensure 
that the price of quinine is kept at a reasonably low level, then a 
guaranteed offtake at a fixed price is the only inducement which will 
encourage private enterprise. The world price of cinchona has fluc¬ 
tuated around Rs. 20 per lb. and the experience of the Notherland 
East Indies has shown that a reasonably profitable industry can be 
a sound basis for a normal and constant production. This should be 
recognised by those who wish to see quinine provided at a cheap 
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price, for it can only be achieved if economy is effected in the costB 
of production and distribution by efficient management, or funds are 
provided from public revenues to meet the loss incurred by inefficient 
production. Costs of production can be reduced by scientific re¬ 
search and efficient organisation, and of this, industry is well aware. 

(b) That no delay should be allowed to occur in starting new 
plantations on an adequate scale. If a Central Cinchona Bureau is 
established, it should be fairly simple to plan production with a view 
both to ensuring supplies of bark to existing factories and where new 
areas are being opened up for the maintenance of other factories in 
full production. 

Government stations should also assist by raising plants of good 
.quality for sale to private growers. Sales would be partly adjusted 
to the cinchona which they desired to establish in any areas. 

The cinchona industry should be essentially an all-India concern, 
but at present it is provincial .and dealt with by two provincial 
Governments. If the price guarantee is agreed to by the Central 
Government, then it could be made conditional on a certain amount 
of control over policy, both of extensions and scientific research. If 
the Madras and the Bengal Governments are not prepared to asso¬ 
ciate the Imperial Council of Agricultural Research with the plan¬ 
ning of the work at their stations, then the Central Government 
should establish its own research station in Coorg which is a centrally 
administered area and is suitable for plantation of cinchona. 

2. TUBERCULOSIS 

Introduction 

1. Dr, P. V. Benjamin, Medical Superintendent, Union Mission 
Tuberculosis Sanatorium, Arogyavaram, South India, has estimated 
that the average annual number of deaths from tuberculosis in 
India is in the neighbourhood of 500,000 and that about 2-5 million 
open cases of tuberculosis exist in the country These patientB are 
continually disseminating infection among those with whorta they 
come in contact. If these estimates can be accepted as reasonably 
correct, they provide some measure of the magnitude of the problem 
that faces the country. 

2. While no surveys of sufficient magnitude have yet been under¬ 
taken to map out the distribution and intensity of tuberculosis in¬ 
fection in the country as a whole, the information available suggests 
that, broadly speaking, the incidence of the disease is higher in urban 
and industrialised areas than i n rural regions. There is also reason 
to believe that, owing to the migration of labour population between 
industrial and rural areas and the increased facilities for road and rail 
transport that have been developing during the past, the tendency 
has been for tuberculosis to spread to the countryside. Certain 
social customs, such as purdah and early marriage, which often 
promotes a rapid succession of confinements, are favourable to the 
spread of the disease while such factors as malnutrition and under- 
nutrition, insanitary and overcrowded housing conditions, also con¬ 
tribute their share to the dissemination of infection. 

S. Existing facilities for an effective campaign against the disease 
are altogether meagre. With about 2-5 million infective tuberculo¬ 
sis patients' in the country the total number of beds available for 
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isolation and treatment is in the neighbourhood of 6,000. The num¬ 
ber of doctors with sufficient experience of tuberculosis work to 
qualify them for posts in tuberculosis institutions does not probably 
exceed 70 or 80, while those who have had a short course of four 
weeks in the subject may number about 250 or 300. Fully trained 
tuberculosis health visitors are in all probability only about 100. 
These figures help to indicate the immensity of the task that has ta 
be accomplished before satisfactory control can be established over 
the disease. 

4. The attack on the disease should be launched simultaneously in 
two directions, namely, (1) towards an improvement of the socio¬ 
economic condition so as to provide for the people a higher standard 
of living, including better housing, adequate nutrition and sanitation 
of the environment in and around their homes, their workplaces and 
places of public resort, and (2) towards an effective control of the 
spread of infection from patients to those who are healthy. The 
importance of measures to improve living condition has been 
amply demonstrated in other countries where, even before anti¬ 
tuberculosis measures were instituted, the mortality from the 
disease began to fall as the result of a rise in the general standard of 
living. While such measures are no doubt important, a direct attack 
oh the reservoirs of infection is equally necessary. Without it any 
marked fall in $Jie incidence of the disease cannot be expected. The 
amelioration - of social conditions, including an improvement of hous¬ 
ing and a raising of the standard of nutrition, goes beyond our field 
of enquiry, although we have referred, in appropriate places, to the 
necessity for sustained State action towards the achievement of 
definite results in these directions. We shall, therefore, devote our¬ 
selves here to the question of controlling the. incidence of the 
disease through measures directed towards restricting the spread of' 
infection. 

Control of the Spread of Tuberculosis Infection 

5. The measures which we consider necessary are briefly indicated' 
below: — 

(1) Isolation of infective patients and the provision of adequate 
treatment for them in order to make them non-infective. 

(2) In the homes of such patients some of their co-residents may. 
also be suffering from the disease without their being recognised as 
patients. Tuberculosis often starts in an insidious way and many 
patients have been known to go on working until a serious breakdown 
in health takes place. Therefore, the contacts of all infective 
patients require examination and, if there be continued exposure to. 
infection, there should be provision for their periodical examination. 

(3) Patients, who become non-infective by treatment may, if 
they return to normal life and its strenuous duties, suffer a relapse 
and become infective again. The provision of a more sheltered life 
with facilities for employment suited to their state of health, under 
adequate medical supervision, constitutes a further important step in 
the organisation of anti-tuberculosis measures. In this connection, 
the establishment of after-care colonies in association with every 
large tuberculosis hospital is a proposal which we shall consider later- 
in this chapter. 


158 



TUfiEUCULOSIS 


(4) A certain proportion of the patients is generally so advanced 
as to make recovery practically impossible in spite of the best 
medical attention. For such patients what is required is that the 
final release from pain and suffering should be made easy to the 
utmost possible extent and homes for incurables should form a part 
of the anti-tuberculosis organisation. 

(5) A comprehensive scheme of anti4uberculosis activity cannot, 
be carried out without the provision of adequate numbers of trained 
health personnel of the different categories that are necessary. 
Therefore certain proposals for the short-term programme in con¬ 
nection with the provision of the required training facilities and the 
creation of a tuberculosis service will be referred to briefly here. 

0. The measures under (1) and (2) above may be considered to¬ 
gether. Isolation and treatment of infective patients are beat 
carried out in tuberculosis hospitals and sanatoria. In the more 
advanced countries the provision for tuberculosis beds varies between, 
the rates of one and three beds per tuberculosis death in the com¬ 
munity. On these ratios India will require somewhere between halt 
to 1-5 million tuberculosis beds, if Dr. Benjamin’s estimate of 
500,000 annual deaths from this disease is to be made the basiB of 
calculation, while, as has already been pointed out, existing provi¬ 
sion is in the neighbourhood of 6,000 for the country as a whole 
While promoting the establishment and maintenance of tuberculosis- 
hospitals as far as possible, it is clear that our approach to the 
solution of the problems of isolation and treatment will have to be on 
a much broader basis. The number of open cases requiring isolation 
will be in the neighbourhood of 2-5 to S millions. Presumably, it 
will be impossible to expand hospital accommodation, within any 
reasonable length of time, to provide for all these patients. The 
most satisfactory method, therefore, of providing for the segregation 
of a reasonable proportion of the infective patients seems to be 
through the simultaneous development of a scheme for the isolation 
and treatment of patients in their own homes on as large a scale as 
possible. We, therefore, place an organised domiciliary service in 
the forefront of our tuberculosis programme. We recognise that, 
under existing conditions, there are numerous difficulties in the way 
of establishing such a service. We shall discuss these later when we 
deal with organised home treatment in greater detail. 

A Comprehensive Tuberculosis Service 

7. In order to provide a comprehensive and integrated service the 
tuberculosis organisation should include (1) a domiciliary service (2) 
clinics (3) hospitals (4) aftercare colonies (5) homes for incurables 
and, in addition, (6) certain ancillary welfare services. 

8. A home isolation and treatment service .—In the vast majority 
of cases the spread of the disease is by an open case infecting, through 
coughing and spitting, persons who are in relatively close contact. 
Children and young adults are particularly liable to infection. 
Certain simple precautions, if conscientiously carried out by the 
patient, will suffice to make him comparatively harmless to those 
with whom he lives. He must live in a separate room, have his own 
towels, crockery and other articles for personal use, protect his mouth 
with a handkerchief or a piece of cloth soaked in a suitable disin¬ 
fectant when he coughs, spit into a small bottle or paper spittoon- 
containing the disinfectant and, in general, observe the rule that 
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.neither by coughing nor by spitting does he spread infection to others. 
The paper spittoon may be burnt with its contents while the doth 
or the bottle may be sterilised by boiling. Such simple precautions 
should go a long way towards controlling the spread of infection. In 
these circumstances, if suitable accommodation is available in the 
patient’s house for his isolation, the question of treating him there 
with proper safeguards against the spread of infection should present 
no serious difficulty. The existence of adequate facilities for isola¬ 
tion is important and this matter will be discussed presently. 

9. We have already referred to a scheme for organised home treat¬ 
ment in Delhi in our review of tuberculosis in volume I of this 
report. The limited success which has been, attained is due to (1) 
certain difficulties arising out of the war (2) the extremely unsatis¬ 
factory housing of the poorer sections of the community and (3) the 
inadequacy of the funds made available for the scheme. 

10. The question of housing seems to present the greatest difficulty 
in respect of tuberculosis patients of the poorer classes who live in 
single room tenements where isolation is impossible. It seems essen¬ 
tial, as has been pointed out in the chapter on housing, that post¬ 
war plans for improved housing for the people should take into con¬ 
sideration the fact that, in a country like India where a high inci¬ 
dence of morbidity from communicable diseases exists, domiciliary 
service must play an important part in the provision of adequate 
health care. Apart from tuberculosis many infective conditions, 
particularly those affecting children, will have to be treated in the 
majority of cases in the home and the provision of a room where 
suitable isolation can be practised seems, therefore, to be essential. 
We recommend that, as a part of the anti-tuberculosis campaign, 
local health authorities should make themselves responsible for the 
construction and n'aintenanee of a number of suitable dwellings into 
which the patient and members of his family can be removed. As 
has alreadv been pointed out, the problem is most acute among the 
dwellers of one-room tenements. They will, on removal, have to be 
provided with accommodation free of charge. It must be remembered 
that housing implies certain social amenities such aB contact with 
neighbours and friends and, when families are required to move away 
from their existing tenements, they are hardly likely to accept the 
offer unless free quarters are offered t.o them. 

11. The Tuberculosis Clinic .—This institution is an essential link 
in the chain of organisations for the campaign against tuberculosis. It 
performs preventive and curative functions of great importance. 
The treatment facilities it offers will help to cure a certain number 
of patients while the more advanced cases will be sent for treat¬ 
ment in hospital. The clinic is the centre on which the domiciliary 
treatment service for tuberculosis will be based. On the preventive 
side, the public health nurses working in association with the clinic 
will participate in the organised home treatment programme, advise 
patients on the carrying out. of effective isolation, persuade their 
contacts to attend the clinic for examination and early detection of 
the disease, if present, and, in general, help to promote the welfare 
of patients and their families by establishing contact between them 
and voluntary organisations interested in welfare work. On the 
curative side,ranch of the patients as can undertake periodical visit's 
to thp clinic without aggravating their condition will receive medical 
attention at the clinic. Those, -whose condition is too advanced for 
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attendance at the clinic, will receive domiciliary treatment from its 
medical staff. The nurse will be present on such occasions and, in 
the intervals between visits by the doctor, will carry out such 
measures as may be prescribed by him. 

Thus the clinic will form the centre from which both curative and 
preventive work in tuberculosis will spread into the homes of the 
people. 

12. Tuberculosis hospitals .—The more advanced cases, which the 
•clinic cannot deal with adequately, as well as those patients for 
whom isolation at home is not possible should find admission into 
tuberculosis hospitals. In view of the difficulty of finding accommo- 
•dation for even an insignificant fraction of those requiring institu¬ 
tional treatment, it is suggested that only such patients as are 
likely to benefit thereby should be admitted into hospitals. For the 
incurables we suggest separate provision later. 

As has already been pointed out, the provision of sufficient hospi¬ 
tal accommodation to meet the requirements of the country is bound 
to take many years and, in the meantime, the organisation of a 
domiciliary treatment service, with such facilities as can be made 
available, appears to offer a practical line of advance in the control 
of the disease. 

13. After-care of patients .—In a considerable proportion of cases, 
tuberculosis patients do not completely recover their previous health 
aud, after they return from the hospital to the adverse home and 
working environments, which were responsible for the onset of 
the disease, relapse may take place. It is, therefore, essential that 
less strenuous working conditions and a more hygienic home environ¬ 
ment should be provided for him. In such circumstances, the 
patient can continue to work and earn something towards his main¬ 
tenance. Apart from this economic benefit, employment enables him 
to take his mind off hi6 physical condition aS well as to develop a 
sense of self-respect and remove the feeling that he is helpless and at 
the mercy of others. The physical exertion associated with his em¬ 
ployment, provided it is regulated by proper medical supervision, is 
calculated to have a beneficial effect on his health. To meet these 
requirements we recommend that after-care colonies should be estab¬ 
lished in close association with every tuberculosis hospital that will 
'be developed under our scheme. 

14. Homes for incurables .—As has already been pointed out, the 
need here is for the provision of such care as will make the final 
phase of sickness reasonably comfortable for the patients. The 
homes that we suggest for such persons need not be built, equipped 
and maintained on a scale suitable for hospitals. There must, how¬ 
ever, be provision for some measure of medical and nursing care. 
We recommend that Governments should undertake the respons¬ 
ibility for building and equipping such institutions. Their mainten¬ 
ance can, it is believed, be suitably entrusted to philanthropic or 
religious organisations interested in social welfare, Governments 
undertaking to meet a substantial part of the expenditure through 
generous grants. 

Provision during Long and Short-term Programmes 

15. We shall now indicate briefly the provision, we have recom¬ 
mended in our short and long-term programmes, for anti-tubercuIoRis 
work, including the creation of training facilities for doctors and 
other personnel. 
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Institutional service — 

The first five-year period: 

(1) The establishment of a 200-bed tuberculosis hospital for 

each unit of 10 million population; 

(2) The establishment of a large clinic (to be designated the 

“Main Clinic’’), with facilities for the training of 
medical and non-medical tuberculosis personnel, at each 
of the places where the 200-bed hospital will be created. 

On the assumption that the population of British India will 
be about 330 millions by the time the first five years of 
the programme will be completed, the number of 
hospitals and main clinics required will be 33 each. 

(3) The establishment of clinics of a smaller type at the head¬ 

quarters of each district in British India. The total 
number required, after deducting the 33 main clinics, 
will be 183. 

Second five-year period: 

(1) 33 more 200-bed hospitals; 

(2) 33 more main clinics at the same places where the new 

hospitals will be located and 

(3) 183 more district olinics. 

The clinics and hospitals can serve only limited areas around the 
places where they are located. Even so, in these limited areas a 
domiciliary tuberculosis service should be organised in association 
with each clinic. A certain number of suitable cases will be sent by 
the clinic to the nearest tuberculosis hospital for more satisfactory 
treatment than can be provided locally. 

We have not indicated where and in what numbers homes for 
incurables should be established. We have only thrown out the 
suggestion and would leave the matter for suitable action by the 
health authorities concerned. 

While these proposals of ours are undoubtedly an advance on the 
existing state of affairs and will bring some measure of relief to- 
limited sections of the population, the need exists for extending, 
as far as possible, such aid to the vast population of the rural areas 
also. The problem is by no means easy of solution. We may, 
however, put forward certain suggestions for consideration. 

16. Travelling tuberculosis units .—The tuberculosis organisation 
outlined above provides for peripheral units only at the headquarters 
of districts. One way of extending the activity of this organisation 
is by providing travelling tuberculosis units based on the district 
clinics and working as far into the rural areas as possible. These 
units will be motor vehicles so equipped with all the necessary drugs 
and appliances, including provision for X-ray examination of patients, 
as to enable them to carry diagnostic and treatment facilities of a 
reasonably high order to the areas served by them. The medical 
officer in charge should have had special training in the subject and 
should be assisted by suitable subordinate staff. 

17. In our health development scheme, we have recommended the 
establishment of a 30-bed hospital for groups of four primary units 
and of a dispensary at the headquarters of each primary unit. The 
medical officers in charge of these institutions will, while carrying 
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out medical relief, come across numerous frank and suspicious cases 
of tuberculosis. In order to help them in the diagnosis and treatment 
of such patients the travelling unit should, as a routine measure, 
visit these institutions at stated intervals. The two medical officers 
in charge of the primary unit and the four public health nurses will, 
apart from the medical relief given at the dispensary, carry curative 
and preventive care, as far as it lies in their power, into the homes 
of the people. In doing so, they will come across and deal with a 
certain number of tuberculosis patients. With the help of the ambu¬ 
lances that are available cases requiring the specialised skill of the 
doctor in charge of the travelling unit can be brought to the primary 
unit headquarters for examination and suitable advice. The exami¬ 
nation of suspected cases among the contacts of such patients can 
algo be undertaken by the unit. Thus the special facilities necessary 
for dealing with the disease can be extended into the rural areas also 
even during the short-term programme. 

18. We anticipate that the need for a sufficient number of workers 
with special training in tuberculosis will probably postpone the 
inauguration of the travelling unit system tp the beginning of the 
second five year term. We are advised that, if these travelling units 
are to give adequate service, they should be able to pay at least three 
or four visits per month to the headquarters of each primary unit 
and the places where the 30-bed hospitals are located. By the end of 
the firnt five years the number of primary units included in a second¬ 
ary unit is likely to be 10 and, during each of the succeeding five 
years there is likely to be an addition of three primary units. At tfie 
end of the first 10 years of our programme the number of primary 
units m each district will probably bo 25. The proposed minimum of 
at least threo visits by a travelling tuberculosis unit to each place in a 
month will necessitate about 35 to 40 such visits a month during 
the sixth year of the programme and about 70 to 80 visits during 
the 10th year if the whole area under our scheme in each district is 
to be properly served. Such travelling unitB required for each district 
will probably be two in the sixth year and four in the tenth year, 
on the assumption that, with the time taken for journeys and for 
work at the institutions to be served, the number of visits will pro¬ 
bably be about 20 per month. Inadequacy of trained personnel and 
insufficiency of funds will, in all probability, make it difficult to 
provide, during the short-term programme, the number of travelling 
units indicated above. We would suggest that provision be made, 
in each district, for one such unit during the sixth and seventh years 
of the programme and for two during the next three years. We 
consider it essential that the service given to the people should be 
adequate and satisfactory, and we would therefore suggest a restric¬ 
tion of the area over which these travelling units will operate rather 
than an expansion of their activities over the whole territory covered 
by the scheme. The operation of this itinerant service can be 
extended as and when funds and trained personnel become available. 

19. Another direction in which the travelling unit can help mater¬ 
ially in the tuberculosis campaign is by carrying out intensive educa¬ 
tional propaganda in the areas visited. A sufficient amount of 
educational material, including films, magic lanterns and slides, 
leaflets and posters should be carried by , the travelling unit and every 
effort should be made to interest the . people, including the local 
medical profession, in the subject of tuberculosis. 
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20. We consider it essential that, in our tuberculosis programme, 
such funds as are available should be devoted to the expansion of stab 
and equipment and not to the erection of costly buildings. In 
large parts of the country the weather is infld throughout the year 
and massive buildings for providing protection againBt extremes of 
cold and heat are unnecessary. Moreover, the tuberculosis patient 
feels all the better for as much fresh air and light as can be given, 
provided be is adequately protected against the direct rays of the 
sun and rain. Considerable saving in expenditure on buildings can, 
therefore, be effected and all available money should be devoted to 
the provision of adequate health services and of such ancillary aids 
to recovery as good food, suitable clothing and other comforts for 
poor patients. 

21. The Long-term programme .—The following figures indicate the 
•extent to which provision for the treatment of tuberculosis will be 
made by the time the long-term programme is completed. 

Number of beds for the treatment of tuberculosis 

Primary unit Saoondary unit Distriot headquarters Total 

hospitals hospitals hospitals 

76,000 76,000 67,600 217,600 

There will he about 18,500 or 19,000 primary units scattered all over 
the country. The provision for tuberculosis in the hospitals located 
in these units will make treatment facilities widely available among 
the people. The total number of beds available for the isolation of 
infective patients will be about 217,500 or a little less than the ratio 
of 0-5 bed to each of the 500,000 estimated deaths from tuberculosis. 
As has already been pointed out, in the more progressive countries 
existing provision ranges from 1 to 8 beds per tuberculosis death. It 
is to be hoped that, by the time the long-term programme is com¬ 
pleted, the cumulative effect of all the health measures we have 
recommended will be to reduce substantially the, mortality from this 
•disease. 

Training facilities 

22. We have dealt with the subject of training in tuberculosis 
for doctors and public health nurses in the section dealing with profes¬ 
sional education. A reference to this matter is also made here in 
order to indicate briefly the provision for training which is to be 
made during the short-term programme. 

23. The number of places, where facilities can be developed within 
a short time for the training of tuberculosis workers, medical and 
non-medical, is at present limited to five in British India. It is pro¬ 
posed that these should be supplemented by seven more training 
centres to be developed in the provinces during the first five years of 
the programme. During the next five years each of the 200-bed 
hospitals und each of the main clinics in association with it should form 
a training centre. Thus there will be 45 centres working throughout 
the second quinquennium. It is also anticipated that, of the 83 new 
areas where a 200-bed hospital and a main clinic will be established, 
■about 20 may be able to function as training centres during the last 
■two years of the period. 

24. We are advised by a special Sub-eommittee of tuberculosis 
■experts, which we appointed, that about 13,000 medical men will 
require special training in tuberculosis in order to meet the require¬ 
ments of the country. As regards public health nurses, we have 
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already stated our view that the same nurse should, when visiting, 
the homes of the people, carry out all the functions relating to tuber¬ 
culosis, maternity and child welfare, school health and other branches 
of health activity. It will thus be seen that the number of nurses to 
be trained in tuberculosis work will be considerable. A rapid 
expansion of training facilities has been suggested in order to meet 
this need for large numbers of trained doctors and nurses. 

Tuberculosis Surveys 

25. In order to provide a sound basis for the organisation of an 
effective campaign against the disease, information regarding the 
extent and nature of its incidence is essential. Information should 
be available as to which communities are most affected and what 
particulars age groups and which of the two sexes require special 
attention. A tuberculosis survey is meant to provide data throwing 
light on these problems. Such a survey may also reveal special 
factors, such as social customs and habits, economic and environ¬ 
mental conditions, which may have a bearing on the incidence of the 
disease and whose elimination or control should form an essential 
part of the anti-tuberculosis campaign in the group or community 
concerned. Tuberculosis surveys should thus constitute a necessary 
function of the organisation for combating the disease. 

26. We have already pointed out in our survey of tuberculosis in 
Volume I that, in any community in which the disease has been 
prevalent for some time, appreciable sections of the population take 
up the infection, often in the early years of their life. In the vast 
majority of such persons the defensive mechanism that the human 
body possesses is able to deal with the infection effectively. Adverse 
socio-economic and certain other factors, such as the period of 
exposure to infection, the size of its dose and the age of the person 
largely determine whether the power of the invading organism to 
do harm becomes neutralised by the resistance of the individual or 
whether the organism gains the upper hand and is able to produce 
the disease. Even where the infection is suppressed for the time 
being it may lie latent and the individual may, some years later, 
develop tuberculosis under the stress and strain of hard living condi¬ 
tions. Thus, in a community in which tuberculosis has been preva¬ 
lent for many years, persons who are healthy may, after some time, 
develop the disease eithei as the result of a recent infection or of a 
more remote one, which had been lying Intent. A well-conducted 
tuberculosis survey will provide information regarding 
the extent of prevalence of infection in the community ns well as 
the number of early and more advanced cases. In the more advanced 
countries of Europe and America, repeated surveys of the same 
population group are now being attempted as a valuable aid in 
detecting early cases, which are more amenable to treatment than 
patients in an advanced stage of the disease. 

27. In our short-term programme, with the limited resources at 
our disposal and with the need for providing remedial and preventive 
care as widely as possible, we feel that large-scale surveys will not 
lie possible. Nevertheless, the domiciliary health service, which we 
have recommended for development in association with every clinic, 
will itself constitute, in its day-to-day functioning, a survey of a 
somewhat limited character. At the same time, it is desirable that 
the trained staff of the clinic should undertake, as far as possible, 
surveys in limited population groups such as industrial workers. Such 
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surveys should include the determination of the rate of infection in 
the community concerned as judged by skin tests such as the 
Mantoux test and mass miniature radiography, as well as the detec¬ 
tion of cases in all stages of the disease. Information regarding 
environmental and other factors associated with the incidence of 
tuberculosis should also be collected. In order to ensure that such 
surveys are carried out satisfactorily we cannot do better than suggest 
the adoption, by health authorities, of the recommendations contain¬ 
ed in a memorandum embodying detailed instructions for the conduct 
of tuberculosis surveys, which was prepared by a special sub¬ 
committee appointed by the Tuberculosis Association of India. 

Welfare Services 

28. Welfare services form an essential part of the anti-tuberculosis 
organisation. If a patient, who is a wage-eurner on whom his family 
is dependent, is to be removed by the health authority as an open 
case and, therefore, dangerous to the community from the point of 
view of the spread of infection, it is necessary that his family should 
receive adequate financial help to maintain themselves. The field 
for welfare work is extensive and includes such matters as the provi¬ 
sion of adequate nourishment, clothing, better housing and other 
comforts to necessitous patients and their contacts as a part of the 
domiciliary treatment service. Similar provision to after-cure colonies 
should also be a function of the welfare organisation 

The place of Voluntary Organisations in the Anti-Tuberculosis 
Oampaign 

29. We have already referred, in the review, to two major organi¬ 
sations engaged in the campaign against the disease, namely, 
the Tuberculosis Association of India and the Bengal Tuberculosis 
Association. The former has its branches in all the provinces and 
in a number of States while the activities of the latter are confined 
to Bengal. While realising fully that, whatever extensions of State 
activity in the field of health may develop in the future, there will 
always remain, as far as we can see, opportunities for voluntary 
effort to play its part, we think that a demarcation of their res¬ 
pective spheres of action is desirable. In our view, it should be the 
responsibility of Government to make adequate provision for the care 
of all tuberculosis patients who are infective The ultimate objective 
should be to ensure that no open caso is left unprovided for. As 
regards after-care and welfare services we believe that Governments 
cannot absolve themselves of their responsibility, but voluntary 
agencies can also find here a field which offers a wide variety of use¬ 
ful activity in the interests of the community. The Tuberculosis 
Association of India has, during the few years of its existence, 
performed such functions as the offering of technical advice, through 
its Medical Commissioner, to Provincial and State health authorities, 
the organisation of special training courses in tuberculosis for doctors 
and health visitors, the bolding of All-India conferences of tuber¬ 
culosis workers and educational propaganda. The division of 
functions between Government and voluntary bodies, which has been 
suggested above, will make it the duty of Governments to train 
the required types of workers in adequate numbers and to maintain 
properly equipped and staffed anti-tuberculosis services. The duties 
that are now performed by the Medical Commissioner of the Tuber¬ 
culosis Association of India should, in our view, be carried out by 
an expert staff which should be maintained on the establishment of 
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the Director-General of Health Services with the proposed Central 
Ministry of Health. All-India conferences should also be arranged 
under the same auspices. In these circumstances, voluntary effort 
will tend to operate largely in the spheres of welfare service and 
educational propaganda. Such activities should, we suggest, receive 
from Governments financial and technical assistance where this may 
'be required. 

3. SMALLPOX 

Introduction. 


1. The average annual number of deaths from smallpox in British 
India, excluding Burma, during 1902-1941 are given below: — 

-r, • j Average annual 

Penod mortality 

1902-1906 . 84,914 


1907-1911 

1912-1916 

1917-1921 

1922-1926 

1927-1931 

1932.1936 

1937-1941 


94,834 

79,214 

84,828 

66,075 

. 77,902 

83,059 

54,989 


Although averaging in quinquennial groups of years has introduced 
-a certain amount of smoothing, it will be seen that the above figures 
present a considerable degree of variation from one five-year period 
to another. This is due to the fact that the epidemic prevalence 
of the disease differs to a great extent from year to year. Even 
after taking into account this fact, it is considered that the disease 
has shown some decrease during recent years. The average annual 
number of deaths from smallpox in British India during the period 
•of ten years, 1932-41, was 77-4 per cent, of the corresponding figure 
for a similar period of ten years at the beginning of the century, 
1902-11. When allowance is made for the increase in population that 
has taken place since the beginning of the century, the average rates 
of mortality from smallpox per 100,000 of the population are seen 
to be 40 and 25 respectively in the two ten-year periods under con¬ 
sideration. ’A decline in the incidence of the disease, as judged by 
mortality figures, is therefore evident. There is no room, however, 
for complacency when it is remembered that the average number 
of deaths per year from this disease during 1932-41 was as high as 
‘69,484. Further, the annual epidemiological reports published by 
the League of Nations show that India has the highest rate of 
incidence of smallpox among the countries for which statistics are 


given. 

2. Another disquieting feature of the situation is that, of the total 
•mortality from smallpox, appreciable proportions are recorded at the 
age periods 0-1 and 1-10. During the five-year period, 1937-41, 
deaths due to smallpox among infants under one, when expressed 
as percentages of the total mortality from this cause at all ages, 
ranged from 12-1 to 19-7 and, during the same period, the corres¬ 
ponding percentages for children between one and ten years varied 
from 19-2 to 30-5. In order to show how heavy the incidence of the 
disease has been on these two age groups, we give below certain 
figures which are quoted from the 1987 Annual Keport of the Public 
Health Commissioner with the Government of India. The expected 
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figures shown in the table have been calculated on the assumption 
that persons of both sexes and of all ages are equally liable to 
smallpox. It will be seen that, in practically every province, the 
actuals are in excess of the expected figures. The selective incidence 
of the disease in these two age groups is, therefore, clear. 

Deaths from Smallpox 



1937 

Under one year 

Between one and ten: 
year 

Actual 

Expected 

Actual 

Expected? 

North-West Frontier Province 


248 

30 

609 

262- 

The Punjab 


. 


1,480 

149 

1,821 

1,017 

Delhi 


• 


244 

20 

359 

142 

United Provinces 


• 



99 

1,034 

785 

Bihar 




458 

182 

798 

1,981 

Orissa 




267 

61 

391 

50& 

Bengal 




2,414 

928 

7,452 

7,161 

Central Provinces 




170 

16 

224 

114 

Bombay . 




410 

55 

804 

447 

Sind 




128 

22 

401 

204 

Madras 




677 

68 

713 

590 

Assam 




227 

67 

333 

289 


3. Apart from the extent of suffering and loss of human lives which 
these figures represent, it musi be remembered that the complications 
that often accompany an attack of smallpox may produce, even 
when the patient survives, various forms of disability, one of the 
most important being blindness. The high incidence of the disease 
among infants and children naturally results in such disabilities being 
produced in individuals who have to pass the greater part of their- 
lifetime with such handicaps as these disabilities will entail. 


Vaccination against Smallpox 

4. This abnormally high incidence of suffering, incapacitation and 
death is all the more deplorable because smallpox is perhaps the 
most easily controllable among the infectious diseases. If vaccina¬ 
tions are performed at regular intervals with a potent vaccine lymph: 
the level of immunity in the population can be raised so high as to 
eliminate smallpox as a community disease. The introduction of 
the infection on different occasions may give rise to sporadic cases 
but an outbreak of smallpox on a scale likely to threaten the public- 
health will be rendered impossible. 

5. The success that can be achieved in eliminating smallpox 
through vaccination has been demonstrated by the history of the 
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disease in the Philippine islands. For many years smallpox caused 
more than 44,000 deaths annually in that country. After the intro¬ 
duction of systematic vaccinations the disease almost disappeared. 
Thus in six provinces, where smallpox used to be responsible for an 
average annual mortality of 6,000 deaths due to this cause became 
reduced to an insignificant figure. In Manila, with a population of 
over 250.000, not a single death from smallpox occurred during a 
period of seven years. On the other hand, when the vaccination ol 
new-born children and fresh arrivals in the city was not effectively 
carried out between 1015 and 1010 the disease reappeared and over 700 
deaths were reported as the result of the epidemic. To quote an 
instance from India, we may turn to the Province of Madras. In 
1922 and 1923, the Provincial Government introduced, in each 
district, a health organisation consisting of a District Health Officer 
and a Health Inspector for each taluk. The employment of this 
staff gave an impetus to the campaign of vaccination against small¬ 
pox and increasingly larger numbers of primary vaccinations and 
revaccinations were done each year. In 1932, compulsory revacci¬ 
nation for the whole population was introduced in municipal and 
non-municipal areas throughout the province, except Madras city. 
The maximum interval prescribed by law between successive vacci¬ 
nations is 10 years. In the city of Madras, compulsion was introduced 
in 1936 and the prescribed interval is seven years. The substantial 
increase in the percentage of protected persons in the population 
resulting from these measures is reflected in the steady fall in the 
mortality from smallpox which is shown by the figures quoted 
below: — 

Average animal tleath rule per mille from smallpox in the province of 

Madras 


Period 

1917-21 






All ages 

0-77 

Above the 
age of 10 

■3604 

1922-26 



. 



0-46 

•1747 

1927-31 



, 



0-17 

•0751 

1932-36 






. 0-22 

0362 

1937-40 






0-06 

0392 


The large fall in smallpox mortality, at all ages, in the period, 
1937-40, as compared with the corresponding rate for those over ten 
years of age suggests that the vaccination campaign must have been 
more effective in protecting children under ten with their normal 
rate of high incidence of smallpox than older persons. 

OUR PROPOSALS 

6. The measures that are necessary for combating the disease are, 
(1) the isolation and treatment of patients, (2) observation of contacts 
during the period of incubation of the disease and their isolation 
as soon as they develop fever,, in view of their becoming infective 
at this stage and (3) the enforcement of vaccination among the 
people at periodical intervals in order to raise their immunity to the 
highest possible level. In regard to the measures indicated under 
(1) and (2) above, it must he remembered that smallpox is highly 
infectious and that a patient becomes infective from the early 
stages of the onset of the disease. Therefore, it is almost certain 
that the patient will have passed on the infection to those who live 
with him sometime before the health authority becomes cognisant 
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of the occurrence of the disease. Further, in the presence of an 
epidemic, the provision of facilities for isolating all cases is 
well beyond the resources of most local authorities in the country. 
The range of infectivity of the disease is so great that home isolation 
affords little protection to the other members of the family. Under 
such conditions, observation of contacts has little meaning as a 
preventive measure. In the circumstances and particularly in the 
beginning of our health programme, intensive vaccination of the 
population at regular intervals appears to afford the quickest and 
the most effective means of controlling the disease. We shall, 
therefore, deal with this subject in some detail in the succeeding 
paragraphs. 

7. We may set out our recommendations separately for (.1) the 
areas that will be included in our health development scheme during 
the short-term programme and (2) those outside the scheme. Before 
doing so, we may discuss certain points which are common to both. 
These have already been referred to in our survey of smallpox in 
volume I of this report, but are again being briefly presented here 
for the sake of convenience. 

8 Existing Position 

(a) Compulsory vaccination — 

(i) . Primary vaccination .-—Primary vaccination is not compulsory 
throughout the country. In 1941, only about 81 per cent, of the 
towns and 62 per cent, of the rural circles in British India were 
enforcing primary vaccination. There is no reason to believe that any 
appreciable increase has taken |>lace since that date in the number 
of areas in which primary vaccination is enforceable. In the 
provinces, the percentage of towns enforcing compulsory primary 
vaccination varied from 100 per cent, to 52-7 per cent. The 
provinces backward in this respect are the N.-W. F. Province, the 
United Provinces, Bombay and Assam. Iti the Province of Bombay, 
primary vaccination was enforceable only in 4-9 per cent, of the 
rural circles while in the N.-W. F. Province, the United Provinces, 
Sind, Assam, Coorg and Ajmer-Merwarn. primary vaccination was 
not compulsory even in a single rural circle, 

(ii) Revaccination .—There is no specific provision in the vaccination 
Acts of the provinces for compulsory revacciuation. In the province 
of Madras revaccination is, however, compulsory under the provisions 
of the Local Self-government Acts relating to municipalities and non¬ 
municipal areas. In these Acts, the appropriate section states that 
vaccination shall be performed “as prescribed'’. Taking advantage 
•of this provision, the Provincial Government issued statutory rules 
making revaccination compulsory throughout the province. In other 
provinces, the information available from the Annual Reports of the 
Public Health Commissioner shows that, occasionally, revaccination 
is made compulsory for limited periods and in specified areas through 
Temporary Emergency Regulations whieh are issued under the 
Epidemic Diseases Act. 

(b) Training of vaccinators, their recruitment and conditions of 
service. —There is considerable variation in the provinces as regards 
th 3 training given to vaccinators, the methods of their recruitment 
and their conditions of service. The duration of the training varies 
from three to ten months. The salary paid to vaccinators ranges 
from a minimum of Rs. 10 per month in Bengal to a maximum of 
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Rs. 50 to a first class vaccinator in Madras. In the provinces of 
Bihar and Orissa the conditions of service for vacciriators are most 
unsatisfactory. In Bihar paid vaccinators are employed only in 
municipalities and the scales of pay which are sanctioned by 
individual municipalities naturally vary. In all eases they are 
•extremely low. In the rural areas vaccinators are given no salary 
at all nor do they receive any travelling allowance. The fees they 
may realise from the people for vaccinations carried out in their 
homes are their sole remuneration. They are engaged for work only 
for the vaccination season (October to March) but may be called 
upon for further duty during emergencies. 

(c) The methods of production of vaccine lymph at the different 
vaccine institutes. —Vaccine lymph production is undertaken at the 
provincial centres of Belgaum, Lahore, Patwa Dangar, Calcutta, 
Guindy, Nagpur and Ranchi. The lines of production at the Institutes 
in all these places follow generally the accepted procedure in other 
countries. There is therefore no need for any marked departure from 
•existing practice. 

(d) The conditions, under which vaccine lymph is distributed and 
lised by vaccinators. —There is reason to believe, from ‘ certain 
investigations carried out by au Officer oil Special Duty in the office 
•of the Public Health Commissioner with the Government of India, 
that the present methods of distribution of vaccine lymph are not 
■such as to epsurc,its potency when actually used. 

(e) The vaccination season .—In the provinces vaccination is 
-carried out only during the cold weather, usually from October to 
March, the underlying idea being that in the hot weather the greater 
exposure to heat of the vaccine lymph is„likely to produce a deterio* 
ration in its quality. The result is that for about half the year no 
vaccination is carried out unless there is an outbreak of smallpox. 

The Rectification of the above-mentioned Defects 

9. We consider it essential that primary vaccination should be 
made compulsory throughout the country without delay. The Province 
of Madras has shown that, periodical revaceination can also be intro¬ 
duced and worked successfully even in the rural areas. In our view 
other Provincial Governments should follow this example as early 
as possible. 

10. Vaccination against smallpox should be the Dormal function of 
a properly developed health service such as we have recommended 
and no special class of vaccinator should be employed. In the early 
stages of our health programme their employment will, however, 
continue to be necessary in the areas outside our scheme. So long 
as this is so every endeavour should be made to remove the existing 
wide disparity between the provinces in regard to their training and 
conditions of service. The period of training should be about six 
months. Apart from the technique of vaccination, they should be 
taught (1) to keep their records correctly, (2) to check the unprotect¬ 
ed children's register in the villages during their tours as well as 
the birth and death registers, on the accuracy of which the correct¬ 
ness of the unprotected children’s register will depend and (3) to 
carry out such duties as sterilisation of wells and the reporting of 
cases of infectious disease which come to their notice during their 
*ours. 
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11. As the health organisation, we propose, will not be functioning 
in these areas it is desirable that the services of the vaccinator should 
be utilised not only to protect the people against smallpox but 
also to carry out various minor duties which will help to raise health 
administration to a higher level than that which prevails at present. 

12. No man can be expected to do public health service satis¬ 
factorily unless he is adequately paid for it. We recommend a scale 
of pay of Rs. 40—2—70 for a vaccinator aud security of tenure. We 
have suggested this scale of salary because we consider that, as our 
health scheme expands, the more efficient among these vaccinators 
should, after such additional training as may be necessary in each 
case, have opportunities of being promoted as health assistants and 
later as public health inspectors. The scales of pay which we have 
recommended for the two latter posts are Rs. 60—5—100 and' 
Rs. 100—5—150. 

13. The question of ensuring the potency of vaccine lymph during 
its use in the field and of extending the vaccination season into the 
hot weather are inter-connected. We recommend that the possibility 
of providing facilities for cold storage in a number of places in each' 
province, in order to keep the lymph at its original strength for pro¬ 
longed periods, should he investigated. Tho development of a 
number of such centres in n province will help to shorten the period 
of exposure to heat that the lymph has to undergo during its use in 
the field. With the creation of such storage facilities it should be 
possible to carry out vaccination throughout the year. 

OUB BKCOMMENDATIONS 
The Areas under our Scheme 

14. Vaccination against smallpox should be one of the normal 
functions of the public health inspectors, public health nurses and 
midwives employed in each primary unit. We realise that the 
establishment of a special class of vaccinator was justified in those 
dnys when this was the first form of public health activity taken up- 
by the authorities. Rut vaccination is only one of the many forins 
cf specific protection against particular diseases which the Health 
Department should provide for the people and the. operation itself 
is so simple that there is no justification for the employment of a 
special staff for this purpose in tho areas where our health programme 
will be introduced. 

15. Tho average population of a primary unit in our short-term 
programme is about 40,000. The aim should he to ensure adequate- 
protection to the. whole, of this population. In view of the unsatis¬ 
factory results which have so far been achieved by vaccination in 
the past, particularly in the rural areas, we recommend that during 
the first year the whole population should be vaccinated. There¬ 
after, the operation need be repeated only every five years. In 
Java it is understood that one man can vaccinate 500 persons 
per day provided proper arrangements are made for the- 
collection of the people beforehand. Even assuming that this 
standard of efficiency may not he attained immediately in India, 
250 persons per day cannot be considered as an unreasonably high 
figure. The total work involved in a primary unit is, therefore, 
about 160 man days and. when distributed among a staff of 10 persons 
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including the public health inspectors, nurses and midwiveB, it 
represents for each individual only 16 days’ work in the year. Taking 
into consideration failures of vaccination and the need for repeating 
the operation the total period for each member of the staff should 
not extend beyond 18 or 20 days. 

The Areas outside our Scheme 

16. An intensive campaign against smallpox should be organised 
without delay in these areas also. With the type of training and 
improved conditions of service we have already recommended for the 
vaccinator we believe that a reasonably efficient worker will be 
produced, who will help to raise not only the level of immunity 
against smallpox in the population, but also to make more effective 
the campaign against other diseases such as cholera, through the 
preventive work he would perform. 

17. The average number of vaccinations performed in a year by a 
vaccinator differs considerably in the provinces. It was as low as 
1520 in Bihar in 1939 while the highest figure of 7,587 was recorded 
in the Punjab as against an average of 2,951 for British India as a 
whole. Among the eleven Governors' Provinces seven gave figures 
falling short of this average. They were the United Provinces, 
Bihar, Orissa, Bengal, Assam, the Central Provinces and Sind. On 
the other hand, the performance of vaccinators in the provinces of 
Delhi, the Punjab and the North-West Frontier Province was more 
than twice the average figure for British India. 

18. What should be the number of vaccinators to be prescribed 
for specific units of rural and urban population? In determining the 
number of vaccinators for rural and urban areas, the wider distri¬ 
bution of population and the smaller facilities for travelling in rural 
areas, as compared with towns and cities, should be taken into 
consideration. Conditions vary to such an extent between individual 
urban centres and among villages that it is not easy to give due 
weight to these factors and prescribe suitable standards. 

19. In the province of Madras where compulsory primary and re¬ 
vaccinations have been in force for some years, the Director of 
Public Health states that the minimum for primary vaccination is 
.fixed at 3 to 3’5 per cent, of the population per annum in both urban 
and rural areas and at 6 per cent, for revaccinations. The average 
birth rate in the provinces is estimated at 40 per mille and it is 
stated that due allowance has been made for infantile mortality in 
fixing the minimum for primary vaccination at 3 to 8*5 per cent. 

. (or 30 to 35 per mille) of the population. This provides for an 
infantile mortality rate ranging in different places from 125 to 250 
per 1,000 live births. Even if the rate be higher in certain 
places, the prescribed percentage of 3 to 8-5 for primary vaccinations 
will probably prove satisfactory for some time because a certain 
proportion of older children and adults would have escaped vaccina¬ 
tion in infancy. 

20. It will be seen that primary vaccinations and revaccinations 
will together cover about 9 to 9-5 per cent, of the population in Madras 
every year, and in 10 years at least 90 per cent, will be immunised. 
Thereafter, the proportion will be kept at that level. In view, of 
administrative difficulties in keeping correct records of the vaccinal 

, condition of the adult population, a certain proportion of whom move 


CHAPTKU XI 


about from place to place, such a level of performance may bo 
considered satisfactory, 

21. A total number of 834 vaccinators was employed in the 
province of Madras in 1940 and the average number of vaccinations 
for each man was in the neighbourhood of 6,000 per year. This is 
the standard of performance in the provinces of Delhi, the Punjab 
and the N.-W. F. Province. There is no reason why the other pro¬ 
vinces should not reach this standard. In determining the number of 
vaccinators required for rural and urban areas in the different pro¬ 
vinces, the standards prescribed by the Madras Government seem 
satisfactory, provided the interval between revaccinations is fixed 
at 10 years. When dealing with the large populations of the 
provinces of India this interval can be accepted as reasonably 
satisfactory. If individual provinces were to fix tha annual mini¬ 
mum number of vaccinations to be performed by a vaccinator at 
6,000 and prescribe that, in each rural and urban vaccination circle, 
the annual minimum for primary vaccination should be about 3-5 
per cent, of the population and for revaecination 6 per cent., it 
Bhould then be easy to work out the total number of vaccinators 
required for the province concerned and their relative strength in 
the different circles. 

22. We have described at some length the procedure m Madras in 
the hope that the information given will prove useful to other 
provincial authorities when they proceed to enforce a campaign, of 
intensive immunisation against smallpox. 

The Long-Term Programme 

23: We anticipate that, by the time the long-term programme is 
completed, immunisation of the population against smallpox by the 
enforcement of vaccination at periodical intervals will have become 
such an established practice as to have eliminated the disease from 
the country except as sporadic outbreaks resulting from the intro¬ 
duction of infection from outside. 

24. Other factors helping towards the elimination of smallpox in 
an epidemic form in the community will, it is expected, also come 
into existence. These include, among others, better housing condi¬ 
tions which will help to prevent or at least reduce overcrowding as 
compared with the existing state of affairs, and a spirit of active 
co-operation with the health authorities arising out of the peoples' 
intelligent understanding of the purpose, to be achieved by the 
measures instituted against the disease. 

4. CHOLERA 


Introduction 

1. Certain parts of India have the reputation of being endemic 
areas for cholera. The Bengal delta and the basin of the Cauvery 
river in the province .of Madras have been considered as such areas 
and it has been suggested by more than one health authority that 
epidemic outbreaks of the. disease arise in these regions and spread 
to different parts of the country. During the nineteenth century 
there occurred three or four pandemics of cholera, which covered in 
their sweep the continent of Europe, the British . Isles and even 
America. These pandemics have been traced to India as the place 
of origin. Along with smallpox and plague, cholera is another 
important disease against which a number of countries, with whom 
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India has trade relations, impose quarantine restrictions, from time 
to time, on passengers from this country by land, sea or air. 

The Geographical and Seasonal Incidence of Cholera 

2. There is perhaps no infectious disease which shows a greater 
variability in its incidence from year to year than cholera. Below 
are given figures of cholera mortality in British India, excluding 
Burma, as averages for quinquennial periods from 1877 to 1941: — 


Period 

1877-81 








British India 
(excluding Burma) 
Annual average 
2S8.949 

1882-86 








286,106 

1887-91 








400,834 

1892-98 








443,890 

1897-01 








383,294 

1902-06 








367,160 

1907-11 








397,127 

1912-16 








328,693 

1917-21 








392,070 

1922-26 








143,890 

1927-31 








297,750. 

1932-36 








140,440 

1937-41 








147,423 


It will be observed that, in spite of the smoothing introduced by 
averaging in five-yearly periods, the range of variation is extensive, 
from about 141,000 to about 444,000. If figures for individual years 
were examined the variation in the figures would be found to be 
even higher. 

3. The incidence of cholera in India varies from province to 
province and from year to year. The provinces, where its incidence is 
high, are Madras, Bengal, Bihar and the Central Provinces and, to a 
smaller extent, Orissa and the United Provinces. A striking feature 
of cholera is the regularity of its seasonal incidence in the different 
parts of the country; for example, in Bengal the peak of the epide¬ 
mic is generally reached between March and April, in Bihar in 
May, in the United Provinces about June and in the Punjab in 
August. 'While it may seem reasonable to expect that modern 
developments in rail and road transport would facilitate the spread 
of the disease, a striking feature of the epidemiology of cholera is 
that its ostensible westward movement, as indicated by its seasonal 
prevalence, has, broadly speaking, remained undisturbed from the 
time when such facilities for travel were not available. There 
must, therefore, be other factors responsible for the appearance of 
the disease at specific seasons of the year in particular areas and, 
although certain explanations have been put forward, no complete 
and convincing answer to this question is yet available. 

4. The seasonal character of the incidence of cholera does not, 
however, mean that its spread is not associated with large move¬ 
ments of population. Pilgrim centres, which attract at intervals 
large numbers of visitors, have, indeed, played an important part, 
in the dissemination of the disease and, in more recent years, the 
enforcement of rigorous sanitary measures in connection with such 
festivals has become a recognised public health procedure throughout 
the country. We shall refer to this subject in greater detail later. 

Preventive Measures 

5. In the case of cholera, as in many other communicable diseases, 
the main reservoir of infection is man. The patient excretes the 
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organism in large numbers in his stools and vomited material while 
it is known that, for a period varying from a few days to a few weeks 
after the attack, his stools continue to be infective. Such evidence 
as is available does not support the idea of chronic carriers of cholera 
infection as in the case of typhoid. It is, however, known that 
healthy persons in contact with patients may sometimes take up 
infection and, without themselves falling ill, communicate infection 
to others. The life of the organism is, as far as is known, of short 
.duration in water and in the general physical environment. The 
.common channels through which the germs are distributed have 
long been known to be articles of food and drink contaminated with 
the infective material. 

6. The preventive measures fall under two main heads, (1) those 
which are directed towards blocking the channels of-infection and 
,(2) those which are designed to promote an increase in the resistance 
..of the individual and of the. community against the disease. 

.Control of the spread of Infection 

Measures for controlling the spread of cholera should include:— 

(1) isolation and treatment of the patient, special attention 

being paid to the sterilisation of infective material 
and, before the necessary measures for this purpose 
can be carried out, to such steps as will prevent the 
conveyance of Infection through flies or other agents 
to human beings or articles of food and drink; 

(2) sterilisation of common water supplies which, in areas 

without a protected water supply, are likely to be 
contaminated with cholera material; and 

(3) a general improvement in sanitation, one result of which 

will be to eliminate flies and other insects that play 
an important part in the transmission of infection. 

The Strengthening of the Resistance of the Individual and of the 
Community to Infection 

The most important measure in this connection is preventive 
inoculation against cholera. Other measures mainly consist of the 
practice of personal hygiene, including special precautions to avoid 
the consumption of unripe fruits and other articles likely to upset 
the smooth functioning of the digestive tract. 

7. From our brief discussion of the cholera problem in India in the 
preceding paragraphs, the conclusion seemB to emerge that the 
campaign against the disease should concentrate on its effective 
control and eventual elimination in those areas, which have been 
considered endemic foci by health authorities because a tendency 
has been noted for its more frequent occurrence in such areas than 
in others. A considerable improvement of the sanitation of these 
areas, including the provision of protected water supply, satisfactory 
disposal of nightsoil and rubbish and control of food and drink in 
order to ensure freedom from contamination, form the most import¬ 
ant permanent steps for stamping out the disease. Other measures, 
such as isolation and treatment of patients, disinfection of infective 
material, preventive inoculation and the practice of personal 
hygiene are undoubtedly of value for controlling its spread during 
specific outbreaks but, in the absence of the steps necessary for 
securing a definite and lasting improvement in environmental 
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hygiene, there can be no elimination of cholera as a community 
disease. Further, even the success achieved by the active prosecu¬ 
tion of the measures outlined above for controlling individual out¬ 
breaks is bound to be of a limited nature. 

8. These views of ours are in conformity with the results of recent 
researches on cholera carried out between 1934 and 1940 under 
the auspices of the Indian Research Fund Association. In a survey 
of the results, Major-General Sir John Taylor, who was till lately 
Director of the Central Research Institute and Chairman of the 
Cholera Advisory Committee, of the Association, has stated “that 
the point at which preventive measures should be applied is 
the area from which infection is primarily derived—that is in the 
endemic areas. The application of a long-term policy of sanitary 
improvement in the known endemic areas, especially directed 
towards dealing with the factors concerned in the maintenance and 
spread of cholera would, in time, result in a great reduction of risk 
and might even succeed in eventually eliminating infection 
altogether.” 

9. Such permanent improvements will, it may be noted, control 
not only the incidence of cholera but also that of other bowel diseases 
such as enteric fevers, dysentery and diarrhoea. Although no 
reasonably correct estimate of their total incidence is available 
it may not be far wrong to assume that those diseases may together 
be responsible for two or three times the number of deaths due to 
cholera, because the average annual registered mortalities from 
dysentery and diarrhoea together form about 180 per cent, of that 
from cholera. 

10. We may now take up, for separate consideration, the different 
measures we have discussed above. These can broadly be divided 
into two groups: permanent and temporary. 

Permanent Measures 

11. Of these the most important is the provision of protected 
water supplies and of satisfactory systems of nightsoil disposal. Wc 
have suggested, in the chapters dealing with these subjects, the need 
for a comprehensive programme of development of urban and rural 
water .supplies and drainage. It is suggested that, in providing 
these basic facilities for sanitary improvement, Provincial Govern¬ 
ments should direct that those who are responsible for drawing up 
plans should, in fixing priority, take into consideration the incidence i 
of cholera in individual villages and towns. In this way, the more 
important centres of cholera prevalence can be brought under control 
and the spread of the disease from such sources of infection prevented. 
Wo have suggested that the provision of protected water to the whole 
population of British India should be completed in a period of about 
35 years. Side by side with this, the establishment of sound night- 
soil disposal systems, on the lines indicated in the chapter dealing 
with general sanitation, should also be proceeded with in the 
provinces. 

12. Simultaneously with these improvements the gradual exten¬ 
sion, over the country as a whole, of the health organisation we have 
recommended should help to introduce a large measure of control 
over the food of the people to ensure freedom from contamination, 
and to promote a rise in the general level of environmental hygiene. 
The combined effect of all these measures will be, we have no doubt, 
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to produce a marked reduction in the incidence of cholera and of 
other bowel diseases. 

Temporary Measures 

IS. These are mainly directed against a threatened or current 
outbreak of the disease. Such measures include:— 

(a) notification of cases; 

(b) isolation and treatment of the patient wherever possible, and 
disinfection of infective material; 

(c) sterilisation of water supplies liable to contamination and 
their protection against the possibility of becoming infected later; 

(d) preventive inoculation; 

(e) special health measures in respect of festival centres and 
other places where large gatherings of people take place periodio&lly 
and 

(f) educational propaganda in order to secure the co-operation of 
the people in carrying out anti-cholera measures. 

14. (a) Notification of canes. —Cholera is a notifiable disease m 
urban and rural areas throughout British India. Nevertheless, for 
reasons stated in the chapter dealing with vital statistics, notification 
is not, in many parts of the country, either sufficiently prompt or 
complete to permit of early and comprehensive action being taken 
by the health authorities. Without going into details it may be 
stated that, both in the areas under our scheme and in those outside 
it, the carrying out of our proposals should help to ensure that cases 
are reported promptly and that omissions to notify are reduced to 
the utmost possible extent. 

15. (b) Isolation and treatment of patients, wherever possible, and 
disinfection of infective material. —Isolation of patients is an 
important measure but, until existing hospital accommodation 
increases considerably, it will be difficult to ensure their isolation to 
any large extent. The incidence of the disease is high among the 
poorer and lower middle classes of the population and, both in urban 
and in rural areas, housing conditions are so unsatisfactory as to 
make home isolation of little practical value. Further, when the 
disease appears in epidemic form, the number of villages affected 
and the number of persons attacked in individual villages may often 
be so high that any attempt to isolate all patients may be impossible. 

16. In our review, earlier in this chapter, of existing provision for 
the segregation of patients through infectious diseases hospitals, 
we pointed out that the working of moBt of these institutions, 
although they are situated in large cities, was very unsatisfactory. 
There is no justification for such a state of affairs and the matter 
should receive immediate attention from provincial health 
authorities. 

17. For the large number of patients, who cannot be removed to 
hospital, home isolation should, whenever possible, be advised by 
the health staff. The supply, without payment, of suitable disin¬ 
fectants to such homes and to all others, where cases occur, and 
instruction of the patients’ relatives in the proper use of these 
disinfectants should help to check the spread of the disease. As far 
as possihle, the health staff should assist in the carrying out of 
such disinfection. 
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18. The provision of home treatment for cholera should also be 
attempted, wherever possible. It is recognised that continuous 
medical care including the timely administration of hypertonic 
saline, would be almost impossible in the home, especially when 
a severe outbreak results in the necessity for treating a large 
number of patients at the same time. Additional staff of medical 
and auxiliary personnel from other areas should be rushed to the 
affected towns and villages and every eSort should be made to make 
such treatment available to the people. As the health programme 
develops, an increasing provision of staff and of institutional 
facilities should help to make the medical care available to the 
people during such outbreaks more and more adequate. 

19. (c) Sterilisation of water supplies liable to contamination and 
their protection against re-infection .—The provision of protected 
water supplies to both rural and urban communities throughout the 
country is the objective to be reached as soon as possible. Until it 
is attained, we must look to the primary unit staff in the areas 
under our scheme to carry out effectively the sterilisation of water- 
supplies in cholera-infected villages. Where there are several 
sources of drinking water in such villages, it should be possible to 
ensure that only a few of these sources, which can be repeatedly 
sterilised and kept under control, are used by the people. 

20. (d) Preventive inoculation .—The popularity of anti-cholera 
inoculation has been a process of steady growth. The report of a 
special Committee of the Central Advisory Board of Health, which 
investigated the question of compulsory anti-cholera inoculation of 
pilgrims attending festival centres, shows that, between 1928 and 
1938, the number of inoculations in British India rose from about 
3,400,000 to nearly 10,800,000 per year. Taking these figures and 
other evidence available to us into consideration, we came to the 
conclusion that public opinion in favour of inoculation had deve¬ 
loped at an altogether unexpected rate. During the past two years, 
when the abnormal conditions arising out of the War produced 
widespread outbreaks of the disease in different parts of the country, 
millions of inoculations were carried out and there was no opposition 
from the people to the enforcement of this protective measure. For 
instance, in Bengal alone, within the period from 1st November 
1943 to the end of September 1944, there were about 18 million 
inoculations. 

21. The primary unit staff should be able to carry out, within its 
area, an effective immunisation of the people when an outbreak of 
cholera or the threat of an outbreak makes the conferment of such 
protection necessary. In thia inoculation campaign the doctors, 
public health inspectors and public health nurses should all parti¬ 
cipate and thus quickly protect a large section of the population. 

22. The question of permitting non-medical personnel, such aa 
public health inspectors, to carry out preventive inoculation against 
epidemic diseases was carefully considered by the Central Advisory 
Board of Health in 1940 and its decision was in favour of their being 
permitted to do so under proper supervision. Since then it is under¬ 
stood that, in a number of provinces, the health authorities have 
been utilising the services of these inspectors for inoculation 
campaigns during epidemics. Fully trained public health nurses 
and even health visitors, after being suitably instructed, should be 
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able to carry out such inoculations. We recommend that, by frequent 
inspections, the two medical officers of the primary unit should 
exercise, especially during the early stages, adequate supervision 
over all non-medical personnel engaged in carrying out such inocu¬ 
lations, in order to ensure that efficient sterilisation and other 
necessary precautions are taken by them. 

23. (e) Special health measures in festival centres .—In view of 
the recognition of the part which the large periodical gatherings ot 
people at festival centres can play and have played in the spread of 
infectious diseases, particularly cholera, it has become a recognised 
practice for provincial authorities to take elaborate measures on such 
occasions. Considerable emphasis is laid on an improvement 
of the, sanitation of the locality, inspection posts are established 
at all points where traffic converges on the festival centre by road, 
rail or waterway, and spe,eial provision is made for the control 
of food and water supplies, for medical relief, for the detection 
of cases of infectious diseases and for -the proper segregation 
and treatment of such cases. In addition to these measures, it has 
been found useful to enforce the compulsory inoculation of persons 
against cholera before they are permitted to attend festivals. In 
1040 the Central Advisory Board of Health, after carefully consi¬ 
dering the report of a special committee which it had appointed to 
investigate this question, gave its blessing to the proposal that 
health authorities in India should adopt this additional precaution¬ 
ary measure in festival centres. Later the efficacy of this measure 
was again tested at the Sitarnarhi festival in Bihar, and excellent 
results have been reported. In these circumstances, while recognis¬ 
ing that all the other measures indicated above arc necessary in 
order to ensure the health of the pilgrim population, we would 
endorse the recommendation of the. Central Advisory Board of Health 
and suggest to Governments the desirability of enforcing compulsory 
inoculation against cholera before a pilgrim is permitted to attend 
any specific festival, whenever the possibility of an outbreak of the 
disease cannot be ruled out. 

24. (f) Educational propaganda .—While all the measures outlined 
above are undoubtedly valuable, the extent of their usefulness will 
be largely determined by the amount of co-operation that can be 
secured from the people. Intelligent co-operation can be based only 
on a full understanding by them of the purpose underlying the 
measures and on their acceptance of the need for their enforcement. 
Educational propaganda constitutes, in our view, the most efficient 
means of securing the support of the people, and such propaganda 
should, therefore, form an important part of our anti-cholera pro¬ 
gramme. The war against disease and dirt will have been half won 
if the community can go forward to the fight armed with sufficient, 
knowledge to enable each individual to fulfil his or her part with zeal 
and effectiveness. 

25. We recognise that an anti-cholera campaign on the lines out¬ 
lined above can be carried out more effectively in the areas where 
our scheme will operate than in those not included in it. The sugges¬ 
tions we have made, earlier in this chapter, for increasing existing 
provision for medical relief and for facilitating control measures 
against epidemic di mses through the establishment of travelling 
dispensaries and of epidemic squnds will, it is hoped, help to 
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promote the carrying out of anti-cholera measures in a more efficient 
manner than has been possible in the past. 

5. PLAQUE 

The Incidence of Plague 

1. Plague was introduced into Bombay from China in 1890 and, 
within a few years, it spread widely through the country. Its 
maximum incidence was reached in 1904 with a registered mortality 
of 1,144,000. Since then, a steady reduction in its prevalence has 
taken place, the past decade or more having witnessed a considerable 
fall in the annual mortality from this disease. The figures given 
below, which are quoted from the Preliminary Report of the Public- 
Health Commissioner with the Government of India for 1939, indicate 
clearly this decline in the incidence of plague:— 

British India 


Period 

1 

Total 

plague 

deaths 

■ 

Figures in 
column 2 
expressed as 
percentage 
of total 
deaths during 
1898—1938 

3 

Annual 

average 

4 

1898-1908 . 

6,032,693 

49 

648,427 

1909-1918 . 

4,221,628 

34 

422,15> 

1919-1928 . 

1,702,718 

14 . 

170,272' 

1929 1938 . . . . . 

422,880 

3 

42,288 


12,379,819 




The average annual mortality from this cause during the three 
years 1939, 1940 and 1941 was only 19,847 or 45-7 per cent, of the 
corresponding average for the ten-year period 1929—38. 


2. The epidemiology of plague .—While this continued decrease in 
the incidence of plague is no doubt gratifying, it must be remember¬ 
ed that this decline has not been brought about by the effectiveness 
of any specific measures undertaken for its control. The history of 
plague in India and elsewhere clearly indicates that the prevalence 
of the disease, during certain periods, increases considerably both 
by an extension of its geographical distribution and by a rise in its 
incidence in individual places, while at other times there occurs a 
diminution of the disease, through a rapid contraction of the territory 
covered and a marked decrease in the number of cases occurring 
in the affected areas. In India too, both these changes have charac¬ 
terised the marked decrease in the incidence of the disease during 
recent years. 

3. Plague is primarily a disease of certain rodents and human 
infection on an appreciable scale takes place only under conditions 
favouring close association between man and such rodents. In certain 
parts of the world, plague infection among such animals never dies 
out and these constitute endemic areas from which infection spreads 
to other regions from time to time. In India the animal is the rat 
while in South Africa it is the gerbille, in California the ground 
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squirrel and in South-eastern Siberia and Manchuria it iB the 
tarbagan. Periodically outbreaks of the disease take place on a 
large scale Among sucn animals and destroy large numbers of them. 
For a time the infection lies dormant but, when the animals breed 
and a large susceptible group is produced, an epidemic wave starts 
again. 

4. Man becomes infected from such animals through the bite of 
the fleas which live and feed on them. Without going into details 
regarding the mode of transmission of infection it will be clear that 
opportunities for close association between man and the special rodent 
responsible for keeping alive plague in the area concerned is a 
fundamental factor for the production of the disease in Human com¬ 
munities. Widespread outbreaks among such animals may lead to 
territorial extensions of plague while the transportation of infected 
rats or infected fleas through grain traffic or in other ways may result 
in the starting of the infection in areas far removed from the endemic 
foci of the disease. 

Lieut.-Colonel S. S. Sokhey, I.M.8., Director, Haffkine Institute, 
Bombay, who has for many years been associated with plague 
research, considers that a number of such endemic centres exists in 
India. 

5. Plague appears in two main forms, bubonic and pneumonic. 
The former is characterised by the development of buboes or swellings 
in the groin, arm-pit or neck of the patient and, although it is the 
leas severe form of the two, the rate of mortality may be as high as 
60 to 70 per cent, among those who are attacked. It is in the trans¬ 
mission of bubonic plague that the rat and certain types of rat fleas 
play their part. Pneumonic plague is a form of severe pneumonia 
set up by the plague germ and its infection is conveyed from person 
to person through the air. The chance of any one in contact with a 
patient contracting pneumonic plague is very high and the rate of 
mortality is practically cent, per cent. The large majority of plague 
cases occurring in India is of the bubonic type. Occasionally, through 
causes which remain largely unexplained, a case of pneumonic plague 
starts in the midst of a bubonic outbreak and then it runs a rapid 
course killing off all those who are attacked. In India such out¬ 
breaks of penumonic plague have been so far strictly limited in the 
extent of their prevalence, a termination being reached with the 
extermination of the specific group exposed to infection. In colder 
countries such as Siberia, the disease may start with a limited number 
of bubonic cases, but plague pneumonia soon appears on the scene 
and the subsequent spread of the disease has often been rapid and 
extensive, with the result that thousands have succumbed to it 
during specific epidemics. Probably the climate is an important 
factor in determining the type of plague. Greenwood* states that, 
in the fourteenth century, plague as it spread slowly across Europe, 
exhibited the tendency to become pneumonic in the winter and to 
change to the bubonic form when the weather grew warmer. 

6. Anti-plague Measures .—In India bubonic plague is the disease 
with which we have mainly to deal. As this form of plague is essen¬ 
tially a disease of rats in this country and as cases in human beings 
occur through the transference of infection from rats to man, the 
most important preventive measure in regard to the control of this 

* " Epidemics and crowd-diseases ” by Major Greenwood. 
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disease is the keeping down of rats in residential areas, which must 
help to prevent the occurrence of widespread outbreaks of rat plague 
its well as to reduce the chance of infection spreading from rats to 
■man. When an outbreak of human plague is imminent or has 
actually taken place, other measures will also be necessary in order 
to protect the community concerned and these will include such 
steps as preventive inoculation, the evacuation of people from in¬ 
fected localities or houses and the provision of adequate treatment 
for patients. All these measures against plague should, as in the 
case of cholera, be enforced intensively in the endemic centres of the 
disease in order to secure definite control over its incidence and later 
its eradication, if possible. 

7. The necessary measures may broadly be divided into two 
groups, permanent and seasonal. The former include: — 

(1) construction of rat proof dwellings and rat proof grain 

stores and railway godowns; 

(2) control over the location of certain trades and industries 

which attract rats and 

(3) an improvement of the general sanitary condition of towns 

and villages. 

All these measures are meant to keep down the rat population. We 
■shall deal with them separately. 

Jlat-prooflng 

8. (a) Dwelling a .—In the Netherlands East Indies, the authori¬ 
ties have promoted the construction of a simple type of rat-proof 
■dwelling by means of type plans and grant of subsidies. This mea¬ 
sure is said to have had considerable influence on the control of plague 
in that country. In the Cumbum Valley in Mftdura district of Madras 
Presidency, experiments were in progress for a number of years, 
■under the auspices of the Indian Research Fund Association, and 
-a type of hut, suited to village conditions, has been evolved. It 
costs less than Rs. 100 and has been shown by close observation 
to have remained free from rats for two years. The popularisation 
of such a type of dwelling should prove helpful in the campaign 
.against plague. 

(b) Grain stores. —Rat-proofing of grain godowns is of special 
importance. At least in certain provinces local authorities possess, 
under the Local Self-government Acts, power to regulate the storing 
of grain for sale to the public. They should use these powers to 
ensure that such grain stores are not located in congested areas and 
rthat they are rendered rat-proof, It will also be of advantage if 
■suitable stores and retail shops can be constructed by local authorities 
■and rented out to grain merchants. By combining the enforcement 
of law with the provision of properly constructed stores from public 
“funds it should be possible to control the grain trade in such a manner 
as to reduce effectively the danger which it now constitutes in places 
'liable to outbreaks of plague. 

Storage of grain in private houses should also be controlled. In 
-different parts of the country various types of bins and methods of 
•storage are in use. It may not be possible to provide a single type 
■suitable for use throughout the country; it is, therefore, suggested 
that provincial health authorities should, in consultation with their 
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local officers, prepare plans for a number of types of storage vessels 
and induce the people to use them. 

The conversion of existing granaries into rat-proof stores should 
also be carried out on the lines approved by local health authorities. 

(c) Railway premises. —It is equally important to provide rat- 
proof godowns in railway premises. Grain and other material likely 
to, attract rats are stored for varying periods at railway stations, thus 
increasing the chances of plague infection. 

Tn all grain stores for wholesale and retail sale and in railway 
premises it is essential that, in addition to rat-proofing, measures 
for the destruction of the rats that may be introduced in spite of all 
precautions, should also be carried out continuously. Local health 
authorities should make suitable legal provision for the enforcement 
of this measure and should ensure that it is carried out effectively. 

Location and Control of certain Trades and Industries 

9. Local authorities huve power, under Local Self-government 
Acts, to regulate the location and the carrying out of a number of 
trades and industries which are likely to attract rats. For instance, 
the Madras District Municipalities and Local Boards Acts give +o 
municipal and non-municipal health authorities the power to regulate 
a number of trades of which the following are examples: — 

(a) Washing soiled clothes and keeping soiled clothes for the 

purposes of washing them, and washed clothes; 

(b) boiling paddy, or camphor; 

(c) melting tallow or sulphur; 

(d) storing or otherwise dealing with manure, offal, blood, 

bones, rags, hides fish, horns or skins; 

(e) washing or drying wool or hair; 

(f) making fish-oil: 

(g) making soap, dyeing, boiling or pressing oil, making 

bricks, tiles, pottery or lime; 

(h) manufacturing or distilling sago; manufacturing artificial 

manure; 

(i) keeping a public halting place, choultry or other rest-house 

for travellers, a hotel, restaurant, eating house, coffee 

house, etc.; 

(j) preparing flour or articles made of flour for human con¬ 

sumption or sweetmeats; 

(k) selling grain or jaggery wholesale or storing grain or jaggery 

for the wholesale trade; 

(l) manufacturing jaggery or sugareandy. 

It will be seen that many of these trades, if carried on without 
due care, will provide abundant food to rats and will, therefore, 
help to increase their numbers. The location -of many of these 
trades in densely populated areas should be discouraged, specially 
in regions where plague is endemic. If,, however, these trades are 
permitted in such areas, due precautions-should be enforced in order 
to keep down.the rat population. 

10. Improvement of general sanitation. —The throwing of garbage- 
in public places encourages the breeding of rats by providing them- 
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with food. A general improvement in the sanitation of rural and 
urban areas will, therefore, be an important contribution to the 
campaign against rata. 

Seasonal Measures 

11. Temporary measures include (1) rat destruction, (2) a periodi¬ 
cal cleaning of homes, (3) control of movements of goods, particularly 
grain, (4) preventive inoculation, (5) evacuation of infected houses 
or localities and (6) treatment of patients. 

12. Rat destruction ,—Of recent years the most effective method 
of rat destruction has been found to be through the use of cyanogas. 
It has been shown that fumigation of rat holes by cyanogas year 
after year constitutes an effective method of reducing the incidence 
of plague in endemic areas. Under the uuspices of the Indian 
Research Fund Association cyanogas fumigation was carried out in 
Cumbum Valley over a number of years in order to determine its 
value as an anti-plague measure. The Plague Advisory Committee 
of the Association, after reviewing the results m December 1940, 
came to the conclusion that cyanogas fumigation operations, syste¬ 
matically carried out in the infected and threatened villages during 
the previous six years, had been mainly responsible for the marked 
reduction in the incidence of plague in this endemic area. We, 
therefore, recommend strongly the adoption of this measure in all 
endemic centres of the disease, 

13. Periodical cleaning of homes. —-A periodical cleaning of the 
house, particularly during the weeks preceding the plague season in 
the locality concerned, is h salutary measure in areas liable to out¬ 
breaks of the disease. The turning out of the contents of the house 
and exposure to the sun of bedding, clothing, furniture and other 
articles will help to disturb the rat population and to kill off the fleas. 

14. Control of movement of goods particularly grain. —The part 
that grain traffic plays in the transport of plague infection, from 
plague stricken areas to those which are free, is well known. In 
regions, in which the disease is endemic, an attempt should be made 
by the local health authorities to study normal movements of grain 
and to ascertain the areas to which it is ordinarily transported in each 
month of the year. When such information is available it should be 
possible, by administrative measures, to ensure that grain known 
to be emanating from infected villages is examined and dealt with 
properly (e.g. cyanogas fumigation) before being sent out. In this 
connection, the closest possible co-operation between local health 
and railway authorities will be necessary. 

15. Preventive inoculation. —As in the case of cholera inocula¬ 
tion, the popularity of plague inoculation has steadily increased. The 
Director of the Flafllfine Institute. Bombay, who is responsible for 
the manufacture and issue of plague vaccine for use throughout 
India, has pointed out that, in spite of a continued fall in the 
incidence of plague, the demand for plague vaccine has increased. 
When an outbreak of plague is imminent or when the disease is 
actually prevalent, preventive inoculation is the one measure which 
should be carried out with the greatest possible vigour. 

16. Evacuation. —Evacuation of the residents from a house in 
which a rat fall has taken place and disinfestation of the house and 
its belongings constitute important measures against the disease. 
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Further, if rat falls occur in a number of houses in any locality, 
evacuation of the whole area is desirable. It may, however, be 
pointed out that the procedure generally adopted for the removal of 
people from infected areas is, in many cases, unsatisfactory. Their 
removal should be accompanied by adequate measures to destroy 
rats and fleas in the personal belongings and other goods of these 
people in order to prevent the transmission of Infection. Such dis¬ 
infestation is, however, often carried out perfunctorily with the 
result that plague infection is conveyed, on occasions, to the newly 
occupied areas. Secondly, as plague usually occurs in the colder 
part of the year, a compulsory transference of groups of people from 
well-settled homes into temporary quarters is bound to create oppo¬ 
sition unless the new premises provided for them afford reasonable 
comfort. This requirement has hardly been met on many occasions. 
Thirdly, the camps to which the people are removed are not often 
located sufficiently far from their original homes to prevent jour¬ 
neys to the infected locality being made surreptitiously at night. 
We consider it necessary to draw special attention to these facts be¬ 
cause we feel that, if evacuation is to produce the intended results, 
it is essential to ensure the carrying out of the required measures 
on proper lines. 

17. Treatment of patients .—Till recently, there was no specific 
treatment for plague and the efforts of the physician were mainly 
directed towards giving relief to the patient and to the keeping up of 
his strength in the fight against the disease. The manufacture of a 
potent serum has been attempted by more than one investigator in 
different countries. A few years ago, the Director, Haffkine Insti¬ 
tute, prepared a serum which, on field trial, was established to be 
definitely more effective than the ordinary form of treatment. 
Sulphapyridin and sulphathiazole have also been found to be useful 
in the treatment of plague'. Of the two, sulphathiazole is considered 
the better drug because its effectiveness is probably a little higher 
and its toxicity less. 

6. LEPROSY 

1. The subject of leprosy in India and its control was examined 
in great detail in October 1941 by a Special Committee, which was 
appointed by the Central Advisory Board of Health, and its report 
contains a large amount of valuable information which we have 
freely utilised in the preparation of this section. 

'The Incidence of Leprosy in India and its Geographical Distribution 

2. Census enumerations of leprosy patients have always been 
serious underestimates of the real incidence of the disease. The latest 
available enumeration (for 1931) places the figure for India as a whole 
in the neighbourhood of 150,000, an advance of about 50 per cent, on 
the 1921 enumeration. On the other hand sample surveys carried out 
'by specially trained medical men in different parts of the country 
have shown that, for the areas concerned, the actual numbers of. 
leprosy patients are many times the figures recorded at the 1931 
census. Basing its calculations on the results of these surveys the 
special Committee referred to above estimated that the number of 
cases of leprosy in the country “is probably at least one million”. 
It should,' however, be remembered that a high proportion of this 
total figure consists of non-infective cases, these being as high as 
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70 to 80 per cent in most parts of India. Even so, infective 
patients may well be in the neighbourhood of a quarter of a million 
in the whole country. 

3. The highly endemic areas of leprosy in India are certain parts 
of Western Bengal, of Orissa and- of Madras. Broadly speaking, 
tiie incidence of the disease is high in a belt of territory covering 
the southern portion of the peninsula, including Cochin and Travftn- 
core, and the east coast of India. A belt of moderate incidence 
runs across Northern India along the Himalayan foot hills, while 
Central India also shows a moderate prevalence of the disease 
together with certain foci of higher incidence. In North-Western 
India, including parts of the United Provinces and the Punjab, 
Rajputana, Sind, Baluchistan, North-West Frontier Province, 
Gujerat and the northern part of the Bombay Province, the incidence 
of leprosy is remarkably small. 

4. In the highly endemic areas its incidence may range from two 
to five per cent of the population. In restricted areas in such ende¬ 
mic regions the proportion of cases may rise to 10 per cent of the 
population while individual villages may show a rate as high as even 
15 to 20 per cent. In the non-endemic regions of North-Western 
India, on the other hand, large areas may show no cases at all while 
the general level of incidence is stated to be as low as O'Ol per cen? 
or one per ten thousand of the population. 

5. The public health aspect of the leprosy problem in an area is 
determined not merely by the rate of incidence of the disease in the 
population but also by the relative severity and infectiveness of 
individual cases. Cases of leprosy are broadly divided into two 
groups, the "neural” and "lepromatous” types. The former consti¬ 
tutes the "benign” form of leprosy and, as pointed out by the 
International Leprosy Congress, 1938, "these cases give evidence of 
relative resistance to the infection, or of relatively good prognosis 
as regardu life although mutilation may take place .... Bacterio- 
logically the skin lesions are typically but not invariably found 
negative by standard methods of examination, though the nasal 
mucosa may be found positive.” The lepromatous type consists, on 
the other hand, of the "malignant” form of leprosy, "in which the 
patient is relatively non-resistant, has a poor prognosis and exhibits 
lepromatous lesions of the skin and other organs, especially the nerve 
trunks. Bacteriological examination usually reveals abundant 
bacilli.” It is therefore the lepromatous case that is usually much 
more infective than the neural case. While for the country as a 
whole the proportion of lepromatous cases is estimated at about 20 
per cent of the total number of leprosy patients, there are areas 
where the proportion of this severer type is as low as 4 per cent and 
others in which it rises even to 50 per cent. The Committee has 
stated that “it is unusual in India to find an area where leprosy is 
both very common and severe. In Bengal, Bihar, Orissa and in the 
north-east part of the country in general, leprosy appears to be 
relatively common and relatively mild. In the foot hills of the 
Himalayas and in the areas to the north west, leprosy is relatively 
rare and severe. In the south, e.g., Madras, leprosy is very common 
but also more severe than in the north-east, though less severe than 
in the Himalayan foot hills.” In estimating the importance of 
leprosy as a public health problem the rate of incidence and the 
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relative proportion of the lepromatous type should both be taken 
into consideration. 

6. Two other aspects of the leprosy problem should also be con¬ 
sidered in connection with a survey of the incidence of the disease 
in the country. These are (1) leprosy among beggars and (2) industry 
in relation to the disease. 

The Problem of Beggars with Leprosy 

7. Beggars with leprosy are found in varying numbers in a large 
number of towns and cities, in places of perennial pilgrimage and in 
all centres where pilgrims congregate periodically. The Special 
Committee has pointed out that, in Calcutta, there are about 
1,000 beggars with leprosy, most of them having come from other 
provinces, and that the profession of begging has been organised by 
them to a high degree of perfection under a headman. Many of them 
are married to persons who are also suffering from leprosy and the- 
quarters occupied by them arc usually separated from those of the 
general population. In religious centres the common custom of giving- 
alms to beggars and the frequent feeding by charitable persons consti¬ 
tute incentives which help to concentrate them in relatively large- 
numbers. The large majority of these beggars are leprosy patients. 
While a certain proportion of them are burnt out cases and are. non- 
inf ective, the Committee point ouf that “the statement not infre¬ 
quently made that almost all beggars with leprosy are not infective 
is not true.” 

Leprosy in relation to Industry 

8. The Committee has thus briefly stated the problem: — 

“During recent years some evidence has been accumulating to 

show that the development of industry is probably having an influence 
on the spread of leprosy and the possibility of this increase must 
be borne in mind. Leprosy surveys of industrial w-orkers have been 
carried out in various parts of India and an incidence of between 1 
and 2 per cent has often been found, and a considerable number of 
cases have been infective eases. The presence of these infective 
cases in the crowded buslien and living quarters of industrial workers 
is a definite menace to the other workers and their families. The 
fact that the industrial population of India is largely migratory 
increases the menace to public health. Not infrequently in village 
surveys one comes across patients with leprosy who attribute the 
disease to having been infected while working in industrial centres. 
Sometimes such a patient having contracted the disease in an indus¬ 
trial centre, will return to his village and introduce the disease them 
where it was not previously found”. 

The question of dealing with these two aspects of the leprosy 
problem will be considered later in this chapter. 

Existing Anti-leprosy Work in India 

9. Existing anti-leprosy work is being carried out largely by 
voluntary organisations although, in recent years, Provincial Govern¬ 
ments have begun to show an increasing interest in the promotion 
of this branch of health activity. 

10. The Mission to Lepers, which was founded by Wellesley 
Bailey in 1875 with its first leper institution at Chamba in the 
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Punjab, is the largest agency engaged in anti-leprosy work in the 
country. At the tune of his death in 1937 there were 32 institutions 
under the Mission in India and these housed 8,000 patients, .further, 
.the Mission gave financial aid to 17 other institutions which provide 
for 2,600 additional patients. Besides those maintained by this 
Mission 10 other institutions are maintained by different Christian 
Missions. Lately Provincial Governments and even local bodies 
(district boards and municipalities) have started the establishment 
•of in-patient accommodation for leprosy. Nevertheless, the Com¬ 
mittee estimated that the total accommodation available for the 
eegregation and treatment of patients of this disease was only about 
14,000 for the whole country. 

11. A'nother organisation which requires special mention is the 
Indian Branch of the British Empire Leprosy Relief Association, 
which was established in 1925 with funds derived from a public 
appeal by the Viceroy of India. This Association has actively helped 
In the organisation and carrying out of leprosy research, the provision 
of facilities for special training for doctors in the diagnosis and treat¬ 
ment of the disease, propaganda and co-ordination, through its pro¬ 
vincial branches, of governmental and voluntary effort in the 
■campaign against leprosy. 

Certain Points to be considered in Planning an Anti-leprosy Campaign 

12. Certain points require consideration in connection with the 
planning of an anti-leprosy campaign. They include the follow¬ 
ing :~ 

(1) Although leprosy is a communicahle disease its rate of spread 
is relatively slow in comparison with such diseases as cholera, 
smallpox, plague, malaria and tuberculosis. 

(2) The exact mode of transmission of leprosy infection is not 
known but it has been recognised that prolonged and close contact 
■between the infective patient and a healthy individual is necessary 
before the latter becomes infected. It has also been recognised that 
■children are more susceptible to the disease than adults. A child 
bom of an infective leprosy patient and removed at birth does not 
■develop the disease. On the other hand such children, if not separat¬ 
ed from their infected parents, acquire the disease in a large propor¬ 
tion of cases. Evidence has been cited to show that the rate of 
infection may bo as high as 80 per cent. Adults similarly exposed 
to infection (for example the wife of an infective husband and vice 
■versa) contract the disease to a much smaller extent, the proportion 
of those developing leprosy being only about 5 to 10 per cent. 

(3) The infective patient may not often be easily recognised. 
Those in an advanced stage and with deformities may often be 
non-infective while others with no easily recognisable outward signs 
of the disease may prove, on 5lose examination, to be infective. 
In a broad sense it is true that it is the more severe lepromatous 
type which usually possesses a high degree of infective power. 

(4) Isolation of the infective patient is the one measure which is 
advocated by all leprosy workers throughout the world as the most 
effective method for controlling the spread of the disease. An anti¬ 
leprosy campaign must therefore place the isolation of infective 
patients in the forefront of its programme. The fact that the number 
requiring isolation in the country as a whole may well be about 
250,000 and that the period of isolation necessary for individual 
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patients may extend to many months or even years makes the adop¬ 
tion, on a sufficiently wide scale, of this universally accepted method 
of control by no means easy. This does not, of course, mean tha£ 
no steps of definite practical value can be taken in this direction in 
the immediate future. 

(5) The value of treatment as a preventive measure in leprosy ia 
much more limited than in many other infectious diseases, in which 
a cure or an effective arrest of the spread of infection in the patient 
( e.g ., tuberculosis) may be established and the individual rendered 
innocuous as a transmitter of the disease. Treatment has, however, 
its place in the anti-leprosy campaign and we shall refer to it later. 

OUR RECOMMENDATIONS 

13. If the development of anti-leprosy work is to proceed on 
sound lines the plan should, in our opinion, make provision for: — 

(a) the investigation of leprosy as a public health problem in¬ 

local areas; 

(b) the organisation of curative and preventive measures in 

those areas in which the prevalence of the disease ia 
shown to be sufficiently high to require such measure^; 

(c) The stimulation of voluntary eSort to supplement the work 

accomplished by the public authority and 

(d) education of the public in order to secure their intelligent 

co-operation in the anti-leprosy campaign. 

14. As an essential step towards the attainment of the purposes 
indicated under (a) and (b) above, provision will have to be made for 
special training in the diagnosis and treatment of leprosy at the 
undergraduate and postgraduate stages of medical education and for 
the active promotion of leprosy research. It will be recalled, in this 
connection, that in the chapter on professional education we have 
specially drawn attention to the need for such provision, and in order 
to provide post-graduate teaching and research facilities of a high 
order, we have recommended the creation of a Central Leprosy Insti¬ 
tute in an area with abundant suitable clinical material and have 
further suggested that the Central Government should assist in it» 
establishments and maintenance. We shall deal with the organisation 
and functions of this Institute in some detail later in this chapter. 

15. In order to promote anti-leprosy work on the lines indicated 
under (a) to (d) above we put forward the following proposals for the 
short-term programme. While recognising that thev can only be 
considered as the first step towards the solution of the leprosy pro¬ 
blem, the magnitude of which we fully realise, we believe that they 
will constitute, if implemented, a substantial advance on the mea¬ 
sures that are now in force for the control of the disease. 

(11 The creation of Provincial Leprosy Organisations. 

(2) An increase of the existing provision for institutional 
treatment, out-patient and in-patient. 

(31 Development of group isolation colonies. 

(4) Substantial financial help to voluntary organisations engag¬ 
ed in anti-leprosy work. 

The Provincial Leprosy Organisation 

lfi. We have already mentioned that hv far the largest n-onortion 
of anti leprosy work in the country is now bping carried on under the 
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auspices of voluntary organisations. While fully recognising the valuo 
of voluntary effort in this and in other fields of health activity, we 
must emphasise the view that the primary responsibility for taking 
adequate measures against the disease should rest on Governments. 
We find that we are supported in this opinion by the Fourth Inter¬ 
national Conference on Leprosy at Cairo in 1938, which pointed out 
that the control of leprosy should be “the inescapable responsibility 
of the Governments concerned”. We therefore consider it essential 
that, as a preliminary step towards organising provincial anti-leproey 
work on sound lines, a leprosy organisation should be created at the 
headquarters of each province in which the disease is a definite 
public health problem. This leprosy organisation should be an 
integral part of the provincial health service. The special Committee 
has pointed out that, in the past, when provincial authorities have 
shown some interest in, and responsibility for, anti-leprosy work, 
“they have often done so in a half-hearted way. They have appointed 
a very small poorly paid and sometimes poorly qualified Btaff”. The 
Committee went on to say that in the Philippine Islands and Japan 
“leprosy workers are Government servants—well qualified, well 
trained, specially chosen for the work and given excellent status, pay 
and prospects, at least equivalent to those of similar men in medical 
and public health departments”. We desire to see a similar policy 
followed in India also. The provincial leprosy organisation we are 
recommending (details will be found in appendix 10) will be controlled 
by a Provincial Leprosy Officer attached to the establishment of the 
Director of Health Services. This Officer should have had, besides 
special training in leprosy, considerable experience In organising anti¬ 
leprosy work in its different branches, including survey, out-door and 
in-patient treatment of leprosy patients and the development of 
measures for group isolation of infective patients through 
village colonies. He will be assisted by a suitable number of assistants 
to promote preventive and treatment work on the lines indicated 
above. Epidemiological field investigations in close association with 
laboratory research form an essential part of an anti-leprosy campaign 
on sound lines. Provision for these should therefore form a part of 
the proposed provincial organisation. The suggestion we have made 
(see Appendix 10) for the composition of such an organisation will, of 
course, be subject to the needs of individual provinces and should be 
modified in relation to them. 

An Increase in the Existing Provision for Institutional Treatment, 
Out-patient and In-patient 

17. It seems appropriate to begin with some remarks regarding the 
value of leprosy treatment. Special treatment for the disease is 
through the administration, usually by injection, of some preparation 
of Hydnocarpus wightiana or chaulmoogra oil. Additional treatment, 
medical and surgical, is also given to deal with special conditions as 
they arise. About twenty or twenty-five years ago striking results 
were claimed as the result of Hydnocarpus oil treatment and great 
expectations were aroused in regard to the control of the disease 
through a wide expansion of treatment facilities. These expectations 
have not, however, been fulfilled because it became recognised, after 
some years, that this treatment has but limited value in arresting the 
progress of the disease. It has been found that, in many of the 
“benign" cases, the. improvement noted in treated patients often takes 
place in untreated cases also. Further, Dr. R. G. Cochrane, who has 
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had considerable experience of anti-leprosy work in this country, has 
pointed out in a memorandum submitted to us that “even with 
modern methods of treatment about 60 to 85 per cent, of all persons 
who suffer from leproinatous leprosy do not recover sufficiently for 
them to return to work, and the great majority of these remain in¬ 
fective”. Treatment has therefore a limited value. While recog¬ 
nising this, we still hold that the provision of treatment facilities has 
a place in the campaign against leprosy. Apart from such relief us 
it may give, the co-operation of patients and their relations cannot be 
secured in the measures against leprosy without providing treatment. 
By the establishment of treatment centres it will be possible to 
attract patients and then, through investigation in their homes and 
through the information supplied by them, to discover the extent of 
leprosy infection in the area concerned. Educational propaganda and 
other preventive work can also be carried out more effectively when 
such co-operation is available. Moreover, surgical and medical treat¬ 
ment in respect of various conditions as they arise afford some relief 
to the patient even if the progress of the disease cannot in all cases 
be effectively checked. The provision of treatment facilities should 
therefore definitely form a part of the anti-leprosy programme. 

Out-patient Treatment 

18. At present such treatment is available in (1) leprosy climes 
in association with general hospitals, (2) special leprosy clinics and 
(3) the out-patient departments of leprosy hospitals. Of these the 
Special Committee considered that the work done at the clinics under 
■category (1) was in many cases of poor quality because the doctors 
concerned lacked special training in leprosy and because insufficient 
attention was paid to this disease owing to other heavy duties in the 
hospital. Special leprosy clinics are generally under the charge of 
doctors trained for the diagnosis and treatment of leprosy but these 
medical men are often ill-paid and entrusted with the charge of too 
many centres to give effective attention to any of them. The out¬ 
patient departments attached to large leprosy institutions are, in the 
•opinion of the Committee, providing the best form of treatment partly 
because the doctors in charge are specially trained for the work and 
partly because the laboratory and other facilities of such institutions 
can, to some extent, be made available to those who are treated in 
the out-patient department. 

10. The leprosy clinic should perform the dual role of spreading 
remedial and preventive care among the people in the same 
manner as the tuberculosis clinic in the campaign against 
that disease. In order to ensure that these functions are performed 
satisfactorily it is essential that the medical officers in charge of all 
leprosy clinics, whether they work independently or in association with 
hospitals, should have had special training in the diagnosis and treat¬ 
ment of the disease. Further, there should be provision for follow¬ 
up in the homes of the patients. Their contacts should be persuaded 
to attend the clinic for examination and suitable treatment and 
advice, where necessary. We have already pointed out that children 
are much more susceptible to leprosy infection that adults and every 
effort should be made, during home visits by the doctor and the nurse, 
to impress this fact on the people and to secure, that, as far as 
possible, children are safeguarded from possible infection by the 
•carelessness of infective patients. 
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20. We recommend that a start should be made by providing a 
properly equipped and staffed leprosy clinic in association with every 
hospital we have proposed at the secondary health oentre in those 
parts of the country in which the prevalence of the disease justifies 
such provision. In addition, as these clinics are most needed in close 
proximity to the areas in which the incidence of the disease is high, 
the provincial leprosy organisations we have recommended should 
survey the needs of such areas and formulate schemes for the provi¬ 
sion of an adequate number of such clinics. In many of the highly 
■endemic centres of leprosy a certain number of these clinics already 
■exist and the immediate need is to staff and equip them properly 
and improve the quality of the work they have been doing. 

In-patient Accommodation 

21. Existing provision for the treatment of persons suffering from 
leprosy as in-patients in hospitals is, as we have pointed out, limited 
to about 14,000 beds while infective cases requiring isolation may well 
be about a quarter of a million. If an effective control is to be 
exercised over the spread of the disease it will be necessary to provide 
■for the segregation of the vast majority of infective cases, many of 
whom may require, because of the severity of their illness, admission 
■and treatment in a leprosy hospital. Indeed the pressure on existing 
hospital accommodation is so high that “practically every leprosy 
institution in the country is full, and thousands of applications have 
to be refused every year for lack of accommodation”. The need for 
•a considerable increase in the existing provision for the in-patient 
itreatment of the disease is therefore evident. We propose that, in 
the first five years of our programme, an additional 14,000 beds should 
be provided to supplement the existing accommodation and that, in 
the next five years, an equal provision of another 14.000 beds should 
.also be made. 

22. The Special Committee’s remarks regarding the lides on which 
leprosy institutions should be developed are pertinent and are quoted 
'below:— 

“Local authorities and Provincial Governments have in the past 
■tended to build leprosy institutions in or near towns and somewhat 
on the lines of general hospitals, with largo wards housing numerous 
patients and with limited land. Missions have, however, built their 
institutions chiefly in rural areas on larger pieces of land and the 
patients have been housed in small numbers in small rooms or else 
in cottages. 

“The disadvantages of the hospital type of institution in or near 
■a town have long become apparent, and the modem tendency is to 
■develop leprosy institutions more on colony lines and well outside 
towns, the patients often being housed on the cottage principle.” 

23. Two types of institutions are needed. One is for the isolation 
and active treatment of infective patients and the other is for those 
who are so disabled through crippling and deformities as to require 
institutional care. The latter are generally non-infective and there¬ 
fore not dangerous from the point of view of spreading the disease. 
But they are often homeless, poor and unable to take care of them¬ 
selves and the provision of asylums for such incurables is dictated by 
Tiuinanitarian considerations. We are not in a position to indicate 
thow the proposed extension of hospital accommodation should be 
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distributed between these two types of patients. We have not event 
attempted to suggest in what manner the new beds should be allo¬ 
cated between the provinces. We have little information before us 
regarding the incidence of the disease in different areas and th& 
relative proportions of active infective cases and incurables in these 
areas and, in the absence of such information, we must leave it to the 
Provincial Governments concerned to work out, in mutual consulta¬ 
tion, where necessary, the extent of provision to be made in their 
respective territories. In developing such hospitals it may be of 
advantage for neighbouring provinces, e.g., Bihar and Orissa, to pooh 
the available resources and establish joint institutions to serve the 
needs of their peoples. 

Development ol Group Isolation 

. 24. The special Committee has pointed out that, in the past, the 
isolation of leprosy patients in their own homes was widely practised! 
by the people in India but that the tradition has gradually weakened 
in the country as a whole and that it survives, as an effective measure- 
only in one or two isolated parts of India, an example being tbo- 
Kangra valley in the Punjab. Although attempts have been made, 
to revive the practice, the Committee considers that the results have: 
been disappointing and that “from the experience so far gained, it. 
cannot be said that home isolation, holds out much prospect of being: 
widely and properly practised”. 

25. On the other hand the Committee advocates the investigation* 
of the possibilities of group isolation. In this connection certain points 
to remember are that the period of isolation will be long, perhaps years, 
that provision should bo made for medical care although it may not be 
of a very high stundard, thut the scheme if it is to be widely adopted 
should be sufficiently cheap to suit the economic level of the country 
and that provision should be made to promote corporate life in the- 
isolated community and to enable the more able-bodied members of' 
it to work and contribute towards the maintenance of the colony. 
We give, in this connection, extracts from the Public Health Com¬ 
missioner’s annual report for 1936 as Appendix 18 in which are- 
described a successful experiment of this nature at TTzuakoli in Africa 
and a more modest rural experiment in the Central Provinces, both 
of which were under the auspices of Missionary bodies. From a 
memorandum submitted to us by Dr. Dharmendra, who is the- 
Leprosy Research Officer under the Indian Council of the British 
Empire Leprosy Relief Association, wo understand that a large-scale 
rural leprosy isolation scheme will be shortly inaugurated in Bankura 
district of Western Bengal, where the disease is widely prevalent. He- 
savs, “It is essential to work in a selected area of a reasonable sue, 
try to isolate almost all the infective cases, and watch over a number 
of years the effect of this isolation on the spread of the disease in 
the area. The British Empire Leprosy Relief Association, Indian 
Council, is proposing to organise such a centre in connection with its 
Leprosy Investigation Centre, Bankura. The area under the Bankura 
Investigation Centre appears to be specially suited for this kind of 
work, since in this area we possess definite information about the- 
incidence of leprosy for the past 8 years. In this area we definitely 
know that for fell these years there has been no tendency for the 
disease to decrease. If the isolation of a large majority of infective 
cases in this area is followed by a decline in the disease we can be- 
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sure that the decline is attributable to isolation.” The results of *hi» 
experiment will be awaited with interest. 

26. Individual schemes for group isolation can perhaps be deve¬ 
loped with advantage for a number of villages in which leprosy is pre¬ 
valent. Such schemes will require careful working out taking into 
consideration local conditions, including the habits of the people. 
That they will occupy an essential place in the anti-leprosy campaign 
is unquestionable because they alone can provide for the isolation of 
the large numbers of patients requiring segregation. We consider 
experiments on these lines so important that we have suggested an 
annual expenditure of three lakhs on the development of group isola¬ 
tion during the first ten years. 

Financial Help to Voluntary Organisations 

27. Voluntary agencies, particularly missionary bodies, have so far 
contributed more to the development of anti-leprosy work in India 
than publio authorities. We have recommended a wide expansion of 
measures against the disease which will be the responsibility of 
Governments and of local health authorities. We have no doubt that, 
even with such expansion, it will be necessary for voluntary effort 
to continue unabated in this field and have therefore suggested 
provision to the oxtent of 187 5 lakhs during the first ten years 
to subsidise such efforts. 

The Central Leprosy Institute 

28. Our proposals for the organisation, maintenance and control 
of this and of similar institutions for certain other diseases have been 
set out in the section dealing with post-graduate medical education. 
Its function will include the training of leprosy workers, the active 
promotion of research in this subject and the development of an 
information service providing the latest information regarding the 
treatment of the disease and anti-leprosy work in general for the 
benefit of Governments and organisations interested in leprosy in 
India. It should assist Provincial Governments in the development 
of their cumpaign against the disease, if so desired. It should be 
located in an area which provides suitable clinical material in abund¬ 
ance and should have, attached to it, a large leprosy hospital together 
with its out-patient department and a group isolation colony. The 
development of clinical research and field investigations, as distinct 
from laboratory studies, should be an essential part of its duties. 

The Leprosy Problem among Beggars 

29. The two problems of mendicancy and of leprosy in this class 
of persons are so closely connected that it is doubtful whether the 
question of leprosy can be isolated and dealt with satisfactorily. The 
subject of mendicancy goes beyond the scope of the enquiry which we 
have undertaken. Yet some attempt to control leprosy in this class 
of people is urgently required. We have already referred to the 
beggars with leprosy in Calcutta. While their voluntary living 
together in quarters isolated from the general community does mini¬ 
mise to a large extent the possibility of the spread of infection 
except among themselves, a disquieting feature is that many of them 
are married and are rearing families so that, with the high suscepti¬ 
bility of children to the disease, the group is gradually becoming 
infected in an increasing degree as time goes on. Moreover ' 
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in Calcutta and in all other centres where beggars with leprosy con¬ 
centrate, e.g., places of perennial pilgrimage, it is likely that com¬ 
mingling takes place to some extent between them and those belonging 
to the lower economic strata of the general population. Such contact 
is bound to help the spread of the disease. The complicated nature 
of the problem, including its local characteristics in specific areas, 
makes it desirable in our opinion to leave it to provincial health 
authorities to work out plans for anti-leprosy work among this class 
of people, taking all local circumstances into consideration. 

Industry in Relation to Leprosy 

80. Here again the problem can be dealt with satisfactorily only by 
taking local circumstances into account. In the first place provincial 
leprosy organisations should attempt to estimate the extent of inci¬ 
dence of leprosy among industrial workers in the different industrial 
centres included in their territories. Next, wherever it is shown to be 
prevalent, measures for the detection, isolation and treatment of all 
infective cases should be undertaken. It is essential to ensure that 
-such infective patients are not permitted to live along with other 
workers in quarters, which are often overcrowded. If a local organi¬ 
sation to deal with leprosy in the general population has been develop¬ 
ed, the facilities which are available there oan of course be utilised for 
industrial workers also. If such facilities do not exist, special 
provision will have to be made if the prevalence of leprosy among 
industrial workers is sufiiciently high to justify it. If not, the few 
cases to be dealt with can perhaps be best provided for by transfer¬ 
ring them to the nearest group isolation colony. 

Legislation 

31. The Special Committee has discussed in its report (extracts 
from the report are given in Appendix 19) the defects of existing legis¬ 
lation regarding leprosy in British India and has pointed out the need 
for providing a comprehensive Act, which will modernise the existing 
law and deal with the problem in the country as a whole.. It has also 
indicated certain principles on which such legislation should be 
based. We recommend that the suggestions of the Committee should 
receive the early attention of Governments in the country. 

7. VENEREAL DISEASES 

Introduction 

1. The incidence of venereal diseases in India is unknown. In 
our review of the venereal diseases problem in tHe previous volume of 
the report, we have already referred to a survey made by Sir John 
Megaw, a former Director-General of the Indian Medical Service, 
of the incidence of syphilis and gonorrhoea in this country. For 
reasons already indicated there, the value of an estimate based on 
this survey must be considered to be strictly limited. Nevertheless, 
the rate of total incidence for these two diseases which he calculated, 
namely, 87 per thousand of the population, is sufficiently high to 
point to the urgent need for fuller investigation as well as For £he 
starting of a campaign against them on as extensive a scale as cir¬ 
cumstances would permit. Their importance from the point of view 
of producing sickness and incapacitation cannot be over-emphasized. 
Both syphilis and gonorrhoea are responsible for much blindness. 
Of the two, syphilis is the more important. If not treated in time 
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and adequately it produces degenerative changes of a varied charac¬ 
ter in the internal organs of the body and, in a certain number of 
cases, it also causes the condition known as the general paralysis of 
the insane. The disease is transmissible from parent to offspring 
and is responsible for a considerable proportion of the abortions and 
premature births that take place. Syphilis accounts also for a large 
amount of mental deficiency. Gonorrhoea, in its turn, contributes 
to ill-health through joint troubles and various conditions affecting 
the genito-urinary organs in both sexes. In women it may produce 
sterility. 

2. Gonorrhoea and syphilis are infectious diseases and the main 
lines on which action should be taken against them would therefore 
seem to be the same as those adopted against other communicable 
diseases, namely, (a) notification of their occurrence and (b) contfol 
of the spread of infection from persons who are in an infective stage 
to those who are healthy. There are, however, certain special 
features in respect of these two diseases which would necessitate a 
modification of the normal procedure adopted for the control of other 
infections- These arise from two causes., Firstly, the social stigma 
associated with venereal diseases results in the desire for conceal¬ 
ment on the part of those who suffer from them. Secondly, as their 
spread is mainly through sexual intercourse, the measures for con¬ 
trol must differ, to some extent at least, from those adopted to pre¬ 
vent the transmission of such diseases as malaria, smallpox, cholera 
or tuberculosis. 

Notification 

3. While compulsory notification has been recognised as a mea¬ 
sure of great importance in dealing with infectious diseases in general, 
such a measure would probably fail to achieve the purpose in view 
when applied in the case of venereal diseases because of the widely 
prevalent desire, on the part of the patients and their relatives, to 
conceal their occurrence. The British Parliament, when sanctioning 
for the first time in 1916 a comprehensive scheme for a campaign 
against these diseases, took this view aud did not include compulsory 
notification as one of the measures to be adopted by health authori¬ 
ties. It was held that, by the provision of adequate facilities for 
free and confidential treatment, sufficient response could be 
evoked from the people to make the fight against these diseases 
effective. This assumption has in the main been fulfilled. Be¬ 
tween 1917, when the first free clinics were opened, and 1940 the 
number of such treatment centres in England and Wales rose to 
188. It is true that, in the absence of the enforcement of compul¬ 
sory notification, the numbers of cases treated in these clinics can 
provide only an estimate of the probable incidence of the infections 
in the population. It seems however fairly safe to assume that, 
with the continuous education of the people in regard to the dangers 
associated with these diseases, the annual numbers treated for newly 
acquired infection should increasingly become reasonably correct 
indices of the prevalence of syphilis and gonorrhoea. Judged by 
such figures their incidence decreased by about 70 per cent, between 
1917 and 1940. Additional evidence of a confirmatory nature is a 
reduction in the mortality due to congenital syphilis to the extent 
of about 62 per cent, during the same period. It is understood, on 
the other hand, that in Denmark, Holland. Norway and Sweden 
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notification and treatment are both compulsory and that the inci¬ 
dence of syphilis has in consequence been very considerably reduc¬ 
ed. It is argued that, in order to ensure complete treatment so as 
to render the patient non-infective, and to extend such treatment to 
as wide a circle of patients as possible, the element of compulsion 
is essential. This may be so. We feel, however, that the intro¬ 
duction of compulsory measures represents a stage, which can be 
reached only after a period of persuasive propaganda and the pro¬ 
vision of adequate free treatment facilities have awakened in the 
public mind a recognition of the supreme importance of stamping 
out venereal diseases and have created a demand for the enforcement 
of the strictest possible measures of control. In these circumstances 
we believe that, in organising a campaign against these diseases in 
India, it is not desirable to introduce compulsory notification at this 
stage- 

The Organisation ol Control Measures 

4. The measures which are necessary for the control of these 
-diseases may be divided into two broad groups, namely, (1) those 
which provide the best available forms of medical care, preventive 
and curative, and (2) those which are designed to discourage pro¬ 
miscuity and to control prostitution. 

Provision ol Medical Care, Preventive and Curative 

5. The measures required under this head include: — 

(1) free treatment to all persons seeking such treatment; 

(2) facilities, without payment of fees, for personal prophylaxis; 

(3) adequate diagnostic facilities; 

(4) the creation and maintenance of a follow-up service and 

(5) education of the poople in regard to the spread and con¬ 

trol of these diseases. 

The sequence in which these measures are set out is not meant 
to suggest any priority in regard to their implementation. The aim 
should, indeed, bo to promote as far as possible their simultaneous 
development. For instance, the provision of facilities for free treat¬ 
ment and personal prophylaxis is likely to be of little value unless 
an intensive educational ^eSort organised at the same time helps to 
promote a desire in the people to avail themselves of such facilities. 
The establishment of adequate laboratory services to ensure the 
correct diagnosis of these diseases is essential for the organisation of 
the campaign on sound lines. The proposed follow-up service is in¬ 
tended to carry into the homes of the people the preventive care 
which forms a fundamental part of the fight against these diseases, 
and should therefore be established from the very beginning, 

6. It seems to us that a special organisation for dealing with 
venereal diseases should be established in each province as a part of 
the provincial health department. The creation of the post of a Pro¬ 
vincial Venereal Diseases Officer, with suitable assistants, on the 
•establishment of each Provincial Director of Health Services is neces¬ 
sary. It should be the duty of this officer to plan the campaign 
against these diseases and to promote the development of the required 
services in close collaboration with the other branches of health 
administration. Certain suggestions for the composition of this orga¬ 
nisation at the provincial headquarters are given in Appendix 8. 
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'These will of course be subject to such variations as the require¬ 
ments of individual provinces may necessitate. For the provision of 
•free treatment and of facilities for personal prophylaxis we 
recommend that the following provision should be made during the 
*hort-term programme: — 

(1) The establishment of venereal diseases clinics in association 
with the main general hospitals at the headquarters of the province, 
•of each district and of every secondary health unit. We suggest that, 
in addition, such treatment facilities should be extended to each of 
the 80-bed hospitals we have recommended for a group of primary 
units and to the dispensary attached to each primary health centre, 
.as soon as circumstances permit. A word about personal prophylaxis 
seems desirable. An individual, who hag already been exposed to 
these infections, can be protected against them within the first few 
hours after such exposure, by certain relatively simple prophylactic 
measures. At each of the centres of treatment we suggest that facili¬ 
ties for personal prophylaxis should also be made available. 
Dtagnoctio Facilities 

(2) Diagnostic facilities should be provided in the public health 
laboratory at the provincial headquarters and in the regional labora¬ 
tories, the establishment of which we have recommended in the 
•section dealing with medical research. In view of the importance 
•of helping the fight against these diseases to the greatest possible 
■extent, we recommend that such facilities should be made available, 
free of charge, not only to public institutions dealing with these 
•diseases but also to all private practitioners. 

Special Training for Doctors 

7. The number of doctors who have hod special training in the 
■diagnosis and treatment of venereal diseases is, at present, extremely 
limited. The proposed expansion of treatment facilities will be 
possible only with the production of a sufficient number of doctors 
-with such specialised training. At the headquarters of a number 
•of provinces venereal diseases clinics have been functioning for some 
time. In some of these provinces such clinics exist in association with 
a certain number of the larger district headquarters hospitals also. 
The clinics at the provincial headquarters and such of the clinics in 
the districts as may be considered suitable should be organised, as 
•soon as possible, to give special training in these diseases. Such train¬ 
ing should be made available not only to doctors in public service but 
also to private practitioners. 

The Creation and Maintenance of a Follow-up Service 

8. Here, as in the case of tuberculosis, a follow-up service to estab¬ 
lish contact with the homes of the patients is of great importance. 
Such a service can considerably help the campaign partly by encourag¬ 
ing patients to carry out the preventive measures they have been ad¬ 
vised to adopt and partly by securing, through persuasion, the exami¬ 
nation, at the special clinics for venereal diseases, of the contacts of 
-such patients and their treatment, where necessary. The public health 
nurse will have to undertake the duties in connection with the home 
visiting programme, in addition to the functions she will perform in 
other fields of health activity. In the larger cities, where the inci- 
-dence of these diseases may be definitely higher than in the country as 
« whole, it may be necessary to employ special workers to undertake 
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home visiting. It is believed that this duty can, with advantage, be- 
combined with rehabilitation work to which we shall refer later. Eor 
this widened sphere of activity it seems desirable to employ a hospi¬ 
tal social worker in the place of the public health nurse. We have 
indicated, in the chapter dealing with professional education, the 
nature of the training the social worker will receive and of the duties- 
she may be expected to perform. 

Two other Measures 

9. Two other measures which have been found to be useful in 
England in the campaign against venereal diseases may also be con¬ 
sidered here. These are the prohibition of treatment of these diseases- 
by all except those who possess a registerable medical qualification 
and the restriction of advertisements regarding specific remedies and 
other forms of treatment. The purpose in view is to ensure that the 
patients concerned should receive the best forms of treatment which, 
the latest developments in medical science can make available te 
them and to exclude quacks and their spurious remedies from the- 
field altogether. The imposition of these restrictions on the treatment 
of venereal diseases has its justification in the fact that, in the cam¬ 
paign against them, the quack and his methods of treatment are likely 
to play an even more disastrous part than in the case of other 
diseases. We therefore think that only persons holding registerable 
qualifications should be permitted to treat venereal diseases in India, 
also and that no advertisements regarding drugs or forms of treatment- 
for these diseases should be permitted, except those which are 
approved by the Provincial Ministry of Health. A minute relating 
to this by one of us (Mr. N. M. Joshi) is appended at the end of this- 
section. 

Measures designed to discourage Promiscuity and to control Prostitu¬ 
tion 

10. Measures designed to discourage promiscuity in the commu¬ 
nity and to control prostitution are obviously more difficult to devise 
and enforce than the medical measures we have recommended in the 
preceding paragraphs. Education in a wide sense of the term, so as 
to promote the growth of the individual’s moral sense and of his 
responsibility towards himself and the community, and sex education 
intended to create a correct appreciation of the problems of sex rela¬ 
tionship and to impart knowledge regarding the spread of venereal 
diseases and the dangers that arise from them, must together provide 
the conditions essential to secure the success of any attempt to- 
control indiscriminate sexual intercourse, whether it be in the res¬ 
tricted field of prostitution or outside it. The formulation of 
proposals to deal with education in its wider aspect falls clearly 
beyond the scope of this report. Even in respect of the more limited 
sphere of sex education we propose to make only a few remarks. The 
consensus of informed opinion seems to be that such education should 
start in early childhood and that the fundamental facts relating to 
sex should be given to children without the emotional colour with, 
which persons at older ages are likely to envelop the subject. On this- 
background of factual knowledge, it will be possible to build a super¬ 
structure of moral and ethical ideas in regard to sex relationship in 
the developing mind of the adolescent boy and girl. Both parents- 
and teachers should, therefore, be in a position to give sex education 
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to children. The need for .their collaboration in the task becomes 
emphasised when it is remembered that, at the adolescent 
stage, the reaction of the boy or girl towards sex education will largely 
be influenced by the background of discipline and culture which _ the 
home and school environments have already provided for the indi¬ 
vidual. We see, therefore, no short cut to the attainment of a 
desirable standard of universal sex .education in the country. A 
beginnirig should be made by providing Buch instruction to teachers in 
training schools and colleges and, through them, to school children 
and college students. The sex education of adults can perhaps be 
attempted as a part of the programme of adult education. The 
successive stages of the postwar scheme of general education should, 
as it proceeds, be able to lay increasing emphasis on sex education 
also, the content and quality of the instruction given to different sec¬ 
tions of the student population being varied according to the age and 
general receptive level attained by these sections. 

Prostitution 

11. Prostitution plays an important part in the spread of venereal 
diseases. A prostitute seldom escapes infection and she generally 
communicates it to a certain number of men who, in their turn, may 
infect other women including their own wives if they are married. 
Control of prostitution is therefore a most important measure in the 
campaign against venereal diseases. 

12. Prostitution constitutes in itself one of the major social evils in 
all countries. Its underlying causes are complex and it is not easy 
to deal with them. Prostitution flourishes most in the larger urban 
centres. In the fight against it we consider it important to direct the 
attack on those, male or female, who are responsible for the main¬ 
tenance of brothels and for the exploitation of the unfortunate prosti¬ 
tute as well as on the victims of such exploitation. We gather that, 
in many of the larger towns and citieB, establishments under such 
appellations as “Turkish baths” or “massage institutions” are in 
existence, many of which are really houses for prostitution. We 
understand that an adequate definition of the term “brothel” is neces¬ 
sary in order to facilitate the enforcement of the law against such 
institutions and their keepers. Such a definition should be compre¬ 
hensive enough to include establishments which, under other names, 
seek to serve the same purpose. Severe penalties should be pre¬ 
scribed for the keepers of such institutions and an attempt should be 
made to deal severely, under the law, with the landlords who permit 
the use of their premises for this purpose. 

13. As regards the prostitute, provision should be made, where 
required, for appropriate medical treatment until she is cured or at 
least rendered non-infective. Measures for her re-education , and 
return to the. normal mode of life are equally necessary. In a large 
proportion of cases girls are lured into this unfortunate way of life 
partly as the result of poverty and partly due to the temptations to 
which they are exposed by their exploiters. A rehabilitation pro¬ 
gramme will have to provide not only for their general education, as in 
many cases they may be illiterate, but also for moral and vocational 
training so that they may he able to turn over to a new mode of life. 
The possibility of establishing rescue homes and rehabilitation houses 
in the larger cities requires serious consideration. While both types of 
institutions should play their part in the rehabilitation campaign, they 
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do not serve the same purpose. The rescue home is meant to provide, 
as its name implies, a temporary shelter to those who are removed 
irom the prostitution houses. The provision of such homes seems to 
be essential if brothels are to be suppressed by the enforcement of the 
law, partly for humanitarian reasons and partly to protect the 
public against the effects of letting loose the unfortunate inmates of 
these brothels. In the rescue home provision should be made for a 
detailed medical examination of the women admitted, in order to 
determine whether they are suffering from venereal diseases or not. 
Those who are, should be persuaded to go into the rehabilitation house 
which we shall describe presently. The function of the rescue home 
should be mainly educative, while its atmosphere should be one of 
sympathy and of moral suasion. The relatively younger women, who 
have not yet become hardened prostitutes are the persons who are 
ilikely to be benefitted by the ministrations available at the rescue 
home. Those who have acquired venereal diseases will require pro¬ 
longed stay and treatment and it is therefore better for them to be 
removed to a separate institution, the rehabilitation house. Many of 
the women requiring such treatment are also likely to have been long 
inured to a life of prostitution. We are suggesting a separation of 
these two classes among the unfortunate victims of this social vice 
because we believe that, even from the point of view of re-education 
and of return to normal life, such separation will be of advantage to 
the less hardened type of prostitute. 

14. The rehabilitation house should provide the best medical aid 
that can be given for the treatment of the diseases. It seems therefore 
desirable that the rehabilitation house should be developed in associa¬ 
tion with a well conducted venereal diseases clinic. Such association 
has also the advantage that, in addition to the provision of medical 
aid, the social workers attached to the clinic will be able to help in 
the rehabilitation campaign. 

15. In the early stages of our programme against venereal 
diseases, admission to these .institutions will have to be on a voluntary 
basis. Religious and other organisations interested in social welfare 
can find here a fruitful field of activity in persuading such women to 
enter the rehabilitation house and remain there sufficiently long to be 
benefitted by the medical care and other forms of service they will 
render. The social workers attached to the clinic can also assist in 
this work. 

16. We would, however, emphasise that, both in the rescue home 
and in the rehabilitation house, the atmosphere should not be such 
as to make these women feel that they are objects either of pity 
or of constant moral supervision for reclamation to normal life. Such 
an attitude on the part of the management of these institutions is 
likely to antagonise them to the efforts made to improve them. 
What is required is that their confidence should be won and there is 
perhaps no better way of disarming their fears and suspicions than 
toy according them the same consideration and treatment as are 
given to women in ordinary life. The prostitute is usually treated 
with little civility by the general public and her reaction to such be¬ 
haviour is naturally one of hostility. She will, therefore, respond more 
readily to an attitude which places her on a plane of equality with 
her sister in ordinary social life. Side by side with such treatment 
there should be ample provision for educational work and recreational 
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facilities as all these will enable the women to turn their back on 
the past and to begin a new life. 

17. While efforts for the education and rehabilitation of the prosti¬ 
tute must have a prominent place in the campaign against these 
•diseases, a raising of the economic status of women in general and the 
provision of opportunities, on as large a scale as possible, for their 
vocational training and subsequent employment will be equally neces¬ 
sary if the root causes of this social evil are to be adequately 
controlled. Even with such measures there will remain a certain 
number of unfortunate women, who are psychopaths and feeble¬ 
minded persons and are, therefore, unable to learn and practise any 
useful form of employment and probably prefer to continue making 
their living through prostitution. This small class will require more 
prolonged stay and education in the rehabilitation institutions we have 
recommended. A certain proportion of them may, through sympa¬ 
thetic handling and cultural training, become re-educated into the 
-normal mode of life. 


Minute by Mr. K. M. Joflhi 

Mr. Joshi holds that application of legislation providing treatment 
■of venereal diseases by any one except those who hold registrable 
qualifications, should be enforced in provinces and areas only when a 
sufficient number of persons holding registrable qualifications are 
available within a reasonable distance from the residence of patients. 

8. HOOKWORM DISEASE 

1. In the volume dealing with our survey of health conditions ir 
India we have already indicated the mode of spread of hookworm 
•and have described briefly the results following a heavy infestation of 
man’s intestine by this worm. It produces its harmful effects on 
the human host by the loss of blood it causes through feeding on 
him, by the 6tate of irritation of the bowels which it produces and 
the resulting disturbance of the digestive function and by the secre¬ 
tion of a poisonous substance which prevents clotting and thus pro¬ 
motes bleeding. The devitalisation it causes to the person concerned 
helps to make the chance of other infections being taken up, e.g , 
tuberculosis, much greater. Among certain groups of the population 
of many countries hookworm infestation is practically universal and 
the intensity of such infestation in individuals is high. Such groups 
are generally backward in respect of social progress and, as pointed 
out in the 1917 report of the International Health Board of the 
Rockefeller Foundation, the cumulative effects of the disease on 
them—physical, economic, intellectual and moral—may go far to¬ 
wards explaining the retardation of their progress. 

2. The disease is widely prevalent in India. The labour popula¬ 
tions of plantations in Assam and South India are heavily affected as 
well as the general population of certain parts of Travancore, 
Malabar and South Kanara. Varying intensities of infestation are 
found in the provinces of Bengal, Bihar, Orissa, the eastern portion 
of the Central Provinces, some parts of the United Provinces and the 
Punjab and on the east coast of Madras. The. North-West Frontier 
Province, Rajputana. Sind, Kathiawar, Central India States, Hyder¬ 
abad (Deccan) and Mysore State are practically free. 
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3. The proposals we have set forth in this report for ensuring 
adequate provision for nightsoil conservancy in rural and urban arena 
will, if implemented, constitute an important step in the control of 
hookworm disease. Soil pollution through human excreta and the 
habit of walking barefoot constitute the two main factors involved in 
the spread of the disease. What is therefore needed is that people 
should be taught how to render these factors inoperative. The 
health education campaign, which we hope will be conducted in 
the schools and colleges and among the general population 
as an essential part of our programme, should help materially 
towards this end. As a long-term measure we feel that the 
development of our health programme will suffice to solve the. pro¬ 
blem of hookworm disease. In the meantime, as heavy infestation 
exists in certain groups of people, it seems necessary to institute 
prompt and energetic measures among these groups. Mass treat¬ 
ment by the administration of the appropriate drugs, the early 
development of a system of nightsoil conservancy on lines suited to 
meet local conditions and education of the people in the modes of 
spread of this disease and in the measures to be adopted against it 
should be carried out on as large a scale as possible in the areas con¬ 
cerned. 

9. FILARIASIS 

1. Filariasis is widely prevalent in certain parts of India where a 
hot and humid climate favours the breeding of the special types of 
mosquitoes, which are responsible for its transmission. The disease 
leads to the permanent swelling of the legs and of certain other parte 
of the body besides causing recurring attacks of fever and inflamma¬ 
tion of the lymphatic system. Although it does not cause death, it 
is responsible for a considerable amount of preventable suffering and 
disability. 

2. Bengal is the most heavily affected province in India. The inci¬ 
dence of filariasis is high in the western districts of this province and 
its intensity gradually decreases eastwards and northwards. The- 
Chittagong Hill Tracts and the northern districts of Jalpaigurf and 
Darjeeling are free. In Assam the disease is present in many districts 
although its intensity is lower than in Bengal. In Bihar its incidence 
is relatively high in the Gangetic plain and in Orissa in the coastal 
districts. In Madras areas of moderate prevalence exist in the 
districts of Tanjore, Kistna, Godavari and Vizagapatam and in- 
Said apet near Madras City, while the coastal tracts of Malabar 
and South Kanara districts and of the Indian States of Travancore 
and Cochin show areas of high incidence. 

3. Filariasis affects the health and wellbeing of large numbers of 
persons living in endemic areas. Extended research has failed to 
produce a satisfactory cure for this disease. In view of the remark¬ 
able results that modern scientific developments have been able to 
achieve in the treatment of various diseases, there is every reason 
to hope that a cure will be found for filariasis, which has remained so- 
far a challenge to workers in tropical medicine. The only effective 
measures against the disease known at present are those which -are 
concerned with the control of the carrier species of mosquito. The 
organisation we have recommended for anti-mosquito measures in 
the section dealing with malaria should direct its attention, in the 
endemic centres of filariasis, to the carriers of this disease also and 
should attempt to secure an effective reduction in the types of mos¬ 
quitoes. 
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10 . aumxA-woBM disease 

1. Guinea-worm disease is widely prevalent in certain districts of 
the N.-W. F. Province while its incidence is relatively low in the 
Punjab. The Bajputana desert is free but many of the States in 
Bajputana and Central India contain heavily infected areas. In the 
Central Provinces, Bombay Presidency, Nizam’s Dominions and 
Madras Presidency the disease is prevalent over wide areas. Well 
watered tracts, with a fairly heavy rainfall such as Bengal, are 
generally free. 

2. The prevalence of the disease is dependent on opportunities for 
the infection of water supplies by persons harbouring the worm. In 
the affected areas step wells, tanks and other sources of water liable 
to contamination are responsible for keeping up the infection. For 
the destruction of cyclops, which harbour the embryos of the worm, 
the application of adequate quantities of lime to such water supplies 
has been shown to be effective. Even straining the' water through 
fine muslin will suffice to remove the cyclops and render the water 
innocuous. But, from the point of view of permanent relief, it is 
essential to protect step wells, tanks and other open sources of water 
supply from contamination by persons harbouring the worm. Our 
programme for giving safe water supplies to towns and villages will 
provide this permanent protection in due course. In the meantime 
it is essential that the public health staff should, in the areas in 
which the disease is endemic, try their utmost to get. existing step 
wells converted into draw wells and to make safe other supplies, 
which cannot be so converted, by the regular application of Jime and 
by instructing the people in the ways in which reinfection can be 
prevented. 

11, 0A2T0EB 

1. In our review of the cancer problem in India in the previous 
volume of this report, we have pointed out that the view held in 
many quarters that cancer is rare in India is not correct. Such evi¬ 
dence as is available seems to suggest that its relative incidence in 
India is probably as high as in western countries, taking into con¬ 
sideration the fact that the disease generally ocours at the higher 
ages of life and that a large proportion of the population of this 
country must be at the younger ages as compared with the inhabi¬ 
tants of those countries, in view of the average length of life here 
■being much shorter than in the west. 

2. Our proposals for the short term programme are: — 

(1) Provision for radium and for deep X-ray treatments should 
'be made, in addition to existing centres for such treatments, at all 
the hospitals associated with the present medical colleges and 
with those which will be established during the short-term pro¬ 
gramme. The centres at whch such facilities are now available are 
shown in Appendix 20. 

(2) In addition to the Tata Memorial Cancer Besearch Hospital 
at Bombay, three more institutions for promoting advanced research 
and teaching in the subject are needed to serve north-western, eastern 
and southern India respectively. The collective efforts of these 
institutes, when established, should help to throw considerable light 
on the incidence and relative distribution of the different types of 
malignant disease in India. These institutes would also serve as 

205 




CHAPTER XI 


centres for the training of those who will be responsible for develop¬ 
ing cancer research and teaching in the medical colleges of the 
country. 

If the experience of western countries regarding the trends oi 
morbidity and mortality due to cancer are any indication of similar 
trends in India, the problem of the prevention and cure of this 
disease must have an important place in our national health 
programme. It is therefore hoped that cancer research will attract 
to itself the most gifted among the medical research workers that 
the country produces. 

(3) A considerable extension of diagnostic facilities will be 
necessary. The laboratories attached to the hospitals at the 
secondary health centres and to the teaching hospitals, the provin¬ 
cial public health laboratory organisation with its regional branches, 
which we have recommended in the chapter on medical research 
and the special institutes referred to above should all help to provide 
this extended service. 

(4) One of us (Dr. Vishwanath) and Dr. Khein Singh Greval, as 
the result of an extended study of biopsy and autopsy material 
relating to cancer available in the records of the hospitals attached 
to the teaching medical institutions in the country, came to the 
conclusion that, “whether it was the cervix, the oral cavity, the 
penis, the skin or the gaslro-intestinal tract, the factor of irritation 
seems to excel all other possible causes and brings the problem of 
this fell disease within the scope of preventive medicine.” It is 
therefore essential to develop an educational campaign in regard to 
the removal, as far as possible, of the causes of Buch irritation. This 
campaign should include, within its scope, both the general public 
and the medical profession. The people should be instructed to 
recognise certain early indications which might suggest the presence of 
cancer and to seek medical advice without delay, in order to ensure 
adequate examination and treatment, where necessary. The medical 
profession should be made more cancer-minded and should be trained 
to recognise early signs of the disease in the patient. It will be the 
duty of the Health Departments in the country to provide for such 
education as an essential part of the campaign against cancer. 

12. MENTAL DISEASES AND MENTAL DEFICIENCY 
Introduction 

1. The physical and mental health of an individual are inter-related 
and no health programme can be considered complete without ade¬ 
quate provision for the treatment of mental ill-health and for tb© 
promotion of positive mental health. Positive mental health is 
characterised by discriminative self-restraint associated with con¬ 
sideration for others. A man in such positive health uses effectively 
his intelligence and talents to obtain the maximum satisfaction from 
life, with the minimum of discomfort to other©. He will not allow 
himself to be overwhelmed by the stresses and strains inseparable 
from ordinary existence. He not only profits from experience but, 
under favourable circumstances, can transcend such experience. It 
should be the aim of every health programme to include measures 
meant to assist the individual to achieve mental stability and poise 
and develop into a Useful citizen 
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2. Conditions of mental ill-health may be divided into two- 
broad groups, (i) mental disorder and (ii.) mental deficiency. 

Mental disorder may be either inherited or acquired, and very, 
often it is both. No age is exempt from mental disorder although 
the types may be different at different age periods. A large propor¬ 
tion of them is amenable to modern methods of treatment. 

Mental deficiency is uscribed, on the other hand, to a hereditary 
or congenital taint or to some accident or illness occurring just before 
or soon after birth. There are grades of mental deficiency, and* 
although the condition is generally regarded as incurable, yet by 
proper care and supervision, the majority of defectives can be made- 
to lead useful, but segregated lives; and what is more important 
from the point of view of society, they can be prevented from 
becoming criminals and in the case of girls, social menaces. 

3. It may be of advantage, at this stage, to examine such evi¬ 
dence as is available regarding the incidence of these conditions else¬ 
where and attempt to draw from it inferences applicable to thia- 
country. 

In England and Wales there were at the beginning of 1937 
about 129,750 patients under treatment in the mental hospitals- 
maintained by the- various local authorities, who are responsible, 
under the law, for making such provision. This figure gives a pro¬ 
portion of about 3-2 mental patients per 1,000 of the population. 

In America, the annual admission rate is more than 170,000, to- 
the public mental hospitals, in which is already resident a population- 
of half a million patients. More hospital beds are devoted to the 
care of the mentally sick thau to the treatment of all other patients 
combined. In some States, as much as one-eighth of the revenue iB. 
earmarked for expenditure on the mentally sick. There are 
500,000 mental defectives, and perhaps as many epileptics. 
Amongst criminals, there is a very large number whose offences are 
attributable to diseases and defects of the mind and maladjusted, 
personalities. 

During the World War, one-sixth of all casualties were neuro¬ 
psychiatric, excluding wounds, and a peak load of one-third or more 
was sometimes reached by such causes. At least one child out of 
every twenty-seven children born in America and one in thirty bom in. 
England is likely to become, in the course of a few years, mentally 
sick to such an extent as to require admission in public hospitals. 
This is an appalling figure, but it does not include large groups of 
persons in whom the essential basis of ill-health is either a defective 
personality or an inability to adjust themselves to a difficult environ¬ 
ment, while they are diagnosed as cases of debility, gastritis, anaemia; 
or rheumatism. 

4. While some of the mental disorders are directly due to infec¬ 
tions, or are associated with chemical or structural changes in the 
body, in most of the others however, no such changes can be dis¬ 
covered. They are termed functional and include two of the larg¬ 
est groups of mental disorder, the more severe forms being 
known as psychoses and the less severe forms as psycho-neuroses. 

Schizophrenia (split mind) and affective reactions (mania and' 
melancholia) collectively termed bio-genetic psychoses, account for- 
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least fifty per cent, of the admissions to mental hospitals and foe 
at least a third of the permanent, incurable, population of these 
public institutions. 

5. Psycho-neuroses include a variety of forms of mental ill- 
health, .Hysterias, phobias, anxiety stales, obsessional anh jom- 
pulsive neuroses belong fo this group as well as problem children, 
stammerers, certain classes of delinquents and most of those who 
used to be diagnosed as suffering from shell shock. Psycho-neurosis 
hlso accounts for chronic ill-health in many men and women and 
for many so called nervous break-downs. The psycho-neurotio 
condition is often of a mild nature and most persons suffering from 
it do not find their way into hospitals. Psycho-neurosis is the most 
important single cause for absenteeism in industry, for unemploy¬ 
ment and ior poor turn-over in factories. ‘ Ur. riaLliaay the 
Glasgow Kegional Medical Officer of the Department of Health for 
Scotland under the Insurance Act, discovered that out of 1,000 con¬ 
secutive eases kept away from work for 12 weeks or more, 33-5 per 
cent, were in what was primarily a psycho-neurotic condition. He 
showed that the majority of these were certified as suffering Trom 
organic diseases including gastritis, debility, anaemia and rheuma¬ 
tism. He estimated that the incidence of psycho-neurosis among 
the employed males was 28 per cent., while itr was 87 per cent, 
among the unemployed. Further, he showed that in one inquiry of 
145 consecutive cases described as rheumatic 89-8 per cent., and in 
another 62 consecutive cases 87 per cent, were psycho-neurotic. In 
a close investigation of the psycho-neuroses of 21 insured persons 
he established a definite connection between neurosis and rheuma¬ 
tism. Dr. Thomas M. Ling, the Medical Officer of Joseph Lucas 
Ltd., Birmingham, analysed the case records of 200 consecutive 
cases of sick employees. He concluded that 27 per cent., who were 
absent for two or more weeks, were suffering from psycho-neurosis, 
while the period during which another 32 per cent, stayed away; 
from work was prolonged by psycho-neurosis. A series of articles 
in the first three numbers of Vol. X of the Human Factor, the organ 
of the National Institute of Industrial Psychology, by Dr. Garland, 
provides evidence -of a similar oharacter obtained from a factory em¬ 
ploying between 2,000 and 3,000 girls. Sir Maurice Cassidy, a con¬ 
sulting cardiologist, has also attributed 29-15 per cent, of the cases 
.coming to him to psycho-neurotic causes. It is suspected too, that 
accident proneness is due to some form of psychological condition. 
The Industrial Health Research Board, for example, have discovered 
that 75 per cent, of the factory accidents generally occur among 25 
>per cent, of the employees. Thus there are evidently many people 
suffering from mental ill-health which is never diagnosed. Their 
health and their work often suffer and sometimes they may be even 
dangerous to their fellow citizens, particularly if they handle danger¬ 
ous machinery, or drive cars.”# It is clear that the number of 
persons suffering from mental disorders of varying degrees of in¬ 
tensity must be much more than those who are admitted and treated 
in the mental hospitals in England. 

6. As regards mental deficiency the Joint Committee of the 
Board of Education and the Board of Control on Mental Deficiency 
(commonly known as the Wood Committee) gave in its report, 

* “ Report on the British Health Services ", PEP (Politioal and" Eoonomie 
Planning), pages 352-353. 
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•which was issued in 1929, aii estimate of about 300,000 mental 
■defectives in England and Wales or 8 per 1,000 of the population. 

7. It will be seen that varying degrees of mental ill-health and 
mental instability affect a much larger section of the community 
than that which the statistics for mental patients suggest. General 
medical consultants in large cities in America have found not only that 
iorty to fifty per cent, of their consultations concern psycho-neurotie 
conditions, wherein no organic pathology can be found, but also that 
purely psychiatric or emotional factors are estimated to cause fifty to 
sixty per cent, of physical illness. Asthma, eczema, gastric ulcer, 
high blood pressure are a few examples. Hence has sprung a new 
branch of medicine—psycho-somatic medicine. The expenditure on 
■mental hospitals in America is a billion dollars. It has been esti¬ 
mated that, if the time each patient stayed in hospital could be 
reduced by attention to the emotional factors in physical illness, the 
annual saving in public expenditure would be several million dollars. 

The Result of Treatment 

8. In connection with the general impression thpt the results of 
treatment in mental diseases are disappointing, Strecker ahd Ebaugh 
(1940) point out that “It is conservatively estimated that between 
60 and 75 per cent, of the psychoses which are comparable to what 
a general physician would designate ‘acute’ are recoverable. Parti¬ 
cularly in psychiatry do we meet conditions and situations which are 
capable of considerable modification in a favourable direction even 
Though a complete cure may not be effected- This is particularly 
true in incipient and early Schizophrenia, and the failure to recog¬ 
nise this’potentiality has made the outlook seem even gloomier than 
it really is.” 

In recent years, an increasing number of articles reporting a high 
proportion of cures, social remissions, and improvements in incurable 
patients have appeared. Recent progress in the understanding and 
treatment of mental disorder has been so spectacular that the chances 
•of recovery of a mental patient can be said to be greater than those 
of a patient suffering from any other illness. The therapies deserv¬ 
ing mention are shock therapy by cardiazol, and insulin, continuous 
narcosis, and exploratory therapy by a sodium pentothal, surgical 
approach to the brain by sectioning the white matter (leucotomy), 
and the use of pencillin, hormones, vitamins, and direct and indirect 
psycho-therapy. 

The present position in India 

9. The position in India is extremely unsatisfactory. It has been 
mentioned above that in England, in 1937, the ratio of mental 
patients treated in hospitals was 3-2 per 1,000 of the population, and 
in Americas, the rate has varied from 5 to 8 per 1,000 in different 
years and ir different States. These figures give only a rough indi¬ 
cation of the extent of prevalence of mental disorder in the two 
•countries. In India there is no reason to believe that the rate 
of incidence of mental disorder is in any way less than those in 
England and the United States. While it is true that, in this 
■country, the higher rate of infant mortality and the shorter span of 
life for the individual should help to produce a smaller proportion of 
•persons liable to adolescent and senile psychoses respectively, there 
are other factors influencing the development of mental disorder 
•which are operative here to a greater extent than in those two 
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countries. Chronic starvation or under-nutrition, tropical fevers,, 
anaemias and frequent childbirth in women who are unfit for mother¬ 
hood are responsible for large numbers of mental breakdown in this 
country. On the other hand, purely sociological causes may not be 
operative in India to the same extent as in the other two countries. 

In view of these considerations, even if the proportion of mental 
patients in India be taken as 2 per 1,000 of the population, hospital 
accommodation should be available for at least 800,000 mental 
patients. On the other hand there are only a little over ten thousand! 
beds for such patients. The great disparity in respect of mentaL 
hospital accommodation between England and India can be shown in 
another way. In India the existing number of mental hospital beds, 
is in .the ratio of one bod to about 40,000 of the population (taking 
the present population of the country as 400 millions) while, in 
England, the corresponding ratio is approximately one bed to 300 of 
the population. Thus the provision in India for the institutional 
care of insane persons is about 130 times less than that existing in 
England, even if we estimate the rate of incidence of such caseB here 
as about 37*5 per cent, less than the rate in that country. Ab regards 
the possible numbers of persons suffering from varying degrees of 
mental disorder, who may not require hospitalisation and yet should 
receive treatment, and of those suffering from mental deficiency, we 
have no information ad all. It seems, however, almost certain thair 
their numbers are likely to run into some millions in this country, 
if the ratio of incidence in England or America can be taken as even 
an approximate guide for estimating the numbers of such cases- in 
India. Psychological and medical treatment are necessary for many- 
forms of psycho-neuroses. Mental deficiency will require provision- 
on a wide scale, including special educational facilities and institu¬ 
tional care for children suffering from various forms of this condition' 
and segregation and treatment in institutions for a considerable pro¬ 
portion of mentally deficient adults also. Provision for these two- 
classes of sufferers from mental diseases is almost non-existent im 
India. 

In the previous volume of the report dealing with a review o£ 
health conditions in India we have already referred to the extremely 
uusatisfactory conditions of some of the existing mental hospitals- 
which, it will be seen, are altogether too few to meet the requirements, 
of the country. Colonel M. Taylor, I.M.S., Medical Superintendents 
Itanchi European Mental Hospital, who visited, at our request, alL 
the major mental hospitals in the country and prepared a report 
(Appendix 21) for us, says “every mental hospital which I have; 
visited is disgracefully under-staffed. They have scarcely enough pro¬ 
fessional workers to give more than cursory attention to the patients.’” 
He also states that “Seven of the largest mental hospitals in India, 
have men appointed as superintendents at salaries that a first class 
mechanic in Tata Works would scorn, six of them have little or no> 
postgraduate experience or training in psychological medicine, and yet- 
these men have been charged with the supervision of large hospitals, 
and what is more important, human lives. The Deputy Superinten¬ 
dents and subordinate medical staff are utterly untrained in¬ 
psychiatry.” The nursing staff and the ward attendants attached to 
most of these hospitals are, he points out, insufficiently trained and! 
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inadequate in numbers to do efficient service. The use of social 
workers and the provision of occupational and recreational therapy r 
which constitute important parts of a modern mental health pro¬ 
gramme, have, speaking generally, received quite insufficient atten¬ 
tion in this country. 

OUR PROPOSALS 

10. In putting forward the following proposals we have had the 
benefit of advice from a small sub-committee, which we appointed, 
consisting of mental specialists from different parts of India and from 
Colonel M. Taylor, to whose report we have already referred. In our 
view the most important, step to be taken is the formulation of a 
mental health programme for the country after a preliminary inves¬ 
tigation of the needs of individual provinces. Such a programme 
should aim at providing for the community, in successive stages, a 
modern mental health service embracing both its preventive and cura¬ 
tive aspects. As a part of the implementation of such a programme 
two of the most urgent needs that should be met are (1) an improve¬ 
ment and augmentation of existing institutional facilities for the 
treatment of mental ill-health and (2) provision for the training of 
different types of mental health workers, including doctors and ancil¬ 
lary personnel. With these objects in view we make the following: 
recommendations for the short-term programme: — 

(a) the creation of mental health organisations as part of the 

establishments under the Director General of Health 
Services at the Centre and of the Provincial Directors 
of Health Services; 

(b) the improvement of the existing 17 mental hospitals itt 

British India and the establishment of two new institu¬ 
tions during the first five years and of five, more during, 
the next five years; : 

(c) the provision of facilities for training in mental health for 

medical men in India and abroad and for ancillary per¬ 
sonnel in India and 

(d) the establishment of a Department of Mental Health in 

the proposed All-India Medical Institute. 

(a) The Creation of Mental Health Organisations as part of thp Direc¬ 
torate of Health, Central and Provincial, 

11 . The creation of mental health organisations as part of the 
establishments of the Director General of Health Services and of the 
Provincial Directors of Health Services is, in our view, of such great? 
importance that we have placed it first among our recommendations. 
The problems of mental health have so far received very little atten¬ 
tion in India and we believe that the appointment of officers with a 
wide experience of modern developments in this field at the Centra 
and in the Provinces is essential for the carrying out of preliminary' 
investigations, the formulation of a sound programme of action and 
its effective implementation. So little information is available 
regarding the incidence of mental ill-health in the country and the 
developments in this field of health administration, even in the more 
progressive countries, are so recent that we feel we shall not be justi¬ 
fied in attempting to make detailed recommendations regarding the 
mental health organisation which the country requires. We must- 
leave this task to the Health Departments with the guidance of the 
specialists, whose appointment we have suggested. 
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12- We realise that, with the existing lack of medical men with 
special training in this subject in India, die appointment ot separate 
mental specialists on the staff of the Director General of Health Ser¬ 
vices and of every Provincial Director may not be easy- We would 
suggest that a highly qualified person, with wide experience of the 
different branches of mental health work, should be appointed on the 
staff of the Central Directorate of Health and that his advice should 
be made available to the provinces in the development of their pro¬ 
grammes. Until officers with similar qualifications become available 
for appointment in the provinces, we put forward certain suggestions 
for an interim arrangement. In a number of provinces mental 
hospitals exist at their headquarters. Bombay and Bengal are two 
notable exceptions among the major provinces. We are, however, 
suggesting the establishment of a 200-bed mental hospital at Bombay 
and at Calcutta with the least practicable delay. As has already been 
pointed out, in most of the existing mental hospitals the superintend¬ 
ents are medical men without any special training in psychological 
medicine. We would suggest that stepB should be taken, without 
•delay, to appoint to these institutions (including the proposed new 
hospitals at Bombay and Calcutta) fully qualified mental specialists 
who can perform the dual function of being the superintendent of the 
mental hospital at the provincial headquarters and of acting as the 
adviser to the Director of Health Services on mental health adminis¬ 
tration. Wo suggest this arrangement only until qualified mental 
specialists become available in sufficient numbers to permit the ap¬ 
pointment of separate whole-time officials nn the provincial Director¬ 
ates of Health. We believe that the duties in connection with uhe 
development of mental health work in a province require the "atten¬ 
tion of a full time officer. 

.(b) An improvement of Institutional Facilities for the Treatment of 

Mental Ill-health 

13. The existing mental hospitals, with the accommodation avail¬ 
able in each, and the places where they are located are shown in 
Appendix 22. We were advised by the. special Sub-conunittee that 
three types of institutions are required for the treatment of mental 
patients, viz., (i) hospitals for general mental patients, (ii)* homes 
for mental deficients and (iii) homes for incurables and for senile 
cases. It has further suggested that, normally, the accommodation 
provided in an institution of each of these types should be 1,000 beds. 
The staff required and the estimates of cost for each type of institu¬ 
tion have been worked out for us by the Sub-committee and they are 
given as Appendix 23. The capital outlay required on each of 
these types of institutions is estimated at Bs- 10 lakhs. The annual 
recurring expenditure per bed is likely to be Es. 1,000 for a mental 
hospital, Rs. 700 for a mental deficiency home and Rs. 550 for a 
home for senile and incurable cases, and the ratio recommended for 
these three types of institutions is 5:3:2. 

14. We are in full agreement with the above recommendations of 
the Sub-committee as the ultimate objectives to be kept in view. In 
the meantime, we are putting forward our proposals for the short- 
tettn programme taking into consideration the existing inadequacy 
of training personnel and the possible insufficiency of funds. We 
suggest that radical improvements should be made in the existing 
mehtal hospitals in brder to make them conform to modem standards. 
Provision should be made for all the newer methods of diagnosis and 
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treatment. The idea, which is now widely prevalent that these in- 
stitutious are asylums and serve mainly the purpose of segregating 
mental patients from the general community, should be replaced by 
the conception of a hospital) which provides them with all the medi¬ 
cal attention and sympathetic handling they require for the improve¬ 
ment of their condition. Apart from such remodelling of existing 
mental hospitals, we also recommend the creation of seven new in¬ 
stitutions during the short-term programme, of which at least two 
should be established as early as possible' during the first five-years 
period. These are the 200-bed hospitals in Calcutta and Bombay to- 
which we have already referred. As will be seen from our proposals 
for the development of training facilities they are intended to play 
an important part in the creation of such facilities. 

15. The existing seventeen institutions in British India are hos¬ 
pitals for the treatment of mental disorders. As far as we are aware, 
do homes of reasonable size and with adequate facilities for the re¬ 
ception and treatment of mental deficients and of incurables exist in 
the country. The need for an expansion of mental hospital accom¬ 
modation is, under existing conditions, so great that we do not wish 
to suggest that any of the seven new institutions we propose for the 
establishment during the short-term programme should be homes 
of either of these two types. A decision on this matter can, how¬ 
ever, be left to the Provincial Health Departments after they have 
had an opportunity of studying carefully the requirements of their 
provinces and of formulating plans to meet them. As regards the 
size of the new institutions, we feel that this is also a matter for 
decision by the Provincial Health Departments. Wo would, at the 
same time, suggest for consideration the desirability of limiting their 
accommodation to approximately 500 beds. Considerations of cost 
and the need for staffing these new institutions with adequate trained 
personnel ha ve led us to susgest a smaller bed strength of 500 instead 
of the 1,000 recommended by the Sub-committee. For the hospitals 
at Calcutta and Bombay we have proposed a figure of 200 beds in 
each case, mainly because of the need for ensuring all possible speed 
in their establishment in order to develop facilities for training mental 
health workers. We hope, however, that their expansion may be 
possible without undue delay. 

(c) The Provision of Training Facilities for Medical men in India and' 
abroad and for other types of Mental Health Personnel in India. 

16. The urgent need for the training of a large number of medi¬ 
cal men and of other personnel for mental health work will be realis¬ 
ed from the remarks of Colonel Taylor, which we have already quoted, 
regarding the unqualified staff now employed in many of the existing' 
mental hospitals. Further, any proposals for an expansion of mental 
health activity can obviously be carried out only if there be a simul¬ 
taneous execution of an intensive training programme. 

17. As regards medical men, the ultimate aim should he to en¬ 
sure that all those who are employed in mental institutions should 
possess a recognised Diploma in Psychological Medicine. It is also- 
desirable that the Superintendent, the Deputy Superintendent and 
Senior Medical Officers in charge of different branches of work in a 
mental hospital should have a higher degree in Medicine or Surgery, 
such as M.D. or M.S. A proper clinical background in either of 
these specialities is of advantage to the medical officer even in the- 
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treatment of mental patients, because a differential diagnosis of the 
•condition of many of them may often require as much knowledge of 
general medicine and surgery as of Psychological Medicine. The 
possibility of error, with serious consequences to the patient, is great 
in respect of all who specialise only in their narrow fields- To quote 
•Colonel Taylor's words “Every Psychiatrist has seen cases in which 
•eye specialists have tried to correct failing vision by refraction in a 
patient suffering from General Paralysis of the Insane. Surgeons 
have frequently been guilty of operations on hysterics and psychia¬ 
trists have called the complaints of patients somatic delusions, until 
they finally died of cancer.” 

18. One of the purposes of the tour which Colonel Taylor under¬ 
took at our request was to make an estimate of existing training 
facilities in the mental institutions in the country. In his view such 
facilities exist on a reasonable scale at Bangalore and at Ranchi. At 
.the former, the mental hospital has, he says, all the essentials for 
treatment and that it “is recognised a3 a teaching institution for 
JVT.B.B.S., B.A. (Hons.) in Psychology of the Mysore University 
.and the L.M.P. course of the medical school. The hospital is also 
lecognised as a school for post-graduate work and some research work 
is already being undertaken.” It is reported that the staff as a whole 
has attained a high standard of efficiency- As regards Ranchi, tha 
.European Mental Hospital already provides a post-graduate course of 
instruction which includes Psychiatry (Clinical and theoretical), For- 
•onsic Psychology and Mental Hospital Administration. The Instruc¬ 
tion covers the ground in Psychiatry only, for the Diploma or M.D. 
in Psychological Medicine of London. This hospital is recognised as 
si training school for the Diploma in Psychology by the University 
of London, and a teaching school for nurses by the Royal Medico- 
.Psychological Association. There are no facilities for the study of 
advanced Anatomy, Physiology, Histology of the Central Nervous 
System and experimental Psychology. 

19. We understand that, nowhere in this country, are available 
all the facilities for the starting of a course for the Diploma in Psy¬ 
chological Medicine. We would suggest that, as early as possible, 
courses of training for this diploma should bo developed in Bombay 
•and Calcutta in association with the universities concerned. We 
have already referred to the desirability of establishing, os early as 
■possible, a 200-bed mental hospital to help in the provision of such 
facilities. We understand that, in the vicinity of Calcutta, there is 
a small mental institution, the Lumbini Park Mental Hospital, which 
Is being managed by the Indian Psycho-Analytical Society. The 
visiting physicians are reported to be all highly qualified. But owing 
to inadequacy of funds, the institution is at present being conducted 
in such a way as to afford no training facilities. Colonel Taylor states 
that “this institution, given adequate funds to meet the cost of expan¬ 
sion on modern lines, would in time become both a useful hospital 
And a good teaching school,” and we recommend that this develop¬ 
ment should be assisted and advanced as early as possible. In Bom¬ 
bay the Child Guidance Clinic of the Sir Dorabji Tata Institute of 
"Social Scionces is said to have made an encouraging start, although 
the number of children dealt with is small. Colonel Taylor reports 
that “This institution will be of great help in the training of both 
under-graduates and post-graduates in the study of problem children 
and child psychology.’’ Advanced training in such subjects as Ana¬ 
tomy, Physiology and Histology of the Central Nervous System can 
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fee provided' in the Medical colleges in Calcutta and Bombay.. We 
consider that the establishment of a Diploma in Psychological Medi¬ 
cine, with the necessary training facilities at both these places is of 
the utmost importance- We also suggest that, as soon as possible, 
similar diploma courses should be developed in the universities of 
other provincial capitals also. 

In the meantime it is highly desirable that a certain number of 
carefully selected medical men, with some experience of work in 
mental hospitals in India, should be sent abroad for training. We 
■suggest that provision should be made for sending at least 20 doctors 
■during the first five years and another 20 during the second five years 
of our programme. 

20. As regards the training of non-medical mental personnel, the 
types of workers required to be trained are occupational therapists, 
psychiatric social workers, psychologists, nursing staff and male and 
female ward attendants. Banchi already possesses facilities for train¬ 
ing occupational therapists. Both at Calcutta and Bombay facilities 
for the training of psychiatric social workers should be developed. 
"The Sir Dorabji Tata Graduate School of Social Work and the Lumbini 
Park Mental Hospital, when developed, should be able to participate 
in such training. The development of facilities for the training of 
psychologists can, we think, be undertaken in Calcutta where the 
Applied Section of Psychology of tho Calcutta University and the 
Lumbini Park Mental Hospital can help in such training. The train¬ 
ing of nursing staff and of male and female attendants should be 
undertaken in all mental hospitals in India and the necessary facilities 
ehould, we recommend, be developed without delay. 

<d) The Establishment of & Department of Mental Health In the pro¬ 
posed All-India Medical Institute. 

21. The establishment of a Department of Mental Health in the 
proposed All-India Institute is calculated to serve at least three pur¬ 
poses. These are: — 

(1) the development of facilities for the under-graduate and post¬ 
graduate training of doctors in all branches of psychological medicine 
•and the demonstration to the provincial authorities of the standards 
to be aimed at. when similar training facilities are created by these 
authorities within their own territories; 

(2) the promotion of research in the field of mental health and 

(3) participation in the organisation of a mental health programme 
for the area in which the Institute is located. 

22. All the above three purposes are, to some extent, inter-related. 
No programme for training workers in mental health will be complete 
without the provision of a field training centre, while the development 
of reSearch in this subject also requires such a centre- The active 
participation of the Department of Mental Health of the proposed 
Institute in the organisation of the mental health programme for the 
area in which it is located will help to secure the facilities for training 
and research in the field, the importance of which we have stressed. 

The Promotion of Positive Mental Health 

23. The pursuit of positive mental health requires the harmonious 
'development of man’s physical, emotional and intellectual equipment. 
Measures designed to create and maintain an environment conducive 
to healthful living and to control the specific causes responsible for 
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all forms of physical and mental ill-health are essential for promoting 
such development. The comprehensive programme of health recon¬ 
struction which we have recommended in this report, will, if imple¬ 
mented, constitute in itself no small contribution to the development, 
of positive mental health in the community. Apart from provision 
for the prevention and cure of specific forms of ill-health, physical, 
and mental, many of our proposals, e.g., those dealing with health 
and physical education, the social aspects of our programmes for' 
mothers and children, for the schoolgoing population and for indus¬ 
trial workers, the removal of slums and the creation of parks and 
other facilities for promoting community life should also help to- 
raise the level of mental health in the community. 

24. The development of an integrated personality, which will help 
the individual to adjust himself to the stress and strain of life, is 
essential if sound mental health is to be achieved and maintained. 
The mental health programme, if properly organised, should be able 
to assist in the endeavour to secure the unhampered development of 
human personality. Psychologists are agreed that the child requires 
a domestic environment which assures it a sense of security “based 
upon affection, consistency, fairness, regularity and serenity,” if its 
mental development is to proceed on sound lines. At a later age the 
child’s mental development is also influenced to a large extent by 
the teacher. An educational campaign for imparting to parents and 
teachers knowledge regarding the ways in which they can help the 
normal mental growth of the children for whom they are responsible, 
is an essential part of a mental health programme. Such education 
will supplement the provision that the mental health service will 
make, through child guidance clinics, to correct unsatisfactory mental 
or emotional states in children which, if left uncared for, lead to the 
development of “an aggressive anti-social attitude that is socially des¬ 
tructive, or to a regressive attitude which is destructive to the per¬ 
sonality.” 

25. The mental health programme should also include within 
its scope educational propaganda for the adult. Opportunities for self 
expression through work and recreational facilities are of great import¬ 
ance for the maintenance of a man’s mental health. He should there¬ 
fore be encouraged to create for himself as wide a field of cultural, 
activity as is compatible with his main occupation. The development 
of hobbies helps to keep alive an aetive interest in life. A cultivation, 
of the love of nature enables the individual to escape from the cramp¬ 
ing limitation's of his daily round of duties and to obtain, from the 
changing panorama of Nature, a refreshment which invigorates him- 
without leaving behind any adverse after-effects. The .arts also pro¬ 
vide a varied field for self-expression outside a person’s normal range 
of duties. 

Economic insecurity probably plays a part in preventing the attain¬ 
ment of full mental health in the case of many adults. The view is 
widely held that unemployment promotes the incidence of psycho¬ 
neurotic conditions and some evidence has been advanced in support 
of this view. The wider aspects of the social-security problem are 
clearly beyond the scope of our investigation. We may, however, 
draw attention to the fact that the provision of adequate medical care,, 
preventive and curative for the individual, without regard to his- 
ability to pay for it, is becoming recognised in all progressive countries. 
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as part of the National Social Security Programme. We have advo¬ 
cated in this report the adoption in India of this objective of a full 
and free medical service to all. 

13. DISEASES 07 THE EYE AND BLINDNESS 

This subject was fully discussed and comprehensive proposals were 
made in 1944 by a Joint Committee of the Central Advisory Boards, 
of Health and of Education. Its report deals with the problem both 
in its medical and rehabilitation aspects and, as the ground has been 
amply covered by this Committee in these two fields, we need do no- 
more than commend its recommendations to the earnest consideration 
of Governments and all organisations, public and private, which are 
interested in promoting the welfare of the-blind and in organising: 
preventive and curative health work for those who are afflicted with 
eye diseases. 
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ENVIRONMENTAL HYGIENE 

Introduction 

1. In this section we shall deal with the important problem of 
improving man’s physical environment as an essential part of the 
campaign for promoting the public health. Adequate provision for 
remedial and preventive personal health seryiccs is no doubt essential 
for protecting the individual and the community. But the creation 
and maintenance of an environment conducive to healthful living 
may be considered to be of even greater importance because, in the 
absence of such provision, the services rendered by the doctor, uurse 
and other members of the health organisation will largely fail vo 
produce the desired results. In the campaign for improved health, 
drugs, vaccines and sera can in no way replace such essentials as a 
hygienic home, good food, fresh air and a safe water supply. 

2. Experimental studies carried out by Topley, Greenwood and 
their co-workers in London have amply demonstrated the truth 
embodied in this statement. The factors associated with the occur¬ 
rence of epidemic diseases in human beings are so diverse, including 
movements of people who may be either protected against the 
disease by appropriate inoculation or not, that these medical scientists 
attempted to study the intricate phenomena accompanying such 
outbreaks by experiments on herds of mice using certain specifio 
forms of infection. Without going into the details of these 

■experiments it may be stated that the general conclusion was reached 
that, while protective vaccination would undoubtedly be of great 
value to those exposed to infection for a short time, it may prove to 
be of little benefit if the period of exposure to risk continues indefi¬ 
nitely. Under such conditions even the conferment or a high level 
of protection through artificial immunisation will not prove a suffi¬ 
cient safeguard for the community against certain diseases. We may 
quote the words of Professor Greenwood in which he sums up certain 
general impressions resulting from these studies. *“The Victorian 
watchword that prevention, iu the man in the street’s sense, is 
better than cure is still not obsolete. It is a great deal better to 
provide clean houses and food than to pre-immunise people against 
the possible consequences of dirty houses and food, leaving the 
environmental conditions alone. It is fortunate for the world that 
pre-immunisation against the typhoid group was not discovered in 
the days of laissez-faire; had it been, many more thousands would 
have died of typhoid than actually did.” It is clear that, while 
preventive inoculation and similar measures have no doubt their 
place in the fight against disease, adequate protection for the com¬ 
munity can ultimately be secured only by the creation of those 
conditions which are fundamental to a healthy life. 

3. The measures to be undertaken by the State in order to control 
the production, transport, distribution and sale of food under hygienic 
conditions have been discussed elsewhere in the report. In dealing 


* Epidemic and Crowd-Diseases by Major Greenwood, D. So., F. R. C. F., 
F, B. S.—Publishers, Williams and Norgate Ltd., Little Russell 8treet, London- 
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'with impersonal health services here we shall confine ourselves to 
iihe following subjects in the order indicated bfelow: — 

(1) National planning for town and country, including housing— 

(a) Town and village planning. 

(b) Housing, rural and urban. 

(2) Public Health Engineering— 

(a) Water-supply; 

(b) General sanitation including conservancy and drainage; 

(c) River and beach pollution; 

(d) Control of insects, rodents and other vectors of diseases 

and 

(e) Control of trades dangerous and offensive to the community. 

It will be seen that we have divided the subject into two broad 

jgroups. The first deals with town and village planning or the utilisa¬ 
tion of land to the best advantage of the community in order to meet 
its various requirements including the provision of space for residen¬ 
tial accommodation, amenities such as schools, markets, places of 
■worship and recreation grounds and the development of industry, as 
•well as with the problem of constructing and maintaining hygienic 
'homes for the people. The second group of services has been brought 
together under the common heading of ‘Public health engineering’. 
.As has been pointed out elsewhere, the modem tendency is to place 
the functions associated with such services as are included here in 
the hands of an engineer who has had special training to deal with 
•the problems of environmental hygiene and to relieve the medical 
■officer of these duties in order that he may concentrate on his preven¬ 
tive and curutive medical work. 

4. The subjects under consideration here are of such importance and 
some of them ruise issues of such complexity as would seem to 
justify special investigation before decisions can be reached in 
■respect of them.. We have had neither the time nor the opportunities 
for a detailed consideration of these problems. We are therefore 
-confining ourselves largely to certain general principles leaving their 
.application to be decided after a review of the local conditions in 
-each case. In the pages that follow we have put forward certain 
suggestions in respect of these problems and, although we feel that 
they do not constitute conclusions based on such a detailed ccnsi- 
-deration as their importance would require, we trust they will help 
to stimulate discussion and to facilitate further action. 

TOWN AND VILLAGE PLANNING 

Introduction 

1. The purposes to be achieved by town and village planning include 
the following: — 

(1) The utilisation of the Available land to the best advantage of 
the community by making provision for all its needs. Land is 
.required for the development of residential areas with such amenities 
-as recreation grounds, places of amusement, markets, schools and 
•centres of worship. There should be provision for the location of 
industries in such a manner as to prevent the smoke, noise and 
offensive effluents proceeding from them spoiling the health and 
amenities of the inhabited area. 
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(2) Most of the populated and urban centres in this country have- 
grown up in the past without due regard to the principles of planning. 
Therefore an immediate task which must be faced is that of provid¬ 
ing for an amelioration of existing slum conditions. The demolition 
of overcrowded and insanitary blocks of houses and their replacement 
by hygienically constructed dwellings, in surroundings which are 
pleasant and conducive to healthful living, constitute the most urgent 
need, particularly in many of the larger industrial centres. .The 
removal of slums raises at once the question of housing the people 
deprived of their homes and rehousing plans therefore constitute an 
important part of clearance schemes. 

Town and village planning must be concerned, at least indirectly, 
with the problem of housing also, although the primary object is 
that of securing a reasonable distribution of the available land between 
the varying needs of the people. 

(3) The development of communications is such an essential part of 
community life that- planning must include, within its Bcope, the 
provision of such facilities in the area covered by its operations. 

(4) The aesthetic aspects of town and country planning Bhould not 
be ignored. In both types of areas there is room not only for provid¬ 
ing for man’s physical needs but also for promoting his sense of 
bpauty and love of nature which help him towards securing certain 
deep-seated satisfactions. 

In considering these problems we have been greatly assisted by 
a report prepared for us by Mr. B. R. Kagal, Chief Administrative 
Officer at Jamshedpur, who undertook, at our request, a rapid tour 
of some parts of the country to study the problems of town and 
village planning and of housing. The more important parts of his- 
report have been incorporated in Appendix 24 to our report. 

The Present Position 

2. The present state of town and village planning in the various 
provinces of India has already been surveyed briefly in Volume I,. 
Chapter X, of this Report. While it is true that some attempts have- 
been made to regulate the growth of certain cities and to deal with 
slums and conditions of overcrowding in them by the creation of Im¬ 
provement Trusts, the number of such Trusts, is so small, and, for 
various reasons which will be discussed later, the success achieved by 
them has been so limited thut the total effect of such planning on the 
country as a whole has been negligible. Indeed it has often happened as- 
pointed out by the Central Advisory Board of Health at its meeting in> 
1940, that, after costly slum clearance operations were carried out by 
Improvement Trusts, the cleared areas were permitted by the autho¬ 
rities concerned to be built over without regard to the requirements- 
of light, ventilation and sound hygienic construction. Such failure 
on the part of the local health authorities to enforce the powers they 
possess for regulating housing has resulted, not infrequently, in- 
defeating the specific purpose for which slum clearance was 
carried out by the Improvement Trusts. The haphazard growth of 
industrial concerns in residential areas has also taken place in many 
of the larger industrial towns and cities as the result of failure, od 
the part of the authorities concerned, to take appropriate action in 
the past. Slums have often grown around such industries and have- 
helped to add to the congestion and insanitation of the areas con¬ 
cerned. Villages have frequently developed without streets and; 
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without any attempt to regulate building construction. These 
remarks apply also to many ot the smaller towns. As a result the 
•orderly development ot rural and urban residential areas has been 
woefully neglected in the past. 

3. This state of affairs must not be allowed to continue. The 
Census of 1941 has revealed an accelerated rate of urbanisation in India 
and this tendency has received further impetus during the later years 
of the war: In the post-war period it is to be anticipated that new 
large-scale industrial developments, the active promotion of agricul¬ 
tural operations on a wide basis and the execution of large public 
works will, in all probability, help to create new townships and 
.settlements and thus further the process of urbanisation. It is, there¬ 
fore, of paramount importance to regulate the growth of towns in 
.accordance with the principles of sound town planning and to make 
a determined effort to eradicate existing slums and to prevent condi¬ 
tions in which they can again grow and thrive, it is recognised that 
there are serious limitations to the improvements that can be effected 
in respect of existing built-up areas. These have grown during a 
.number of years and it may not be easy to demolish and rebuild 
.them in all eases. Tradition, prejudice, ignorance, a conflict of 
interests between the community and private individuals and the 
enormous expenditure that is involved are all factors to be reckoned 
with. At the same time, unless measures are taken now to retrieve 
the errors of the past and to ensure that new towns, cities and other 
inhabited areas are olanned on sound nrincinles. the nroblem we 
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schemes which receive financial support from the Central exchequer 
will be scrutinised by him from the technical point of view before 
being sanctioned, during execution and on their - completion. His- 
professional advice will also be available to the provinces even in 
respect of schemes which are not supported by grants from the- 
Centre. 

7. We suggest that the Central Directorate of Town and Village 
Planning should function as an Information Bureau for town plan¬ 
ners throughout the country and that the Directorate should be 
equipped with an adequate library and literature on the most recent, 
developments in this field in'other countries in order to make the- 
information service that is provided as up to date and complete as. 
possible. 

8. As it is in the provinces that the major activities in connection, 
with town and village planning will be carried out, the technical 
assistance to be provided to the Ministry dealing with this subject 
will have to be on a larger scale than that suggested for the Centre. 
But, before we go into the details of the composition of such a 
provincial technical organisation, we may consider some of the more 
important functions which will have to be performed in connection 
with the proposed planning. The carrying out of such functions will 
have to be regulated by legislation and we therefore offer the follow¬ 
ing suggestions regarding such legislation. 

9. Town Planning Legislation .—The main provisions of town, 
planning legislation should include, among others, (1) the reserva¬ 
tion of land in and around a town within certain notified limits in 
order to prevent its development in a manner incompatible with the- 
principles of town planning; (ii) the prevention of ribbon develop¬ 
ment, that is the growth of a town along a highway and (iii) the 
requirement that all local authorities, improvement trusts, building 
societies, industrial organisations, private estate development con¬ 
cerns and Government Departments should submit all schemes for 
land development or slum clearance to the Provincial Ministry of 
Housing and Town and Village Planning for previous sanction before- 
such schemes are proceeded with. 

It is suggested that the proposed legislation should empower 
Governments to declare, by notification, the minimum size of projects 
to be submitted for approval in terms of the acreage of land to be- 
developed, the number of houses to be built or the number of persons: 
expected to be housed. 

10. We suggest that the following minima may be prescribed in¬ 
respect of the size of a developmental area and of a housing scheme- 
in order to .make approval by the proper authority a condition prece¬ 
dent to the starting of operations, namely, a plot of over 15 acres in* 
size or a housing scheme involving 100 or more houses or family units 
or a, scheme for housing 500 or more persons. 

11. We believe that town and village planning are Provincial func¬ 
tions. Legislation to regulate planning in respect of towns exists 
In the provinces of Madras, Bombay, the Punjab and the United* 
Provinces but, as far as we are aware, no such provision exists in 
respect of rural areas. We consider that legislation should be enact¬ 
ed in all the provinces on a fairly uniform basis and that it should* 
include, within its scope, both urban and rural areas. We there¬ 
fore suggest that the Central Government shouM, in consultation* 
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with town planning experts, draw up model legislation and recom¬ 
mend its adoption by the Provinces or, with their approval, seek 
the enactment of an all-India Act. In either case consideration, 
should be given to the possibility of incorporating in the proposed 
legislation all the requirements that modem conceptions regarding 
town and country planning would suggest for inclusion. Compulsory 
acquisition of land is often an important measure to be adopted in 
this connection and, as this subject is also at present one within th& 
jurisdiction of the provinces, we recommend that the existing law 
on this matter should be examined and that such modifications as- 
may be considered necessary should be incorporated in the proposed! 
model legislation. 

12. The provincial technical organisation .—We consider it essen¬ 
tial that the Provincial Ministry of Housing and Town and Village- 
Planning should be able to call upon the services of a technical 
expert as its adviser, who may be called the Director of Town and 
Village Planning. The Provincial Director should have in the begin¬ 
ning three Regional Assistant Directors in the larger provinces. Their- 
number may be suitably reduced in the smaller provirfces. 

The duties of the Director of Town and Village Planning will 
include, among others, the following: 

(a) To draw up master plans for such local authorities as may- 

ask for them; 

(b) To determine, on his own initiative or at the request of 

individual local authorities, the area around each of 
them in which the development of land should be 
controlled, and to advise the Minister to notify such, 
area as reserved for town planning; 

(c) To advise other government departments, improvement 

trusts, local authorities, registered housing co-operativa 
societies and other organisations interested in town 
planning and housing, on the schemes they propose and 
to draw up schemes for them, if they have no compe¬ 
tent technical advisers. If it is considered necessary to 
levy a fee on all organisations except government 
departments for the advice given to them, it is suggest- 
ed that the fee should be kept to the minimum possible 
level in order to encourage all concerned to obtain the 
technical advice of the provincial town planning expert;: 

(d) To examine schemes submitted to the Ministry for 

approval under the provisions of the proposed legisla¬ 
tion and to advise the Minister on them; 

(e) To inspect schemes during execution and on completion,. 

in order to ensure that they are carried out on approved 
lines. 

The Director of Town Planning is not expected to interfere with 
the routine administration of the improvement trusts and other- 
concerns. But, as has been pointed out above, it will be his duty to 
see that, in the execution of works by them, the prescribed standards 
are maintained. 

13. While our proposal is that every.scheme falling within the pres¬ 
cribed standards should receive the prior sanction of the town plan¬ 
ning authority before execution is proceeded with, such legal provi¬ 
sions will have to be supplemented by routine inspections in order 
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•to ensure that there is no contravention of the law. The Director 
of Town Planning and his organisation constitute too small a staff 
for the effective carrying out of such inspections. We,' therefore, 
suggest that the Public Health Engineers at the district headquarters, 
the Assistant Public Health Engineers attached to the secondary 
units and the Public Health Injectors in the primary units should 
undertake such inspections on behalf of the Director of Town Plan¬ 
ning and bring to his notice cases of construction without the prior 
sanction of the proper authority. In the earlier stages of our pro¬ 
gramme there will thus be more effective supervision over unauthor¬ 
ised construction in the area under our scheme than in the territory 
outside it. The Eegional Assistant Directors of Town Planning 
should, in the initial stages, concentrate attention primarily on the 
latter in order to ensure that a reasonable measure of compliance 
with the requirements of the law is enforced in this area also. 

The Director of Town Planning should have a salary and status 
comparable with those of other heads of departments. 

The Qualifications of a Town and Village Planner 

14. In India planning has suffered in the past from the fact that the 
recognised expert advisers to Governments have, in many cases, been 
civil engineers in charge of Public Works Departments. While some 
knowledge of engineering is no doubt necessary, a town planner is not 
merely an engineer. Similarly, while he should know something of 
^architecture, the town planner is not an architect pure and simple. 
The examination for the Associate Membership of the Town Planning 
Institute of London gives some idea of the range of subjects with 
which a town planner should be familiar. The intermediate examina¬ 
tion for this qualification has a paper dealing with elementary principles 
regarding construction of buildings and roads as well as surveying and 
levelling. In the final examination the subjects include: (a) the 
history of town planning, fb) town planning practice, (c) town plan¬ 
ning in relation to architecture and amenities, (d) town planning in 
relation to engineering, (e) town planning in relation to surveying, and 
(f) the law relating to town and country planning. The student is 
required to have some elementary knowledge about sewerage and 
water supply. The details set out in the syllabus indicate that the 
candidate should have, in relation to sewers and drains, information 
regarding requirements in respect of population and general knowledge 
of capacity, gradients and sewage disposal. He must also be familiar 
with the relation of the distribution of water, gas and electric supplies 
and sewage disposal to “zoning”. 

We have indicated above, in some detail, the technical qualifica¬ 
tions of a town and village planner because we consider it will bo a 
mistake to continue the practice of entrusting this branch of public 
administration to a Civil Engineer who does not possess the special 
knowledge that planning requires. 

Planning In Urban and Rural Areas 

15. Large cities ,—In some of the larger and more congested cities 
of India, improvement trusts have been engaged, for some time, in 
slum clearance and the improvement of housing. These trusts have 
been created under different provincial Acts and they do not function 
in the same manner. For instance, we understand that the Calcutta 
Improvement Trust has no control over the erection of buildings 
on cleared areas while the United Provinces Town Improvement Act 
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makes the trusts the authorities responsible for operating, in the 
areas under their scheme the provisions regarding building and 
drainage in the provincial Municipal Act. The Delhi Improvement 
Trust was constituted by the Government of India by the applica¬ 
tion, under the Delhi Laws Act, of the United Provinces Town Im¬ 
provement Act and this Trust exercises the right .of enforcing the 
building and drainage byelaws of Delhi Municipality. It is under¬ 
stood that the Trust, in addition to such powers, imposes other condi¬ 
tions also, e.g., those relating to the lease of land for building pur¬ 
poses. It maintains its own staff for inspection during the construc¬ 
tion of buildings and also after occupation, in order to ensure that all 
the rules and regulations are satisfied. 

16. We have described above these differences in the functions of 
improvement trusts in order to draw attention to one or two 
matters. In Calcutta the responsibility for slum clearance and the 
responsibility for enforcing hygienic standards of construction in the 
cleared areas have been separated and assigned to two independent 
authorities, namely, the Improvement Trust and the Municipal Cor¬ 
poration respectively. This is understood to have worked unsatis¬ 
factorily as the building byelaws of the city have not been effectively 
enforced and the purpose, for which clearance was undertaken, 
appears to have been defeated. On the other hand, in Delhi the 
Improvement Trust is carrying out, in the areaB covered by its 
schemes, functions which should legitimately be performed by the 
municipal authority. This results in the maintenance of separate 
supervisory staffs by the two authorities for the exercise of similar 
functions in contiguous areas. 

It seems to ub that neither of these represents a completely satis¬ 
factory situation. It is deplorable that cleared areas resulting from 
costly demolition operations should be allowed to be built over 
without adequate control. At the same time, measures designed to 
remedy this defect should not result in creating, within the area of 
a municipality’s jurisdiction, another body which usurps some of its 
functions. 

17. Before we make suggestions to meet the difficulties indicated 
above we may state our view that, the establishment of improvement 
trusts is necessary in all large cities of India for dealing with large 
scale slum clearance and rehousing. We consider, however, that the 
responsibility for enforcing the law in respect of building construction, 
drainage and water supply, in the developed areas should rest with 
-the local authority. It should be obligatory on the improvement 

as on any other body or individual promoting large scale 

•Bmg, to carry out the requirements of local byelaws regarding 
ousing, water-supply and drainage. In fact, as a responsible 
public authority, it does not seem unreasonable to suggest that the 
trust might provide even better standards than those laid down by 
-the local authority as being applicable to all. 

18. We realise that, under existing conditions, local bodies have, 
for one reason or another failed to a large extent to carry out the func¬ 
tions entrusted to them. We have made various suggestions in 
■Chapter XVII, for improving the efficiency of local health adminis- 
tratien. Apart from the legislative and administrative measures 
which have been suggested, we have included in our recommendations 
the appointment of public health engineers at three different lavels 
-of administration, namely, the headquarter of the province, the 
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district, mwl secondary unit, in order to assist in improving environ¬ 
mental hygiene including the enforcement of suitable standards for 
housing. We therefore believe that, if our recommendations are given 
effect to, local health authorities should be in a position to ensure 
greater compliance with the prescribed standards than they have 
done in the past. An improvement trust is at liberty, like any other 
corporate body, or individual undertaking the development of largo 
housing programmes, to employ $uoh staff as it. considers necessary 
to supervise its 0 \Vn schemes and'ensure sound construction and the- 
fulfilment of the. prescribed standards. : Nevertheless the local autho¬ 
rity,-.advised by its technical officers, will 1 continue to be responsible 
for enforcing these standards. Housing is but' a 'parf t>f the'wider- 
ppoblEths of environmental hVgiene.'for t-hfe solution of which the local 
health authority must remain primarily responsible. 

19. In making this reeom meridatiOri' we are notignbiing’the-possibi¬ 
lity ythabp itrider existing conditions, certain' ijm'pfbycHient t'fUSts' 
riiay be carrying out tbe function of enforcing housing standards in 
a more effective mariner than the local authorities, with which they 
are associated' and whose powers they have taken over. In these- 
eireurilstances we feel that, we must leave it to 1 ’ the' Provincial 
Governments concerned to decide whether the present system or the ; 
One suggested by us should continue for the time being. 

' ;;20. ,Iq order to indicate thd comprehensive nature of the planning: 
tlfat can be undertaken in a large city wo give below a master-plan 
prepared for one such city, which makes provision for the following: — 

(1) industrial zones with railway facilities-; 

(2) areas for housing industrial labour in close proximity to* 

the industries, with > provision for amenities so, as to-' 
make these, self-sufficient townships; 

(3) extension of (he Civil Station providing accommodation for 

upper and lower middle class citizens with their domes¬ 
tic servants; 

(4) location of business and civic centres on wide roads; 

(5) reservation of sites for public and quasi-public institutions 

In: convenient localities; 

(6) ring roads separating external and internal traffic; 

(7) building sites for the poor within a reasonable distance off 

their places of work, with provision for amenities similar 
to those provided for townships; 

(8) parks and.playgrounds distributed'over the entire area; 

(9) canalisation of water-courses and diversion of sullage n nd’ 

sewage into a complete water-carriage system of dfc* 
age, and 

(10) wide arterial toads driven through the heart of the existing '" 

congested city. 

21, One of the handicaps, from which existing improvement trusts' 
have suffered, is lack of technical assistance.' Evory trust should be 
req-'ffired-to employ a town planner on its staff as soon as trained 
personnel‘of this class become available in sufficient numbers. Such 
tefcHfriCftl 1 dsStetri’nce . aruE the requirement 'that all -schemes -above a 
cerffeiri/prescribed standard should receive the previous sanction of 
the provincial' triwri planning authority before the commencement of 
operations-', 'shofild suffice' to ensure that the schemes carried out by 
irirprovehifent 1 ' toiCtS 'will riot be technically unbound. 
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22. We would suggest that these trusts should not be allowed to 
sell land freehold. It should be given on long lease for building pur¬ 
poses with such conditions as are neoessary to ensure that the bres- 
cribed standards are observed. 

23. We are suggesting in the next chapter that the development of 
housing Bhould definitely be the responsibility of Governments but 
that local authorities and improvement trusts should be made the 
main Instruments for discharging this responsibility. Priority should 
be given to housing schemes for the lower income classes., 

24. Other urban areas .—The urban areas for which the establish¬ 
ment of improvement trusts is likely to be considered not feasible 
will. from the point of size and importance, be such as to make them 
suitable for inclusion in the district hedlth organisation we have 
proposed elsewhere in the report. The local authority that should 
be made responsible for the planning of such urban areas should be 
the District Health Board. This authority should, as, ini the case 
of an improvement trust, be required to' maintain on its establish¬ 
ment a trained town planner who will, ih technical matters* be 
subject to the supervision of the Provincial Town and Village Plan¬ 
ning Directorate. The public health engineering staff maintained by 
the District Health Board will be able to help,' as has already been 
pointed out, to carry out effectively town planning administration. 

25. Rural areas .—The rural areas present the most difficult pro¬ 
blem from the point of view of planning. In certain provinces many 
villages have no streets or roads, the houses having been built in¬ 
discriminately over the village site. The reconstruction of built up 
areas on lines conforming to modem conceptions of planning Will by 
no means be easy even in the larger towns and citieB because of 
vested interests and of the high cost involved. For these and for 
certain other reasons it will be even more difficult- to rebuild 
villages on any substantial scale within a reasonable period of time. 
Until the health organisation we have proposed is extended over the 
country and is sufficiently strengthened to enable it to take an effect¬ 
ive share in rural planning, the provincial Town and Village Planning 
Directorate will find it difficult to secure suitable staff to undertake 
satisfactory supervision over the schemes that may be developed in 
rural areas. In these circumstances, we feel that however desirable 
it may be to replan existing villages, such planning may not be prac¬ 
ticable as a short-term measure and that, during this period, atten¬ 
tion may have to bo confined to the lay out of new villages which 
may be established as the result of developments in industry, mining, 

griculture or the settlement of demobilised personnel. In the case 
of all new villages we recommend that the provincial Director of Town 
and Village Planning should be consulted beforehand by the depart¬ 
ment concerned and that he should design the lay-out. Large scaln 
road developments, electrification and irrigation projects may also 
stimulate the growth of village communities and if, with the initiation 
of such projects, planning principles are not simultaneously applied, 
there is a real danger of increasing the number of problems which 
we are seeking to solve. Road. construction should he accompanied 
by adequate legal provision against ribbon development. Here again 
emphasis should be laid on the need for prior consultation between 
the planning authority , and the, departments concerned with the 
promotion of development projects.. 
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26. There are certain aspects of village planning which have been 
emphasised by Mr. Kagal in the report which he has prepared for 
us. We commend these, for consideration. We may quote his own 
words:— 

“The technique of planning for villages is not different from that 
for towns. It has, however, to be modified according to the needs, 
■characteristics, customs and standards of living. It is in this sphere 
that the knowledge of local conditions., customs and habits plays a 
very important part. 

“The location of the market place in relation to the village, ofj 
the manure pits, the cuttle-shed and grain-store in relation to the 
home ate some of the problems that need special study and tactful 
handling. The principle of “neighbourhood units" adopted in the 
town can be worked into a village siting plan to enable one unit to 
serve several villages." 

27. The preservation of rural amenities is another aspect of plan¬ 
ning for the countryside which should not he lost sight of. The pro¬ 
vision of certain essential requirements for the maintenance of health 
■such as protected water supply, drainage, markets and communica¬ 
tions, is of course of fundamental importance. Apart from these, how¬ 
ever, we consider it desirable that modern developments Buch as indus¬ 
trial and other projects of a remunerative nature should not be permit¬ 
ted to destroy the natural beauty of the countryside. As has been 
pointed out by Mr. G. M. Trevelyan, continued residence in cities is 
“not without deleterious effects on imagination, Inspiration and crea¬ 
tive power” while a holiday in the country enables a person “to drink 
in with the zest of a thirsty man the delights of natural beauty and 
return to the town reinvigorated in soul". An orderly development 
of rural community life 60 as to promote economic and social welfare, 
without at the same time disfiguring the face of nature, is the ulti¬ 
mate aim that planning should keep in view. 

Location of Industry 

28. We are concerned with the problem of industrial development 
only from the point of view of ensuring conditions favourable to the 
health and well-being of the workers and of the general community. 
We have considered the question in relation to the industrial workers 
in our chapter on occupational and industrial health. Here we shall 
confine ourselves to the question of the repercussion that the location 
of industry may have on the health of the general community. 

29. The haphazard location of industries in inhabited areas must be 
controlled by proper legislation. Legal provision exists in certain 
provincial Local Self-government Acts for enabling the local authority 
to regulate their looation within their areas. For instance, in the 
province of Madras, municipal and non-municipal local authorities 
have power to regulate, by the issue of licences, the establishment 
■of any factory, workshop or work-place in their territories provided 
these employ steam, water or other mechanical power or electrical 
power. It has been specifically laid down that the local autho¬ 
rity has the right to refuse permission if. in its opinion, such loca¬ 
tion is objectionable by reason of the density of population in the 
neighbourhood or by the likelihood of nuisance being caused. We 
desire that provision for controlling the location of industry should 
be included in the proposed model legislation we have recommended 
•earlier in this chapter. Such provision should be applicable to urbau 
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and rural areas. It is desirable that the law should be sufficiently 
elastic to bring within its scope all industrial establishments which 
are likely to be detrimental to the health of the community, irres¬ 
pective of the question as to whether electrical or any form of 
mechanical power is used. 

30. We have already suggested earlier in this chapter that, when¬ 
ever an industry is to be established, the lay-out should be submitted 
to the Ministry of Housing, Town and Village Planning for previous 
approval. This requirement should apply not only to factories but 
also to any residential«■ accommodation for industrial workers. In 
order to ensure that this legal provision is properly carried out we 
would suggest that the Director of Town and Village Planning and 
his assistants should be given the powers of factory inspectors for 
inspecting and taking appropriate action in respect of any violation 
of approved plans. 

31. A colony for industrial workers should not be permitted on a 
temporary basis for a longer period than three years and, even during 
this period, provision should be made for such amenities as roads, 
water, drainage, sanitation and lighting. Failure to make such pro¬ 
vision will generally result in the creation of conditions which are 
harmful to the health not only of the workers but also of the general 
community among whom they live. Our attention has been drawn 
to the extremely unsatisfactory conditions under which labourers 
employed on Government works in the capital city of India have been 
forced to live. We trust that such conditions will not be allowed to- 
continue. 

Training Facilities 

32. There are no facilities in India for training in the subject of 
town and country planning. No degrees or diploma courses have been 
instituted in the universities. The subject is not taught in ally of 
the existing engineering colleges. Nor has there been in the past a 
demand in the country for the services of trained town planners. 
The proposals we have made here will, on the other hand, require 
the creation of a large body of trained workers in this field. We make- 
two recommendations in this connection. One is that a certain num¬ 
ber of selected individuals should be sent to Europe and America for 
training in the subject. The other is that town planning experts 
may, if necessary, be recruited on short-term contracts from abroad 
^nd that training centres should be set up at least in a few univer¬ 
sities in the country. 

The Recruitment oi Town-planning Officers lor the Oentre and the 
Provinces 

33. During the short-term programme it may be necessary for the 
Governments in India to obtain the services of town-planning experts 
from abroad on short-term contracts. We consider it desirable that 
the Central Government and at least the major provinces should 
initiate town and village planning activities on the lines suggested 
in this chapter with the least possible delay. If the programme of 
training suggested by us proceeds satisfactorily a sufficient number of 
trained men will, in due course, become available to extend the ser¬ 
vice into the smaller provinces as well as for expanding tfie work 
already in progress in the larger ones. 
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The Establishment of an Institute ol Town and Rural Planning 

84. We believe that the advancement of science, in whatever field 
it may be, will be promoted by the creation of suitable scientific and 
technical societies. These help to stimulate discussion and to 
•develop scientific activity. They also help to establish desirable 
standards of professional conduct and efficiency. In their report the 
Industrial Commission (1918) on Scientific and Technical Societies 
•said, “we are of opinion that the interests of'India demand the 
•establishment of Indian institutes, societies and associations analo¬ 
gous to the Institution of Civil Engineers, Chemical Society and the 
British Association for the Advancement of Science”. We 
believe that, in due course, the development of town and country 
planning in India will be Berved by the creation of such an Institute 
of Town and Rural Planning. We may draw attention to the Road 
Congress which has been established with the object of promoting the 
science and practice of road-building and maintenance and of provid¬ 
ing a channel for the expression of the collective opinion of its 
members on all matters pertaining to roads. Its membership is open 
to qualified engineers who are or have been connected with roads, to 
other persons of scientific eminence who are engaged in a responsible 
•capacity in scientific work allied to road construction and maintenance 
as well as to persons who are engaged in the administration of roads 
or road transport, in business connected with the construction and 
maintenance of roads or in the manufacture or sale of material used 
In connection with the making or repairing of roads or road transport 
vehicles. The Congress has a Governing Body which provides repre¬ 
sentation for official engineering departments, engineers in Indian 
States, district hoard and municipal engineers and the general body 
of members of the organisation. The creation of a s : milar organisa¬ 
tion for town and village planning will constitute an important step 
forward in promoting the development of this activity on sound lines 
and in advancing the cause of education and research in the subject. 
The Long-Term Programme 

35. In our view the implementation of the recommendations out¬ 
lined in this chapter can and should be started with as little delay as 
possible during the short-term programme. Inadequacy of trained 
personnel and lack of funds will naturally make progress slow, parti¬ 
cularly in the early stages. The replanning of established cities and 
towns, involving as it does lurge slum clearance and rehousing 
schemes, must necessarily take time and can be accomplished only 
in stages. In regard to the planned development of our urban an* 
rural areas it seems irrelevant to speak of two specific stages of short 
and long-term effort. Certain measures must, however, take prece¬ 
dence over the others. These include the creation of facilities for the 
training of the required presonnel, the establishment of planning 
directorates at the Centre and at least in the major provinces and the 
•enactment of the necessary legislation on the lines indicated by US. 
These and such other recommendations of ours as can be carried 
•out without delay should receive early attention. They will consti¬ 
tute the short-term programme while the continuing range of activity 
designed to promote_ urban and rural land development on lines best 
fitted to serve the interests of the community will remain an un¬ 
ending task, shaped and guided as it will be by changes in social 
outlook and by the growing complexity of the community’s needs. 
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HOUSING, RURAL AND URBAN 

Introduction 

1. Housing and town and village planning must be considered as 
being complementary to each other. Housing in its wider sense is 
concerned with the development of residential are&B in sueh a manner 
as to provide for the people hygienic dwellings in pleasant and 
healthy surroundings, with facilities for recreational and social 
activities. Planning is concerned with the equitable distribution of 
the available land according to the various needs of the community, 
which include the provision for residential and industrial areas, space 
for broad thoroughfares, parks and gardens, and further development. 
Thus the planning of land distribution and the development of 
housing seek to achieve jointly the purpose of. transforming the 
physical environment in order to create suitable conditions, for health¬ 
ful living. 

2. The modem conception of housing is against the idea of 
'creating a conglomeration of buildings erected without planning and 
often resulting in mere mechanical extensions of existing urban 
centres. On the other hand, in progressive countries, advanced* 
thought in regard to the planning of land development and the pro¬ 
vision of housing for the people favours the creation of what is known 
as the community unit. We may indioate what we mean, by a 
quotation from Catherine Bauer’s “Modern Housing” “The ideal 
has undoubtedly been the self-contained regional town, complete 
with assorted industries, and agricultural belt and full facilities for 
social life. This is the one way to carry the premises underlying 
modem housing and planning through to a really satisfactory con¬ 
clusion. The building of completely new cities, of a size and extent 
limited in advance and located scientifically in respect of natural 
resources, manufacture, and distribution, • is tho only way in which 
the use-standards embodied on a small scale in the best modem 
housing can be enlarged to include all of modem human environ¬ 
ment”. 

3. It will thus be seen that the new outlook is tending towards 
the promotion of land development and housing as a co-ordinated 
process in order to assist the growth of community life, including 
employment, on 1 a rational basis. We believe that, howsoever 
^«ficult the housing problems of India may appear to be at present, 
we should approach their solution from this point of view. Whether 
it be rural or urban areas, the provision of hygienic homes for the 
-people and of facilities for full community life are common ideals 
to bo realised. The villages, with their sparsely distributed popula¬ 
tion and the simpler habits of their inhabitants, whose vocations are 
mainly confined to agriculture and cottage industries, present a less 
complicated problem than the towns, with their requirements based 
on industrial development and populations living under intensely 
congested conditions. 

Existing Housing Conditions In Urban and Rural Areas 

4. Housing conditions in India present a deplorable picture. 
Statistics of building and house construction ate not available, but 
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the following figures for inhabited houses relating to India as a whole 
including the Indian States are taken from the Census Report of 

1941:— 


Census year 

1911 

1921 

1931 

1941 


Average number of persons per 
house (British India and Indian. 
States) 

4-9 

4-9 

50 

51 


When it is remembered that these figures relate to houses of every 
description and size, from the one-room tenement to the large 
mansion, and include even temporary structures of flimsy construc¬ 
tion so long as they are used for habitation, the value of these 
averages, for indicating the true extent of housing accommodation 
available to the people, is doubtful. One fact emerges. During the 
past few decades the rate of growth in housing has not kept pace 
with the rise in population. 

5. A brief survey of existing housing conditions has been attempt¬ 
ed in Chapter X of Volume I of our report. It is in no sense com¬ 
prehensive in scope or complete in detail. We have given some of 
the impressions that we gained during our tours, of the terrible 
conditions of housing in some rural and urban areas and in particular 
of the appalling overcrowding in industrial areas. The single-room 
tenement is a common feature of even many of the more recently 
constructed housing accommodation in industrial areas. It often 
houses more than one family and in any case has to serve as living 
room, kitchen and bedroom. The sanitation of such tenements 
is usually inadequate and of a very rudimentary nature. Even 
where blocks of single rooms have been built for workers, the 
latrine and washing accommodation is usually quite insufficient. 
The War has greatly aggravated overcrowding in the great industrial 
areas. Thousands of workers have been drawn to them by new war 
industries or by the expansion of old ones, but little attempt has- 
been made to provide the additional accommodation required. The- 
result is that conditions in Calcutta, Bombay, Madras, Cawnpore, 
to mention only a few cases, are indescribable and intolerable. Thou¬ 
sands are without any home or shelter and have to live and sleep on- 
pavements, verandahs, in open spaces, under trees, in cowsheds or 
in any temporary shelter. The Whitley Commission wrote in 1930:—• 

“Neglect of sanitation is often evidenced by heaps of rotting 
garbage and pools of sewage, whilst the absence of 
latrines enhance the general pollution of air and 
Houses, many without plinths, windows and adequate* 
ventilation, usually consist of a single small room, the 
only opening being a doorway often too low to enter 
without stooping. In order to secure some privacy, old- 
kerosene tins and gunny bags are used to form screens 
which further restrict the entrance of light and air. In 
dwellings such as these, human beings are bom, sleep 
and eat, live and die”. 

Conditions in urban areas are much worse today. 

6. Provincial Governments have taken very little interest in the- 
development of housing estates or in providing working class accom¬ 
modation. The number of houses built by Improvement Trusts for 
the poorer section of the population, for the relief of overcrowding, or 
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for those displaced by alum clearance schemes, has been negligible. 
Most of the progress made in the housing of industrial workers has 
been by railways and other authorities and by large employers of 
labour, many of whom have built quarters and housing colonies for 
their employees. Some are satisfactory, but many are still below 
a desirable standard for the low-paid workers. Private building 
activities are mainly for the benefit of the middle and wealthier 
classes. 

There are laws in the major municipalities dealing with the pre¬ 
vention of overcrowding and the observance of elementary rules of 
hygiene; and they also exist in some of the enactments relating to 
smaller municipalities. But the authorities have shown little or no 
interest in their enforcement; and very few local bodies have 
attempted to control or to encourage the development of housing 
on proper lines in urban areas. 

7. In rural areas, houses are without water supply and latrines; 
lighting is inadequate or non-existent; many are in a state of dis¬ 
repair, and without ventilation. Sometimes, the industrious house¬ 
wife, with her general sense of tidiness, endeavours to keep the 
inside of the house clean and her brass utensils polished; but she is 
generally oblivious of or indifferent to the defects in the sanitation 
and cleanliness of the environment. 

8. There is practically no control of rural housing throughout the 
country, although in Chapter X of the Punjab Colony Manual, the 
Punjab Government gives detailed instructions regarding the selec¬ 
tion of sites for villages in colony areas and the manner in which 
such villages are to he laid out. No standards have, however, been 
prescribed for the dwellings to be built in these villages. Recently, 
the Punjab Government has decided to extend village planning to: 

(a) a district board area where urban conditions have developed 

because of close proximity to a town, when it is found 
that, for any reason, it is not possible to extend the boun¬ 
dary of the town so as to include the rural area under 
consideration ; 

(b) large villages of the size of small towns which, for one reason 

or another, cannot be notified as small towns; 

(c) villages found on survey to be tuberculosis-ridden and 

(d) new villages which are springing up at important meeting 

points of main roads in different parts of the Province. 

The Impossibility of making an Estimate of Housing Requirements 

9. This brief review of existing conditions has not taken into 
account the continuing growth of India's population. During the 
ten years from 1931 to 1941 the population of the country, as a whole, 
increased by 50 millions or about five millions annually. In the 
absence of reliable statistics, even a rough estimate of the number 
of houses required for the country, taking into consideration the rate 
of population growth, the death rate and other factors, is almost im¬ 
possible. There are also social changes which affect the housing 
problem. The disintegration of the joint family system, which will 
increase in tempo with industrialisation, and a rise in the standard 
of living, may well result in a demand for housing accommodation 
not less pressing than that caused by the growth of population 
During the two decennial periods, 1921—31 and 1931—41, the neft 
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increases in houses were 4-8 and 8-5 millions while the corre* 
sponding increases in population were about. 30 and 50 millions, 
‘These represent average annual increases in population to the extent 
-of three and five millions respectively during the two periods The 
new houses built, during the two periods, were 16 per cent and 17 
per cent of the respective annual increases in population. Inspite 
•of these increases, the density per house rose from 4-9 in 1921 to 
5-1 in 1941. 

10. Without further data than are now available, it is not possible 
•even to hazard a guess as to the extent of new construction neces- 
•sary for providing housing accommodation of a reasonable standard 
for the existing population. A definition of what that standard 
-should be would influence the estimate of the number of new houses 
required, because a large percentage of existing houses would be 
■condemned as unfit for human habitation by any reasonable standard, 
and another large percentage would require extensive improvement 
before they can reach the required standard. 

Recent Housing Developments In Western Countries 

11. We may briefly indicate some recent developments in Western 
countries in national housing programmes. Between the two world 
wars the provision of adequate housing for the people wbb recog¬ 
nised in most European countries as an urgent and important social 
problem. Governments accepted the view that “housing has 
become a public utility” and that "the right to live in a decent 
dwelling has taken its plaeo in the “national minima”—the right 
to good and abundant water, to sanitation, to adequate fire and 
police protection, to the use of paved and lighted roads, to eduea- 
-tion, to a certain amount of medical care, and, in most European 
•countries, to various forms of social insurance”.* 

12. These national housing schemes have certain features, which 
include control by a public authority over housing standards and 
financial aid directed towards promoting the building of houses of 
the required quality and in sufficient numbers, and the maintenance 
of the scales of rent at reasonable levels. In order to ensure quality, 
some countries have organised “national agencies for establishing 
standards, for supplying information, education, plans and technical 
advice, and for conducting experiments in materials and methods.” 
In the United Kingdom, the Ministry of Health has issued manuals 
•of type design and procedure, and sanctions all plans submitted by 
loca' authorities before Government aid is given. In Germany there 
was, before the War, a State Society for Housing and Buildin" 
Research, which published a number of reports and investigations, 
and also conducted many experimental housing developments in 
great detail. 

13. Local authorities in the United Kingdom have been entrust¬ 
ed with the responsibility for working class housing by a series of 
Acts. Every local authority must review periodically the housing 
meeds of its area and submit to the Government proposals for the 
provision of now houses for its working class population. By the 
Housing (Financial Provisions) Act, 1938, grants from the Exchequer 
vary from £5-10-0 per house per annum for 40 years in respect of 
-accommodation for the rehousing of persons displaced in pursuance of 
•clearance and redevelopment operations to a graded payment ranging 


* Modem Housing by Catherine Bauer. 
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S bm £11 to £25 per flat per annum for the same period in the case 
blocks of flats built on extensive sites. Housing for members of 
the agricultural population is subsidised to the extent of £10 per 
house per year for 40 years, increased in exceptional circumstances 
to £12 per year. Local authorities are required, as a general rule, 
to make contributions from their own funds on the basis of 50 per 
■cent, of the Government contribution, although in respect of agri¬ 
cultural housing their contribution is only £1 per home per annum 
for 40 years 

14. Some idea of the extent of housing that has been made avail¬ 
able and of the financial implications of the national housing pro¬ 
gramme may be obtained, for the period intervening between the 
two wars, from the following quotation from the "Synopsis of 
'Hygiene" by Jameson and Parkinson: — 

‘In November, 1918, the number of houses in England and 
Wales was just under eight million. From the end of 
the war to the 81st March, 1940, about four million new 
houses were provided in England and Wales, of which 
over a million were built by local authorities and about 
three million by private enterprise, and an increase of 
about 50 per cent, over the number of houses in existence 
at the Armistice. Since the inception in 1933 of the five 
years programme for the. clearance of the slums more 
than a million people have been removed from slum houses 
into new houses. The total annual contribution from 
public funds in respect of housing was about £19,000,000 
in 1938-39 of which sum approximately £3,800,000 came 
ftom local authorities. . . Government subsidies are now 
available only in respect of housing accommodation 

required for the abatement of overcrowding, -lum 

clearance and the rehousing of the persons displaced. 
Special assistance is given, however, towards the provision 
of houses for members of the agricultural population’’. 

Tn view of the housing shortage brought about by the second World 
"War, and Iche implications of the social security programme, the pro¬ 
gress of Jnousing operations in England must be far greater than it 
lias exrer been in the past. 

OTTR RECOMMENDATIONS 

15. We have not had the opportunity of studying the housing 

problem in such a manner as to enable us to oSer detailed sugges¬ 

tions regarding the formulation of a national housing policy. Many 
aspects of this question, such as finance, the procurement, stand¬ 
ardisation and price control of building material, the regulation of 
building construction through public and private agencies, and many 
allied subjects of fundamental importance, fall outside our sphere of 
■enquiry. Our recommendations are couched in general terms and 
are mainly concerned with the importance of housing and planning to 
^health. 

•16. In India a long-term housing policy, comprehensive in its 
■scope and modern in its outlook, is essential for a satisfactory solution 
■of the problem. The, objective .to be attained, is the ereation of 
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hygienic houses in sufficient numbers and of adequate size, in. “sani¬ 
tated” areasj equipped with all the'facilities necessary for commu¬ 
nity life. The execution of such a programme will be possible only 
through a period of many years. 

17. The main factors involved in the promotion of large scale 
housing schemes are; (1) the availability of land; (2) the provision 
of streets, water supply, drainage and other utilities to serve the 
common purpose; (bj the production of building material of the 
required quality at reasonable prices; (4) cost of the execution of 
the schemes and their maintenance, when completed. A housing 
programme can only be carried out successfully if Governments, 
local authorities and improvement trusts are prepared to enter the 
field with large scale housing schemes of their own, and to stimulate 
co-operative and building societies and private interests to more 
satisfactory performance, by financial and technical aid and the rigid 
enforcement of better standards. Governments and public authori¬ 
ties can perform the following functions: — 

(i) the planning, execution and regulation of housing programmes 

including participation by local authorities and improve¬ 
ment trusts in house construction and maintenance; 

(ii) the grant of financial assistance by long-term loans at low 

rates of interest, or grants-in-aid; 

(iii) the prescription and enforcement of standards and 

(iv) the promotion of housing research. 

Regulation of Housing Activities 

18. It has been pointed out by Mr. Kagal in his Report that 
land is plentiful in India and that with the proper distribution of 
industry and planning of land, it should be possible to control land 
values. "Yet, we had evidence, during our tours, of the difficulty 
experienced by the authorities in acquiring land which vvas suitable 
for housing estates. The unearned increment, which accrues to the 
owners of land near towns and industrial areas owing to urban deve¬ 
lopment, has a profound effect upon planning. Uncontrolled freedom 
to use such land for any purpose may be detrimental to tme commu¬ 
nity, and some check should be exercised upon the extend to which 
owners of land may exploit the community for profit. We, there¬ 
fore, recommend that the provisions of the Land Acquisition Act, 
1894, and of all other legislation governing the acquisition} and 
ownership of land be reviewed with a view to making such arns^nd- 
mentB as will remove the present obstacles to the acquisition of nc° w 
lands for building and planning purposes, and to the control of the 
incremental value of land suitable for housing estates and village' 
development. 

The production of building materials of good quality at reason¬ 
able prices is a technical matter on which expert advice is required. 
It is essential, however, for any post-war housing programme, that 
building costs should be reduced to as low a figure as possible, com¬ 
mensurate with improved standards and satisfactory conditions for 
the labour employed. This is a matter which should interest the- 
Central and Provincial Public Works Departments, and we would calf 
the attention of the authorities concerned to the Report of the Expert 
Mission which was appointed by the Ministry of Works in the United 
Kingdom to survey American practice in the design and construction- 
of buildings, in equipment and finishing, and the use of materials 
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-with a view to securing in the United Kingdom in the post-war period 
(a) increased speed in output, (b) reduced building costs> (o) improved 
standards of equipment and finishing, and (d) improved conditions for 
labour. An enquiry on similar lines in this country is important and 
should be started as soon as possible. 

functions of the Provincial Government 

19. Upon Provincial Governments must rest the primary res¬ 
ponsibility for dealing with the problem of housing and town and 
village planning and for developing and executing housing schemes 
within their respective areas. (iDe responsibility of the Central 
Government for the centrally administered areas is that of any 
other Provincial Government.) This cannot be evaded by leaving it 
to private building interests or employers of labour. The housing of 
the people is essentially a State responsibility. It may, of course, 
be delegated under suitable conditions and in defined areas, to local 
bodies or public authorities such as Improvement Trusts. Else¬ 
where, we have pointed out that every available agency must be 
utilised if a comprehensive programme is to be planned and executed 
within a reasonable time. But the Government concerned must be 
responsible for ensuring co-ordinated progress and for making or 
encouraging others to make a determined effort to provide more and 
better houses for the people. It is partly on account of this that we 
have recommended the establishment in each province of a Ministry 
of Housing and Town and Village Planning which will be charged 
with the responsibility for the preparation and execution of new 
housing, and housing improvement schemes, slum clearances and 
urban and rural planning. We consider that the importance of 
housing and the planned development of the towns and villages fully 
justifies the creation of a separate Ministry which will be responsible 
for the planning and execution of a province-wido programme. 
Only thus will this urgent problem receive the undivided attention 
of a single department and the determination of policy by Govern¬ 
ment at the highest level. 

20. There is no doubt that Provincial Governments will not be 
able to provide, from their own resources, the finance necessary for 
a bold and comprehensive housing programme, and they will be 
entitled to look to the Centre for financial assistance. It has been 
suggested in some quarters that an All-India House Planning Com¬ 
mission should be established, to which the Centre would give 
grants-An-aid or loans. There may be constitutional difficulties in 
the Way of such a proposal, on which we do not propose to express 

opinion. But we do reoommend that Provincial Governments should 
consider the establishment of a statutory body under the direction 
and control of the Ministry of Housing and Town and Village Planning,, 
with financial resources and power to plan and execute a province- 
wide house construction and town and village development pro¬ 
gramme on a 20-30 year plan, in 5 yearly stages. 

21. In recommending Provincial Ministries of Housing and Town 
-and Village Planning, we have not ignored the fact that housing 
constitutes the most important part of the physical environment 
which continuously influences man’s health and well-being. The 
Provincial Ministry of Health, therefore, is deeply concerned in the 
proper execution of any housing schemes and should be responsible 
for the control and enforcement of minimum standards is the- design 
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and construction, -not only of houses, but also of the environmental 
amenities, such us writer-supply, sanitation and recreation. The 
-two Ministries must work in close co-operation with one another and 
the staff of the Ministry of Health must, at all stages, be in contact 
with those who will be responsible for the execution of housing 
schemes and town and village planning. A more detailed reference 
to this will be made later. * 

Functions of the Local Authority 

22. Wp havo already stated that, in England, logal authorities have 
been responsible, tor nearly a century, for the control of State-aided 
bousing. -In Holland and tiermouy, it . is understood, that city 
Corporations “are responsible for all housuig in receipt of public aid, 
that of co-operative societies as well as their own construction." 
In France, semi-official autonomous organisations known as Public 
•Housing , Offices are • entrusted . with the task of controlling public- 
aided housing while in Vienna whete housing developments of an 
extensive nature took place prior to the recent war, the municipal 
authority concerned itself with all. aspects of the problem, including 
regulation, financing, construction and experiment. (We need hardly 
say that these remarks refer, fa respect, of the .Continental coun¬ 
tries, to the period intervening between the two World Wars and not 
to the present time). We suggest that, in India, Loans or grants 
by Provincial Governments to finance housing schemes should be- 
administered by local bodies subject to such rules and regulations- 
as theso Governments may prescribe, it seems desirable that, as in 
the case, of England, each local authority should be made to contri¬ 
bute a suitable proportion of the cost of such schemes. 

23. The recommendations we have made for provincial and district 
health administration will, if implemented, establish certain new 
local authorities in place of existing ones. We visualise the creation 
Of district organisations to deal with health, education, public works 
and communications, in order to provide more favourable conditions 
for efficient administration. Wo also envisage tbe establishment of 
co-ordmatifig bodies, on which these authorities will be represented, 
in order to ensure that their activities are integrated and directed 
towards certain common and desirable ends. It is not easy to state 
precisely how these changes may affect the administration of the Pro¬ 
vincial Government. We assume, however, that the Ministry of 
Health will deal directly with the District Health Board, w&preas the 
Ministry of Housing and Town and. Village Planning will dc*d with 
wliatover local organisation or organisations may be concerned” with 
housing and planning. Matters which require tbe attention of mfr-'e. 
than one district organisation, may be dealt with by the cxvordinal9f^s 
body referred to above. 

In carrying out a province-wide housing and planning policy in 
urban and rural areas, the work of enforcement of standards etc., 
from the health point of view, will fall upon the district health orga¬ 
nisation and its officers. It will possess a staff of public health- 
engineers, with suitable and qualified assistants, who will be m a 
position to advise and assist local authorities in prescribing and” 
ensuring health standards In construction and planning work. On the- 
other hand, the actual construction' and maintenance of housing- 
Colonies will be carried out by the district agency which deals with 
publio works, and which, in this connection, will, be under tbe- 

388 - 




1X0 0 SIN U, RURAL AND'URBAN 


control of the Ministry of Housing and Town and Village Planning, 
or the authority to which the Ministry has delegated its powers. It 
is essential to secure oo-ordination between the various units of the- 
admini6tration in order that development schemes may be- executed, 
with the greatest possible despatch. 

Functions 01 the Improvement Trust 

. 24,. Improvement Trusts. can perform most valuable functions in- 
connection with alum. clearance and the re-housing of dispossessed, 
inhabitants iu largo towns and cities. Slum clearance involves the 
fe-kuilding and re-planning of the cleared areas and this can also 
-undertaken by Improvement Trusts. We advocate placing the 
ivork of re-building in these areas in the hands of the Trusts ^nd 
pot in the hands of private enterprises. 1 If the land is leased out 
or sold in blocks, building by private agencies is not likely , t condi¬ 
tions in India being, what they ai;e, to yield such. satisfactory, results 
as buiftfing ‘by a‘ public body, such as ah Iihprovement Trust, 1 on 
well-planned lines- Wo have noted that few of the Trusts have- 
adequate technical advice available ta them in their work of plan¬ 
ning and housing constructioh. We have recommeildedin thb Inst- 
chapter, that each Improvement Trust should be able to employ a 
technical officer trained or experienced in town planning. With the 
strengthening of their general engineering and public health engineer¬ 
ing staffs, the local authorities should be able to exercise better- 
supervision, than in the past, over the housing schemes within their 
areas. 

Housing Standards 

26. Standards must be prescribed by the Ministry, of Health and 
enforced by local authorities. The publio health engineering stag 
maintained by the District Health Boards will, as already stated, 
carry out the necessary inspections and other duties in respect of' 
all housing, whether constructed by public or by private agencies. 
The fact that this supervision will be the function of the public 
health engineering stag, who ■ are independent of’ the department- 
or departments responsible for construction, should help to seoure 
a more egective check on the quality of the work carried out, whether 
by government, public authorities or private interests. 

26. The following are some general recommendations regarding’ 
standards to be prescribed: — 

(a) It has been estimated that, the, minimum accommodation* 
required per head is 1QQ sq. ft, for an adult and 60 sq. ft. for a- 
tihild. It may be difficult to ensure thisfor all within any measur¬ 
able time. We are -satisfied; however,' that in any new construction-, 
the minimum floor space for a room-should be 120 sq. ft. We under¬ 
stand that in some municipalities the minimum floor space prescribed! 
is 80 sq. ft. or even 50 sq. ft. These standards are too low t< 

The proportion of window to floor area in living rooms, will, of 
course, vary in accordance with climatia conditions and.rthe require¬ 
ments of light and ventilation. Uniform standards in Indi,a. may not 
be possible, but we recommend that Provincial Governments should 
prescribe and enforce adequate standards regarding these matters. 

(b}-Wo are. strongly-of the opinion .that the use of the single- 
roomed. tenement by a .family should be condemned. It is not 
necessary -to Center intq any elaborate arguments in suppdrt at this 
opinion, as the ’ single-roomed house is obviously' 1 ghbealitt^-anif 
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fenders privacy and the decencies of family life almost impossible. 
In our view no house or portion of a house intended for occupation 
by a family should consist of less than two living rooms with a 
separate kitchen, a bath-room and latrine and in the warmer parts 
of the country, a verandah. In hill stations, thiB verandah may 
.be replaced by another room. One-room tenements should be 
restricted for occupation by single persons and should be adequately 
provided with common kitchen, bath and latrine accommodation. 

(c) The proportion of the built-up to the total area should be 
smaller in rural districts and small towns (panchayats and small 
municipalities) than in the larger towns. In the former, houses 
should have sufficient open land adjoining them for the erection of 
a cowshed and for the disposal of refuse and manure. Minimum 
set-backs, side and rear spaces should be regulated by local autho¬ 
rities in both rural and urban areas. 

(d) The walls, floors and roofs of houses should be so constructed 
as to prevent dampness and also provide insulation against the easy 
transmission of heat, cold and noise. In the design, as few oppor¬ 
tunities as possible should be given for the harbourage of vermin. 

(e) There should be statutory provision for water-supply, drainage 
;and refuse collection for every house. The standards to be pres¬ 
cribed will have to vary according to the facilities available, but 
they should, in all cases, be approved and subject to inspection by 
the local authorities. 

(f) The provision for excreta disposal will also vary, but certain 
minimum standards should be prescribed and enforced. We would 
recommend that, wherever land is available and the owner of the 
house can afford the expenditure, the health authority should enforce 
the installation of the water carriage system, small septic tanks and 
•soil absorption systems for the effluent being provided. Such dis¬ 
posal is eminently desirable in respect of institutions such as hospi¬ 
tals, jails, schools and students' hostels. Apart from enforcing such 
provision by law, every encouragement should be given to enable 
owners, wherever land exists, to provide themselves with this sani¬ 
tary convenienpe which, from the point of view of construction and 
maintenance, is not costly. 

27. The above suggestions should be embodied in rules or regula¬ 
tions and be made gradually applicable, during the short-term pro¬ 
gramme, to all new house constructions or alterations of existing 
houses in the areaB under our scheme. During the first five years, 
these rules may be made applicable to the larger urban centres and 
industrial housing schemes; in the next five years, they may be 
•extended to the rural areas also. We do not imply, thereby,- that 
the problem of the regulation of housing conditions in the rural 
areas is less important; but if ruleB are to be administered and 
•enforced, there must he adequate staff, and for sometime the task 
of enforcing these requirements in urban centres will absorb all the 
•energies of the organisation we have recommended. Later, as staff 
increases in numbers and efficiency the rural areas will have to be 
tackled. 

28. In the areas outside our scheme, we expect that the enforce¬ 
ment of these rules and regulations may not be so complete or satis¬ 
factory ns in those covered by our organisation. It should, however, 
t>’e possible for municipalities with health officers and the better 
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trained and paid staff, which we recommend elsewhere, to enforce 
these rules and secure a reasonable measure of compliance with them. 

29. These rules, when brought into force in any area, should pro¬ 
vide that every person contemplating the alteration of an existing 
house or the erection of a new one must apply to the health authority 
and submit plans for examination and approval by its technical ex- 
tpert, the public health engineer or the health officer in his absence. 
Provision should be made for the owner to give notice to that autho¬ 
rity when the building is completed and to obtain a “certiftcarte of 
conformity with approved plans'and standards” before occupation. 

80. These standards apply to all construction whether undertaken 
by public or private agency, by industrial concerns, building societies, 
■Governments, municipalities, private contractors, etc. 

81. In a large housing construction programme, temporary pro¬ 
vision will have to be made for the housing of labour employed in the 
-works. It is essential that, in the interest of the publio health, plans 
and' specifications for the necessary accommodation and for arrange¬ 
ments in respect of such essential requirements as water-supply, 
latrines, urinals and disposal of excreta and rubbish, should be made, 
after being sanctioned by the local authority, before constructional 
operations are started. Less rigid standards than those for 
permanent housing will be prescribed for temporary establishments. 
The authority to prescribe such standards should normally be the 
local health officer. In the case of works above a certain scale, there 
should be' an appeal from the decision of this officer to the Director 
of Health Services, whose verdict should be final. 

32. We recommend also that the Ministry of Health should 
scrutinise the housing schemes of all other government departments 
in order to ensure that they conform to the proposed minimum 
standard. 

33. We further recommend that when Revenue or other Depart¬ 
ments of Government make grants of Crown land for housing, to 
individuals or communities, a condition should be laid down requiring 
that the houses should be built according to standards prescribed for 
the area concerned. We suggest -this nrs an additional precaution in 
order to ensure the enforcement of the bousing standards- 

Type Plans 

84. The legal enforcement of housing standards is only one 
method of approach towards raising the quality of construction. We 
Relieve that an equally important method is that of making technical 
advice os the subject as widely available as possible. One of the 
methods is the preparation of type plans, covering a considerable 
range of cost, material and. sizes. The plans and estimates should 
be sufficiently detailed to be of assistance to the wide variety of 
people for whom they are intended. They will have to be based on 
local rates of cost, as far as possible, and should incorporate locally 
procurable material. These type plans should be made readily avail¬ 
able to the general public. 

-In rural areas, it may not be possible to enforce building standards 
in the early stages of development as strictly as in the towns. The 
•recommendations, which we make hereafter, will, we believe, pro¬ 
mote' house construction on more satisfactory lines. Public health 
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engineers and their staff should be instructed to give free advice re¬ 
garding ventilation, lighting, drainage and other matters connected! 
with house construction. 

Housing Research 

85. Housing research should be directed towards the evolution of 
various types of building suited-to the requirements of different locali¬ 
ties and climatic conditions and to varying income groups. To this 
wo attach the greatest importance. Such investigations should in¬ 
clude the development of local resources in building material of 
reasonable quality and durability. We recommend that building re¬ 
search should be initiated at engineering colleges and at special insti¬ 
tutions where necessary facilities exist, for instance, the Forest Re¬ 
search Institute. In the United States a considerable amount of 
scientific research is regularly undertaken, by Governments, Univer¬ 
sities, professional institutions, trades associations) manufacturers and’ 
organisations financed by private benefactors- Great advances are 
expected in the development of building materials, more particularly 
in plastics, non-ferrous metals, composite and temporary materials, 
and materials used for thermal insulations. There is a large field' 
for research in prefabrication or the factory production of buildingsr 
and large parts of buildings. 

All-India Housing Research Institute 

We have referred, earlier in this chapter, to a State Housing and 
Building Research Society in Germany which carried out valuable 
work in this field. There is also a Building Research Station in the 
United Kingdom which co-ordinates research activities. We recom¬ 
mend the establishment, with Government assistance, of an all-India 
Building Research Institute or Station. It should be a centre of 
active research in building problems, whose staff will be able to give 
technical advice to public and private bodies in the planning and 
execution of building schemes. Membership of tins institute should 
be open to all interested in the improvement of house construction, 
and planning generally. 

Housing Schemes under Private Auspices 

86. On however generous a scale active participation by the State- 
and State aid in a comprehensive programme of housing construction 
and improvement may be provided, rapid progress will need the help; 
of every available agency. We have already drawn attention to the 
fact that, in England) of about four million new houses constructed 
between 1918 and 1940, three million were built by private entt»^ 
prise. In India also, the scope for individual enterprise and organi¬ 
sations will be very large. Non-official agencies interested in the 
housing problem include (1) employers of labour in factories, mines, 
plantations, docks, railways etc. and (2) the building trade. Em¬ 
ployers of labour can render great assistance financially and in other 
ways in the promotion of a housing programme through co-operation 
with Governments and public authorities. 

87. The building trade in India will require considerable organi¬ 
sation and development if it is to play its part satisfactorily- With 
certain notable exceptions, private organisations and individuals, 
cohcerned with the building of houses for the people, lack technical 
guidance and knowledge in the planning and execution of their works. 
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A large part of constructional activity falling outside what may be, 
termed "public works" normally goes on without any technical ad¬ 
vice at all. Such technical advice will only become available on the 
scale that is necessary when the number of qualified engineers and 
architects iu the country is considerably increased. The provision of 
greater facilities for such training should, therefore, receive early 
attention. In the meantime, a stricter enforcement of building 
standards, and the undertaking of house construction by local autho¬ 
rities or improvement trusts with the help of their qualified staffs, 
which we have already recommended, should help towards a general 
raising of the standards of construction. 

38. The need for an advanoe in housing in India is so great that 
it will be necessary to utilise every possible agency, whether private 
or public. Governments should be prepared tp give financial assist¬ 
ance in the form of loans subject to strict conditions as to repayment 
standards of design and eonstruetion, and the rents to be charged 
Co-operative housing schemes .and building societies should also be 
similarly encouraged and assisted. 

Private building societies, whether assisted from public funds or 
not, should be required to set apart reserves for the maintenance of 
such services as refuse collection, repair of roads; cleaning of drains 
and similar community services for their housing estates if they are 
situated in areas where a local health authority does not provide such 
services. We have in mirfd the possibility of housing developments, 
under private auspices, outside municipal boundaries, as a result of 
increased transport facilities and of a desire on the part of the people 
to escape from the congestion of the towns into the more open sur¬ 
roundings of the countryside. 

Housing for the Lower Income Groups 

39. We believe that an India-wide housing programme should give 
first priority to the needs of the poorer sections of the population 
having less than a certain income. It is not easy to fix an upper 
limit of monthly income suitable for all provinces. In the South it 
might be Rs. 100 to 150 a month; in the North it might be Rs. 150. 
to 250. The limit would have to be fixed by each Provincial Govern¬ 
ment. 

Urban Areas 

40. In many towns and cities, hidustrial workers live interspersed 
with the general population while the proportion of such workers to 
the total of the community varies from town to town. In these 
’^rcumstances, the housing problem must be considered for the com¬ 
munity as a whole and not for industrial workers only, bearing in 
mind the income levels we have suggested for defining the working 
class population. 

41. We believe that future developments ir. th^,. housing sphere 
will be regulated on proper lines if such developments are undertaken 
under public auspices, particularly in the larger urban centres. We 
have already recommended the creation of improvement trusts in 
those large cities which are not likely to be included in the district 
health organisation we have proposed. These improvement trusts 
and,, in the case of other urban centres, the local authorities concern¬ 
ed should undertake to provide the major part of the housing accom¬ 
modation required for working class people. Such housing operations 
will, no doubt, have to be correlated with slum clearance and these 
public authorities are responsible for this activity also. The provision, 
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of housing estates on a well-planned basis, with such amenities as 
water-supply, drainage, roads and lighting will also be facilitated if 
the public authority is in charge of such operations. 

42. We have already stated that the responsibility for providing 
houses for the people rests upon the Governments of the country. 
Local authorities and industries should no doubt, bear their share of 
the cost, but the State cannot escape the fundamental responsibility. 
Where new industries are started in undeveloped areas, however, this 
responsibility should be squarely placed upon the organisation con¬ 
cerned and, indeed, as we have recommended elsewhere, it should be 
a condition precedent to the establishment of a new industry in an 
undeveloped area that adequate housing and other amenities for the 
labour to be employed should be provided. 

JKurai Areas 

43. The housing problem in rural areas presents special diffi¬ 
culties. There is not such concentrated overcrowding there as in- 
many urban areas. The village, though often congested, with its 
narrow -lanes and its houses huddled together, is yet surrounded by 
open country which is more easily accessible to the inhabitants than it 
is to the town dweller. On the other hand, most villages lack such 
sanitary services and controlled water-supply, inadequate though they 
may be, as exist in many of the towns. They are also without elec¬ 
tric light,, easy means of communication and many of the amenities 
that help to make town life more tolerable. 

44. Yet, at least 87 per cent, of India’s people live in the villages 
and their needs for better living conditions are as clamant as those 
of the townsmen. We believe that the minimum housing standards, 
which should be aimed at for the village, should bo the same as those 
we have recommended for the lower income groups in the urban 
areas. There will, of course, be modifications in the lay-out and 
type designs of village houses which will make them more suitable 
for rural conditions. 

45. The Governments concerned, through such local authorities 
as may be suitable, should be responsible for enforcing minimum 
standards in any new village construction. They should also assist, 
with finance, advice and example, in the improvement of existing 
houses in rural areas, Type designs for new houses and suggestions 
for the improvement of existing 'ones should be made available to 
the villagers through the Health and other appropriate Departments. 
We also suggest that the Governments should consider the desir¬ 
ability of arranging for the mass production of standft 
fittings etc., for village houses and for their sale to villagers at con¬ 
trolled rates, and if necessary on an instalment basis. Some of the 
articles suggested are door frames and doors, window frames with 
bars or expanded metal or wire mesh for protection, fireplaces and 
chimneys, wall cupboards, planks for shelves, squatting slabs for 
bore hole latrines, hand pumps, ventilators etc. 

48. As in the case of housing in urban areas, the Governments 
should be «prepared to finance or assist in financing any approved 
schemes for new housing or housing improvement, whether sponsored 
by the Governments themselves, by local authorities, by co-operative 
banks or societies or by private interests. The Governments must, 
however, exercise control over the planning and execution of suoh 
schemes and in particular over the rents to be charged for new houses 
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and any increase into the existing rent in the case of housing improve¬ 
ment. 

In some provinces, this may necessitate tenancy legislation to 
ensure that the landlord or Zamindar bears his share of the capital 
expenditure involved, and does not impose an undue burden on the 
tenant. 

47. There has been some discussion in the Committee on the 
priority which should be accorded to housing schemes for urban areas 
and housing schemes for rural areas. It has been suggested that 
the need for housing accommodation is acuter in urban than in rural 
areas. It has also been suggested that> owing to the constant 
migration from rural to urban areas, any improvement in housing 
conditions in the town will reflect itself in the village. From the 
point of view of the health of the community, the improvement of 
housing and general environmental conditions in the village is as 
important as in the town, particularly as so large a proportion of the 
people of India live in the village. Conditions vary from province 
to province. Some provinces have highly congested industrial ureas, 
such as Cawnpore, Calcutta, Bombay, Ahmedabad, in which there 
are not only slums of a type seldom seen in any other part of the 
world, but also acute shortage of accommodation, so that thousands 
arc obliged to sleep,'live and eat in the streets and thoroughfares of 
these cities. In other provinces, this problem is not so aouto. Wo 
have, therefore, decided to refrain from giving any general priority 
to housing schemes in urban as compared with rural areas. Pro¬ 
vincial Governments must, on the basis of the conditions prevailing 
within their jurisdiction, decide for themselves what are the most 
urgent problems from the housing point of view. All we do insist 
upon, is that housing should be regarded as one of India’s major 
problems, to be attacked with all the resources which the Govern¬ 
ments of the Country, both Provincial and Central, can. mobilise. 

Financial Considerations 

48. The housing programme, on the scale we have envisaged, will 
be costly. The Governments concerned will have to abandon the 
policy, which most of them have followed up to the present day, of 
insisting thart. schemes for slum clearance and house construction 
must be self-supporting. The importance of adequate and better 
housing to the health and efficiency of the community cannot be 
calculated on a strict accounting basis. The effect of slum life, 
crowded tenements and ill-ventilated and insanitary conditions upon 
the productive capacity of the people is immeasurable. We have 
agreed that the provision of houses for. the people is a State responsi¬ 
bility and that the development of housing schemes for the lower 
income groups, both urban and rural, should receive high priority. 
The State, therefore, must be prepared to provide the necessary funds 
by taxation or by loan. 

49. There will probably be three types of schemes: those which 
are financed wholly from provincial or eeutral funds; thosb to which 
the State will give grants-in-aid; and those which arre financed 
wholly by private interests. 

Where the Governments wholly finance schemes, powers may be 
delegated to suitable local authorities to execute such schemes sub¬ 
ject to adequate supervision. By giving grants-in-aid or loahs art low 
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.interest rates, Governments may utilise the services of public and 
private agencies including building and co-operative societies. Where 
schemes are wholly financed by private enterprise, Government s n- 
tervention should be limited to ensuring strict compliance with all 
the housing and other standards prescribed by law. Many of these 
powers are now vested in local bodies, and provided they are efiective- 
ly used and are subject to constant supervision and control by the' 
.Ministry concerned, this practice may continue. 

50. It is difficult to estimate, with any precision, the cost of 
housing the population on the basis of the standards we have out¬ 
lined above. The authors of the Bombay Plan estimated a capital 
•cost of Its. 2,200 crores for the construction of new houses and the 
reconstructing of old ones, on the basis of an average of 100 sq. ft. 
accommodation per head. They also estimated the cost of building 
a house with two rooms, a bath room, privy and i* compound, with 
an over-all area of about 500 sq. ft. art approximately Its. 400 in rural 
areas and Its. 800 in urban areas. This may be an under-estimate 
at present-day costs, which arre considerably higher than before the 
War. The cost of a house, built to the standards we have recom¬ 
mended, excluding the cost of land, has been estimated in one urban 
area at Hs. 3,000' It must be remembered that provision has to be 
•made not only for the capital cost, but also for the annual expendi¬ 
ture on maintenance. 

We are not in a position to express a definite opinion upon the 
financial implications of our recommendations. We have urged that 
there should be an inquiry into huikling costs as early as possible. 
Even if present c-oats are considerably reduced, there is little doubt 
that the present resources of the Governments, local authorities and 
private interests concerned will not be equal to the task of providing 
decent housing for the population for many yegrs to come. It is 
possible that for a time India may have to be content with something 
less than the standards we have recommended in the matter of 
housing, etc., though we are satisfied that they are. the minima 
desirable from the point of view of the health of the community, and 
should be reached as quickly as possible. The figures we have quot¬ 
ed should not be a discouragement but an incentive to the accom¬ 
plishment of a task which is of fundamental importance to the 
health of the community. Most of the cost of these schemes must 
be met from development loans raised at low interest rates- We are 
confident that the public will be prepared to subscribe freely to such 
loans once they realise that the proceeds are to be used for an nil 
out attack upon the deplorable housing conditions which are to be 
seen in the-urban and rural areas of India today. 

61. We will refer to paragraphs 91—99 of Mr. Kagal’s report on 
Town and Village Planning in India which is printed as an appendix. 
He points out that muob money has been spent on buildings con¬ 
structed for war needs during the past six years. Many of them are 
of a temporary character and will have to be dismantled. Much of 
this material might well be used by municipalities, improvement 
trusts, and government departments, the housing schemes for the 
lower income groups. Every endeavour should; therefore, be made 
to prevent this material falling into the hands of speculative builders 
who might embark upon indiscriminate building schemes which in 
the end will only lead to slums as' distressing as those which exist at 
present. 
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52. The scope for the utilisation of this' war material in rural 
«reas is possibly larger. Some of these camps, etc., which are now 
supplied with roads, services, and electricity might well dorm the 
nuclei for the location of new or dispersed industries, satellite towns, 
market places, or villages, depending upon their size and situation. 
The utilisation of surplus material for housing and betterment 
schemes is of great importance and justifies the view of Mr. Kagal 
that a special technical section of the department dealing with the 
termination of war contracts and. the dispofeal of war materials, is 
necessary. 


CHAPTER. XIV 

PUBLIC HEALTH ENGINEERING 


WATER SUPPLY 
A Survey'of the Existing Provision 

1. The provision of protected water supplies was started in India 
in the capitals of the three major provinces of Bombay, Bengal and' 
Madras in the latter half of the last century—in Bombay in 1856, 
Calcutta 1865 and Madras 1886. Although in western countries such 
provision began to be made at about the same time, the rate at which 
provision of protected water supplies in India has progressed has 
been much slower than in the west. According to the 1939 Report 
of the Public Health Commissioner with the Government of India, 
only 253 towns out of a total of 1,471 towns of all sizes in British. 
India possessed protected water supplies. The population served by 
these water supply systems was about 12-7 millions or 48-7 per cent, 
of the aggregate population of all the towns, but only 4-5 per cent, 
of the total estimated population of British India in that year. The 
percentage of total population in individual provinces served by pro¬ 
tected water supplies was small. In Madras the proportion was 6-6- 
per cent., in Bengal 7-3 per cent., in the United Provinces 4-1 per 
cent, and in the North-West Frontier Province 9-0 per cent. 

2. The total capital invested on water supplies in the country 
during the past 80 years amounts, we are told, to less than twelve 
annas per head of the population and almost the whole of this has- 
been spent in providing water to large towns. 

3. Rural water supplies are mostly from wells, tanks, rivers and 
streams. They are very largely unprotected. Until recently the- 
question of providing rural water supplies appears to have generally 
been neglected. Even now the matter is- not being given the atten¬ 
tion it deserves. During 1935—37 the Government of India gave to 
Provincial Governments a grant of Rs. two crores to finance rural' 
development schemes. A part of these grants was utilised by the 
provinces for the improvement of water supply in the rural areas. 
In addition, individual provinces have spent,, during recent years 
varying amounts from their own funds for the same purpose, but 
the efforts so far made are wholly inadequate to meet the require¬ 
ments of the rural areas, where nearly 90 per cent, of the total popu¬ 
lation of India lives. 

Defects of Existing Systems of Water Supply 

4. Most of the piped water supplies are intermittent. The quan¬ 
tify provided per head of the population varies from 2 to 25 gallons 
a day and is generally inadequate. In some cities (e.g. Calcutta) 
there are two supply systems, one for purified and the other for un¬ 
filtered water. The former is for drinking and domestic purposes an<J 
the latter for flushing tte drainage system and for street cleansing. 
Many supplies were designed a decade or two before execution and' 
proved, in consequence, too small to meet the needs of the popula¬ 
tion concerned when they were completed. An augmentation of sup¬ 
plies has rarely been attempted in timely anticipation of possible re¬ 
quirements. Pressure in the distribution system is generally low 
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5. The standard of quality of water varies from province to pro¬ 
vince. Only a few of these maintain their own laboratories for exami; 
nation of water and for plant control. Examples of such are Calcutta, 
Madras, Bombay and Poona. Samples ff^m the water supplies of 
five of the largest towns of the United Provinces are examined by the 
respective municipal health officers in their laboratories. Plant con¬ 
trol tests are, we understand, being carried out at the purification, 
works in some cases only. In Bombay, urban water supplies have 
“chlorine clerks” to determine the dosage of coagulant and chlorine 
to be applied. With these exceptions, control over protected water 
supplies in the country is limited to examinations of samples once 
a month or once in three months by the Provincial Public Health 
Laboratory concerned. Such periodical examinations are, however, 
not sufficient to maintain a fairly uniform standard of quality 
throughout the year. The great majority of water-works operators 
are not trained in the public health aspects of the processes they 
carry out, and possess only mechanical skill. We noted, during our 
tours, that in the smaller works the superintendents have not main¬ 
tained the chlorinating equipment in proper order and have not 
carMed out tests for residual chlorine. 

6. A Eural Water Supply Fund has been created in certain pro¬ 
vinces for the improvement of rural water supplies; examples are 
Bengal and Madras. Bengal has spent nearly 60 lakhs in providing 
a large number of tube wells in rural arens to combat endemic 
cholera. The maintenance of these wells has been left to local 
bodies. We were told that moie than 50 per cent, of them are func¬ 
tioning unsatisfactorily for want of repair while about- 20 per cent, 
are derelict. 

Procedure adopted for the Establishment of Piped Water Supply 
Systems in Local Areas 

7. The procedure followed in the provinces for the establishment 
of water supply systems is generally on the following lines. If a 
local body desires to instal a publie water supply, it approaches the 
Provincial Government with a request for technical and fin an call 
assistance. The latter then directs the Sanitary Engineer to investi¬ 
gate and frame proposals and estimates. If the local body accepts 
the estimates and agrees to find, from its own resources, its share- 
of the capital cost-and maintenance charges, Provincial Governments 
make grantg-in-aid varying from 50 per cent, of the total cost to* 
83 per cent. The share of the local body may also in certain cases 
be advanced by Government as a loan. The works are carried out 
under the supervision of Government and are then handed over to the- 
local body for maintenance, 

8. Under such a system, the request for the provision of a protect¬ 
ed water supply must come from the local body. Local bodies are 
often averse to taking the initiative. The reasons for such an atti¬ 
tude include the limited nature of their financial resources, absence 
of borrowing powers and the unpopularity that the elected representa¬ 
tives on these bodies will have to face when increased taxation is- 
proposed, fhe passive attitude of Governments and lack of initia¬ 
tive on the part of local bodieB have been largely responsible for the 
extremely slow development of water supplies in India. 
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9. All these facts have to be taken into consideration in putting 
forward proposals for the development of rural and urban water 
supply schemes 

(TUB, PROPOSALS 

10. In order to remedy the existing state of affaire, a vigorous 
policy should be adopted immediately by Governments for the deve¬ 
lopment of a water supply programme, which should aim at providing 
the entire population under their charge with safe water for drinking 
and domestic purposes within a period of about 35 years. The initia¬ 
tion of schemes should not be left to local authorities and sufficient 
funds should be made available to complete the programme within 
this period. We consider it necessary that technical bodies, which 
will be able to plan water and drainage schemes on a comprehensive 
scale and assist in the solution of problems associated with them, 
should be established both at the Centre and in the Provinces. We 
shall now describe these organisations, their proposed constitution and 
functions. 

Central and Provincial Water and Drainage Boards 

11. For the reasons indicated below, we consider that the propos¬ 
ed organisations at the Centre and in the Provinces should deal 
simultaneously with the planning of water supply and drainage 
schemes for individual areas where they are to be introduced and it 
is for this reason that we term them Central and Provincial Water 
and Drainage Boards. 

12. The provision of a piped water supply should simultaneously 
be accompanied by arrangements for drainage. Otherwise, ''ondi- 
tions resulting from thp presence of stagnant water, such as the 
breeding of mosquitoes, are bound to arise. In the case of the larger 
towns and cities, a proper sewerage system would be financially 
possible. Such a system would make provision for the proper dis¬ 
posal of nightsoil and for the removal of storm water from the in¬ 
habited areas. In' smaller towns and villages a sewerage system 
may not be feasible for financial and other reasons. It will be re¬ 
membered that we have already recommended in the previous chapter 
that, for such towns and rural areas, the disposal of nightsoil should 
be arranged, as far as -possible, by providing septic tanks and soil 
distribution systems for the effluent from these tanks. In the cir¬ 
cumstances, surface drains, properly constructed and maintained, wi'l 
constitute perhaps the best method of dealing with surface water in 
such places. The provision of these drains should be considered os 
an essential accompaniment of the establishment of a piped water 
supply system and should not be delayed on any account. 

Functions Of the Boards, Central and Provincial 

13. The- functions we suggest for these Boards are described in 
detail in Appendix 25. The Central Board will perform the dual task 
of carrying out, in the Centrally Administered areas, the same duties 
which a Provincial Board will perform in its own territory as well as 
of dealing with various matters of interest and importance to more 
than one province, such as the conservation of water on an All-India 
basis and inter-provincial problems of drainage and rivfr pollution 
In addition, the Central Board will assist the Central Government- 
in carrying out, in the fields of water supply and drainage, its general 
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policy of promoting co-ordination of effort in the provinces and of 
giving financial aid and .technical advice in the furtherance of their 
schemes 

Common Functions of the Central and Provincial Boards and 
provision lor their performance. 

14. The more important among the common functions to be per¬ 
formed by the Central and Provincial Boards in their respective 
areas include the following: — 

(1) the conservation of the available sources of wat$r, in their 
respective areas, and its allocation to the different needs of the com¬ 
munity, including drinking and domestic purposes, industrial needs 
and the requirements of hydro-electric development; 

(2) the general planning of water supply and drainage schemes 
and the preparation of a. list of priority in respect of such schemes; 

(3) various technical subjects such as (a)' the standards to be pre¬ 
scribed for the purification of water and sewage, (b) the standards to 
be aimed at in the maintenance of water works, urban and rural, as 
regards mechanical equipment and plant control, (c) the training and 
registration of water operators and (dj investigation of special local 
problems such as the purification of trade waste, removal of fluorides 
etc. and 

(4) tiie recommending of grants-in-aid, to the Governments con¬ 
cerned.- for water and drainage schemes. 

15. Some of the subjects included here cover the fields of activity 
•of more tliqn one Department of Government and decisions taken in 
respect of them may have wide repercussions on the life of the com¬ 
munity. Such decisions will therefore have to be taken by Govern¬ 
ment after due consideration of all the relevant factors. It will be 
the responsibility of the Boards to place before the Governments 
•concerned such technical information as will prove useful to the latter 
in determining the course of action to be followed. The functions 
of the Boards will therefore be mainly advisory. 

Provision of Laboratory Facilities lor the Boards 

16. In order to carry out the planning of schemes, each Board 
■will have to employ a technical staff competent to undertake the 
necessary preliminary investigations, to prepare a detailed pro¬ 
gramme of works and to estimate their cost. The technical questions 
it may 1 be called upon to solve will require the services of a labora¬ 
tory equipped and manned suitably to deal with the investigation of 
such problems. Therefore, in these specific spheres, the Board will 
become responsible for certain executive functions also. 

17. As regards the provision of such laboratories at tbe Centre 
and in the Provinces, it is presumed that in the investigation of many 
of these problems, existing public health laboratories will be able to 
participate if suitable additions to staff and equipment are made 
available- Where the engineering aspects of such problems have to 
be investigated engineering colleges can, it is believed, be brought in 
to help. We consider that, in the interests of economy, it is desirable 
to explore all possibilities of co-ordinating existing research facilities 
and of improving them, provided the required standards of efficiency 
■can be nttained. In the early stages of our development programme 
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any saving that can be effected in trained personnel amd in funds 
will help materially to facilitate the expansion of the scheme. 

Allocation of duties in respect of Water Supply and Drainage between 
the Board and certain Government Departments 

18. The main administrative duties m respect of water and drain' 
age will, in our view, continue to be discharged by the Public Works 
Department of Government and the Public Health Engineering 
Section of the Health Department, Central and Provincial. The 
former will be concerned with the construction and maintenance of 
water works and drainage, while the latter will be responsible for the 
supervision necessary to ensure compliance with prescribed standards. 
Where Provincial Governments maintain a special department foi 
dealing with drainage and water works we do not desire to suggest 
any change in their arrangements. The Water and Drainage Board, 
Provincial or Central ns- the ease may be, will- undertake, in its 
capacity as an expert body, the functions of long-term planning, of 
prescription of standards and of investigation of the problems asso¬ 
ciated with its own duties or of special ones referred to it for advice. 
The work of each of these' two organisations will thus be comple¬ 
mentary to each other. 

Certain Special Duties of the. Central Board. 

19. We have already indicated the special duties which the Cen¬ 
tral Board should perforin in addition to those which it will carry out 
in the Centrally Administered Areas on the same lines as those which 
the Provincial Boards will discharge. Of these special duties, we 
desire to deal here with ( 1 ) the conservation of water in order to 
meet the needs of the different provinces concerned and ( 2 ) inter-pro¬ 
vincial problems of drainage and river pollution. 

The Need for Water Conservation on an Inter-provincial Basis 

20. We may, at this stage, draw special attention to the impera¬ 
tive need for considering the question of conservation of water on an 
inter-provincial basis and of its equitable distribution for the different 
needs of the community. The importance of this question was 
forcibly brought to our notice by the Superintending Engineer, Pub¬ 
lic Health Engineering Department, the United Provinces- In 9 
memorandum which he submitted he stated that "the depletion of 
the main rivers in this Province, particularly in the Jumna and the 
Ganges by the wholesale extraction of large quantities of water by 
the Irrigation Departments of the Punjab and the United Provinces, 
has had very serious repercussions on the water supply to several 
large towns in this Province, particularly Agra and Cawnpore. It 
has also created another problem which has to be solved, that is, 
large scale river pollution. Most of the large towns in the United 
Provinces are located on the banks of rivers and with the limited- 
flow in the summer months there is now, not sufficient dilution to- 
permit of the discharge of untreated or partially treated sewage into 
the rivers as formerly wars the case on the downstream side of the 
towns. Towns like Cawnpore and Agra will therefore for this reason 
be compelled to spend large sums of money on the construction of 
artificial sewage purification works to produce an effluent of a high 
standard. This huge expenditure, which in the case of Cawnpore 
will he at least Bs. 25,00,000 and a proportionate amount at Agra, 
which is also confronted with the same problem, would not have 
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been necessary, as a much lower standard of purification would have 
sufficed if the normal flow in the rivers had not been interfered' with 
by. the extraction of huge quantities of water for distribution on areas 
for cultivation miles away from the headworks, none of the water 
.extracted being returned in any form whatesoever to its original 
source.” As regards water .for drinking and domestic purposes it 
was pointed out, that ‘‘at Agra due to the absolute negligible flow in 
the river in summer months, the Municipality has to dig channels 
in the river bed to lead what virtually is a trickle of water to the in¬ 
take of the waterworks pumps to afford a very limited supply of 
potable water to the town.” Similarly at Cawnpore it is reported 
ithat. in the summer months, extensive dredging operations are 
necessary "to get sufficient river water to the intake of the water¬ 
works pumps” 

21. The question of conserving all the available sources of water 
throughout the country and of so allocating the supply, from a 
common source, as to meet the reasonable demands of the individual 
provinces concerned, is of paramount importance from the standpoint 
•of the health and general welfare of the people and we have come 
to the conclusion that this matter calls for special consideration. 
Where an urgent decision in such matters is required, the Central 
Government should be empowered to give a temporary decision, 
which should be binding on the provinces concerned until a final 
settlement is reached through the award of an Arbitration Board or 
any other suitable body, to which reference should be made with the 
least practicable delay. 

Inter-provincial Drainage and River Pollution Problems 

The same procedure should apply to inter-provincial problems of 
river pollution by trade-waste and sewage. 

22. Even in a ease where an emergent decision has to be given 
’by the Central Government we consider it necessary that such deci¬ 
sion should be taken only after consulting the Central Water and 
Drainage Board and the Central Board of Health in regard to the 
-technical and administrative aspects of the question. 

One of us (Mr. P. N. Sapru) does not agree with the above recom¬ 
mendations for dealing with these difficult problems. He has set 
out his views in a note which is appended to this chapter. The rest 
of us, while recognising that provision already exists in sections 130- 
134 of the Government of India Act, 1935, for securing redress in 
respect of executive aotion or legislation affecting prejudicially any 
natural source of water supply in a Province or a Federated State, 
consider it necessary to provide machinery which will facilitate speedy 
action in particular cases as well as help to solve the larger problem 
of conserving the available sources of water in the country as a whole 
and of so allocating the supply, from a common source, as to meet 
the reasonable demands of individual provinces. These provisions 
of the Government of India Act, which have been in operation since 
1937, have not so far helped to solve or even alleviate the serious 
situation in Agra and Cawnpore, to which we have referred. In our 
view this state of affairs has been reached because of the absence of a 
competent body to review, from time to time, the problems of water 
conservation and river pollution on an inter-provincial basis. The 
Central Water and Drainage Board we have proposed is intended to 
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£ul±ii fciiis role and the composition suggested for it in the next para¬ 
graph saohid help to ensure the tecrinicai competence of the Board 
to consider such problems. The Board will act only in an advisory 
capacity and its recommendations will be subject to review by me 
Central Board of Health consisting of the Ministers of Health at the 
Centre and in the Provinces. Therefore, even m giving an interim 
decision, the Central Government will be in possession of the views 
of a bodv, whose composition should help to ensure the consideration 
of such questions not in the interests of individual provinces but of 
the country as a whole. We may also point out that the procedure 
we have suggested for the settlement of disputes is more likely to 
provide, in view of the authorities concerned being within India, 
speedier decisions on such disputes than the existing procedure under 
sections 130-134 of the Government of India Act, to which our 
colleague refers. 

Composition of the Boards 

23. We recommend that the Central and Provincial Boards should 
include suitable persons from among representatives of the following 
interests:— 

(1) the Agricultural, Irrigation and Hydro-electric Departments 

of Governments; 

(2) the Public Health Engineer attached to the Central or Pro¬ 

vincial Health Department as the case may be; 

(3) the waterworks engineer and drainage engineer respectively 

of two large cities possessing piped water supply and 

sewerage systems; 

(4) a microbiologist of standing from a research institute or a 

university; 

(5) a distinguished worker in the field of water and sewage 

analysis; 

(6) a geologist; 

(7) the officer in charge of the Central or Provincial malaria. 

organisation as the case may be; 

(8) the Director General or the Provincial Director of Health. 

Services; 

(9) the Chief Engineer of the Central or Provincial Public 

Works Department; 

(10) the Secretary of the Ministry of Health, Central or Pro¬ 

vincial and 

(11) representatives of local authorities in the case of Pro¬ 

vincial Boards and of the local administrations in the 

case of the Central Board. 

The Planning of a Provincial Water Supply Programme 

24. We may now consider, in greater detail, the planning of a 
water supply programme. It is essential that the inclusion of inter¬ 
mittent and d.ual water-supply systems, which exist in India today,_ 
but which are recognised as a danger to the public health in other 
countries, should not be permitted in our programme for the future. 
We are indebted to Mr. K, Subrahmanyan, Professor of Public Health 
Engineering, All-India Institute of Hygiene and Public Health, for 
most of the details on which the following plan for the' province of 
Bengal has been prepared. It is no more than a suggestion as a rough 
guide not only to Bengal but fco other parts of India. 
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25. The following assumptions are made as the basis of a reason¬ 
ably progressive-plan, provided sufficient funds are available: — 

(1) 50 per cent.' of the population should be provided with safe 

water during the first 20 years of the programme and 

(2) during the next 15 years the scheme should be extended to 

cover the remaining 50 per cent. 

26. The water supplies to be provided may be of two types. For 
the smaller villages with populations under 1,000 we recommend 
wells properly constructed so as to prevent surface and subsoil con¬ 
tamination and with pumps installed. Ob the assumption that one 
such well can serve about 250 persons, Mr. Subrahmanyan considers 
that the average cost in Bengal will be about Re. 1 per head of the 
population. In villages with ^populations of .1,000 and over it is 
suggested that a piped stand-post water supply system should be 
introduced. The cost of such a system will, he considers, range 
between Es. 10 and 15 per head of the population ih that province. 
It is recognised that the cost will vary considerably from province to 
province. It is desirable that, for each village, a source large enough 
to supply water at 25 to 30 gallons per bead of the population should 
be investigated and located, The source must be as close to the 
village as possible. Pumps and elevated tanks may be designed, 
if necessary, on the basis of a stand-post supply of 8 to 10 gallons 
per head, but the distribution mains should be such as to provide 
for house connections and for an ultimate consumption of 25 to 30 
gallons per head per day. In the beginning there need be provision 
only for street stand-posts at the rate of, say, one for 80 to 100 users 
or one at every 150 yards. There should be provision for sterilisation 
of the water supply. The introduction of such water-supply systems 
of particular importance in the control of cholera, and priority in the 
planning and execution of water works should be given to those areas 
which are recognised endemic centres of the disease. 

27. Mr. Subrahmanyan has estimated that, for the development 
of a water supply scheme on the lines indicated above, the annual 
expenditure, for the first 20 years will be, for Bengal, about rupees 
two crores. According to him this figure will include provision for 
the purification of water and maintenance charges including repairs 
and renewals. The corresponding figure for India as a whole, he 
estimates, will be about Rs. 12 crores to Rs. 14 crores per annum. 

28. It should be noted that these estimates are based on pre-war 
costs and will therefore require revision to suit conditions in regard 
to costs prevailing at the time of construction. 

Priority in the Provision of Water Supply 

29. The preliminary task of the Proyincial Water Boards will be 
to draw up a plan of action. Certain general principles should be laid 
down for determining priority in respect of provision of water supply 
in specified areas an£ we suggest the following: — 

(1) the incidence of cholera and other bowel diseases; 

(2) the importance of the place as a centre for fairs and festi¬ 

vals ; 

(3) its location in relation to important lines of communication 

and 

(4) the difficulty in obtaining water during the hot weather. 

255 



CHAPTER XIV 


80. When the local people are willing to contribute either in cash, 
labour or material towards the construction of such works it is lor 
consideration whether this should not constitute some claim for 
priority. We believe that the development of the spirit of self-help 
in the provision of amenities should be stimulated as much as 
possible 

Minute on Water 8upply by The Hon'ble Mr. P. N. Sapru. 


My colleagues observe: “The question of conserving all the avail¬ 
able sources of water throughout the country and of so allocating the 
supply, from a common source, as to meet the reasonable demands of 
the individual provinces concerned, is of such paramount importance 
from the stand-point of the health and general welfare of the people 
that we have come to the conclusion that this matter calls for special 
provision. Whero an urgent decision in such matters is required, the 
Central Government should be empowered to give a temporary deci¬ 
sion, which should be binding on the provinces concerned until a final 
settlement is reached through the award of an Arbitration Board or 
any other suitable body, to which reference should be made with the 
least practicable delay.” I am unable to agree to this recommenda¬ 
tion as the procedure suggested involves the giving of an interim 
decision by the Central Government which might ultimately prejudice 
an impartial decision by. the Arbitration Board and which, if upset, 
would place the Central Government in an embarrassing situation and 
lay it open, should the ultimate award be different from that decided 
upon-as an interim solution, to the charge of being partial. 

The question of oomplainU as to interference with water supplies 
-on the part of any Governor s provmee or the ruler of any federated 
•state was considered by the Joint Select Committee on Indian 
Constitutional Reform and is regulated by Sections 130, 131, 132, 
138 and 134 of the Government of India Act. The question of canals 
was specifically referred to by the Attorney-General. The White 
Paper had suggested that the provinces should be given exclusive 
.legislative power in relation to “water supplies, irrigation and canals, 
-drainage and embankments, water storage and water power” and 
had reserved no powers of any kind to the Federal Government or 
the Federal Legislature. Even under the scheme as envisaged by 
the White Paper, the Federal Court would have had jurisdiction to 
-decide any dispute between the two provinces in connection with 
•water supplies, if legal rights or interests were concerned; ‘but the 
experience of most countries', so the Joint Select ^Committee 
explains, ‘has sbov^n that rules of law based upon the analogy of 
private proprietary interests in water do not afford a satisfactory 
basis for settling disputes between provinces or states where the 
interests of the public at large in the proper use of water supplies are 
involved.’ They further pointed out that they were cognisant of the 
importance from the public point of view of the distribution of water 
in India, upon which not only the prosperity but the economic exist¬ 
ence of large tracts depends. They however came to the-conclusion 
that it was neither desirable nor feasible to m%ke the control of water 
•supplies a wholly Federal subject. Yet, this is, apparently what my 
-colleagues, without giving any -adequate reasons for their dissent 
from the Joint Select Committee’s recommendations, suggest. The 
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Joint Select Committee suggested, and the suggestion has been in¬ 
corporated in the Government of India Act that “where a dispute 
arises between two units of the Federation with respect to an alleged 
use by one unit of its executive or legislative powers in relation to 
water supplies, in a manner detrimental to the interests of the other, 
the aggrieved unit should be entitled to an appeal to the Governor- 
General acting in his discretion, and that the Governor-General 
should be empowered to adjudicate on the application”. ‘We think, 
however, ’ they went on to observe, ‘that the Governor-General, 
unless he thinks fit summarily to reject the application, should be 
required to appoint an Advisory Tribunal for the purpose of investigat¬ 
ing and reporting upon the complaint. The Tribunal would be 
appointed ad hoc , and would be an expert body whose functions would 
be to furnish the Governor-General with such technical information 
as he might require for the purposes of his decision and to make 
recommendations to him. Naturally, the recommendations of a 
tribunal like this would carry weight with the Governor-General but 
they would not be binding on him.’ The definite recommendation- 
that the Joint Select Committee made was 'that provision should be- 
made for excluding the jurisdiction of the Federal Court in the case 
of any dispute which could be referred to the Governor-General in 
the manner which, we have suggested’. They particularly stressed 
that the powers of the Governor-General should not extend to a case 
where one unit is desirous of securing the right to make use of water 
supplies in the territory of another unit, but only to the case of one 
unit using water to the detriment of another. 

In the debate that took place in the House of Commons (89. ParL 
Debates, Indian Affairs, Commons, 1934-85, Vol. II, Col. 2437) the- 
Attorney-General explained that Section 180 was intended to provide 
a method of settling rights, in natural sources, which cannot be taken 
to a court of law because there are no legal principles by which the 
courts can regulate any disputes which may arise. It is for this- 
reason that canals had not been put into the Clause because they 
can be disposed of by ordinary tribunals and do not require t-o be 
referred to the special tribunals which are set up. 

No reasons have been advanced for going beyond what the Joint 
Select Committee and Parliament considered was necessary in the 
interests of protecting the rights of water being used to the detri¬ 
ment of a province. Under a system of complete responsible govern¬ 
ment the Governor-General would not be able to aot in his discretion. 
It is for the constitution-makers of the future to devise a machinery, 
if they so think fit, which would vest the power of investigating 
•omplaints in an authority representative Of both the provinces and- 
the Centre. But T do definitely think that no case, supported by any 
overwhelmingly large expert evidence, has been made for recom¬ 
mending that the powers which the Provincial Governments enjoy 
in the matter of water supplies should be whittled down. Inter¬ 
provincial problems of river pollution by trade waste and sewage, to- 
which reference has been -made in the body of our report, are capable 
of solution on the lines of the procedure laid down in section 103 of 
the Government of India Act. Consistently with the view that I 
hold that the autonomy envisaged by the Government of India Act 
should not be whittled down, I am unable to support the recom¬ 
mendation of my colleagues that the Centre should have the power to 
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arbitrate and give a decision which would be binding on the provincial 
authorities concerned sn inter-provincial problems of river pollution, 
by trade waste and sewage. If the provinces think "that river 
pollution is a problem which requires urgent action, they or suoh ot 
them as feel the urgency of the problem, can transfer authority to 
the Central Legislature under the procedure laid down in Section 
103 of the Government of India Act, 1935. I may state here that I 
must not be understood to agree to any proposal, in any part of the 
report, which will have the effect of giving a greater central biaB to 
ihe constitution than that which is envisaged by the Government of 
India Act of 1935. In fact, I may add that I am opposed to sub¬ 
section (4) of Section 126 of the Government of India Act, which was 
passed as an emergency war measure. 


GENERAL SANITATION—CONSERVANCY AND DRAINAGE 
A Survey of the Present Position 

1. The present position in respect of sanitation is, speaking 
generally, highly unsatisfactory in both rural and urban 
areas. Practically no provision exists in the smaller villages 

the collection and disposal of excreta and refuse and houses in such 
villages rarely have . latrines. Very limited efforts have been made 
in a few small towns, panchayats and union boards to promote 
conservancy services, but here also the level of sanitation generally 
is low and, in these places too, must houses are not provided with 
latrines. A scavenging service and trenching are the usual methods 
■of collection and disposal of nightsoil for such communities. 

2. Sewerage has been provided only in a very limited number of 
the larger towns and cities and the inhabitants of these form only 
about 2 per cent, of the total population of the country. The under¬ 
ground drainage system was first introduced in India in Calcutta in 
1870, about 20 years after its provision in London and 18 years after 
its establishment in New York. The extension of the sewerage 
system in Tndia has, however, been extremely slow as compared with 
western countries. 

3. Eefuse disposal is generally carried out by dumping in low 
lying areas. Very few cities practise incineration as a method of 
its disposal. 

OUR PROPOSALS 

4. An improvement of the general sanitation in the inhabited 
areas of cities, towns and villages is a matter of urgent importance 
from the point of view of controlling a large part of the preventable 
ill-health. Nevertheless, the difficulties in the way of promoting n 
rapid advance in this field of health administration are so great that 
•we feel the ingenuity and resources of Governments will be taxed 
to the utmost extent in solving these problems. The question of 
providing adequate funds stands out, of course, as one of the major 
-difficulties. There are others, including the creation and main¬ 
tenance of well-manned and equipped technical organisations to deal 
■efficiently with the problems of environmental hygiene and the educa¬ 
tion of the people with a view to their accepting and practising the 
hygienic mode of life. 
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5. One difficulty that exists at present is thart the self-governing 
units are, in many caseB, so small (e.g., union boards and 
panchayats) that i.t is quite impossible for them to organise and 
maintain satisfactory conservancy services for the populations en¬ 
trusted to their care. This remark applies in a greater or less degree 
to most municipalities including some of the larger ones, where 
the rates imposed are not adequate and are not properly collected. 
We have suggested, in Chapter XVII of this volume of the report, 
■the abolition of the many small local authorities that now exist in 
individual districts and their replacement by a single body, the Dis¬ 
trict Health Board, to control the whole area? with the exception of 
the territory covered by certain large municipalities with populations 
of 200,000 and over. This proposal of ours should help to pool the 
resources of most of the existing local bodies ini a district but we are 
doubtful whether, without developing other sources of revenue than 
those which these local administrations have at present, sufficient 
funds for the improvement of general sanitation and for the develop¬ 
ment of other health activities will become available. This is a 
matter which should receive urgent and serious consideration but, 
in view of the complex questions the subject of public finance raises, 
we feel that we must leave it to Governments to investigate. 

Collection and Disposal of Excreta 

6. In the section dealing with housing we have already expressed 
•our view that the manual handling of nightsoil during its collection 
and disposal should be rendered unnecessary as far as possible. For 
this purpose we favour the introduction of the water-carriage system 
as widely as may be practicable. We realise, however, that the 
provision of this amenity even in urban centres with populations of 
50,000 and over will require on outlay of 3ome 60 crores of rupees 
•on capital w.orks and recurring charges on an adequate technical 
organisation for their maintenance. In view, however, of the im¬ 
portance of providing for the proper sanitation of at least the more 
congested urban areas we recommend that the sewering of all towns 
with a population of 50,000 and over be made an objective to be 
attained within the short-term programme of the first ten years. 

7. For smaller places, urban and rural, we recommend the use 
of septic tanks and soil absorption systems in order to extend the 
advantages of water-borne conservancy over as wide an area as 
possible. We recommended, in the section dealing with housing, 
that the provision of such septic tank latrines should be enforced 
on all owners who can aSord the cost o'f their construction, and have 
also suggested that measures other than legal enforcement should 
be adopted in order to popularise and extend its use. Cheap and 
effective type plans have already been evolved, after experiments, 
by health authorities in certain parts of the country. Squatting plates 
made of porcelain or concrete with a water seal, which requires only 
a comparatively small quantity of water for flushing, have been made. 
Experiments in this direction should be continued as well as on the 
evolution of suitable types of efficient and cheap septic tanks. We 
suggest that provincial authorities should promote .the construction 
of suitable squatting plates and make them available at cost price 
or less to the public. 

8. In all unsewered areas we recommend that, for public latrines, 
-the septie tank type should be employed wherever posable. In 
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every case the effluent from the septic tank should be distributed 
in the subsoil to a reasonable distance before it is permitted to drain, 
into any water course. The local health authority should exercise 
control over the establishment and functioning of this type of latrines. 
We recommend) therefore, that their construction for private use 
should be governed by suitable conditions to be. laid down and en¬ 
forced by such authorities. In the areas under our scheme the exer¬ 
cise of the proposed control should present no great difficulty because 
the public health engineering section of the health staff will provide, 
the required technical personnel for such supervision. In the areas, 
outside our scheme, the existing health organisations should also 
exercise similar control as far as possible. In both types of areas- 
the distribution to the people of type designs which utilise, as far' 
as possible, local material and are cheap to construct should go a- 
long wuy to popularise this kind of latrine. 

9. In many places, where soil conditions are suitable, bore-hole 
lartrines can be brought into use if a cheaper type than the septic, 
tank latrine is required. In the Province of Madras, where the- 
health authorities have had considerable experience of bore-hole 
latrines, we were told that this type, while it is satisfactory for indi¬ 
vidual houses, has not been found equally so for public use. Wb 
recommend, therefore, that, for the latter, the septic tank variety.- 
of latrine be preferred. 

10. The squatting plates we have suggested for septic tank lat¬ 
rines can also be used for the bore-hole type and we recommend that, 
provincial authorities should make these available at cost price or 
less so us to popularise their use- 

11. For the- area under our scheme we recommend a vigorous 
policy of latrine construction. The Public Health Inspector should 
be in charge of this work. One of the duties of the squad of fifteen 
labourers, provided in our scheme, will be to demonstrate to the 
villagers how to instal bore-hole latrines. Latrine augers and all 
other appliances that may be required should form a part of the 
equipment of the staff. Apart from propaganda some form of in¬ 
ducement may often be necessary to persuade the villagers to pro¬ 
vide themselves with latrines. One of the methods tried in certain 
districts-of Madras was to give to every householder who put up a 
latrine, a squatting plate at half the cost price or even free. A bore¬ 
hole latrine used by a single family should last for about 2^ to 8 years 
and should not cost more than about Ks. 15 including the squatting 
plate. 

12. The progress made in the construction of these latrines will 
depend largely on the support that the public health staff of the 
primary unit can secure among the people. If each of the two pub¬ 
lic health inspectors in a primary unit could secure the construction 
of about 80 latrines in his area per month, about 7,200 such latrines 
would have been provided during the short-term programme in each 
unit. A rough estimate of . the total number of houses in a primary 
unit with an average population of 40,000 is 8,000. The rate of' 
construction suggested above will, therefore, largely solve the problem 
of nightsoil conservancy and the effect of this one , measure alone on 
the health of the. community would be considerable. 

18. In connection with bore-hole latrines, it will be necessary to 
organise a re-boring semes. Otherwise, with the filling up of the 
latrines in about two or' three years, the people may revert to their 
previous habits. 
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14, The location and building of public latrines will, of course, be 
under the direction of the local health authority. The provision of 
water for ablution is desirable as apart from other considerations, 
such water helps the digestion of nightsoil in the bore-hde latrine. 

16. We recommend that all schools, students’ hostels, public 
offices, jails, and halting places for travellers such as dharmasalus, 
should be provided with septic tank latrines. The urinals for these 
institutions should also be connected with such latrines. These 
proposals should first be enforced in .the areas under our scheme and 
may later be gradually extended to other places. 

10. With regard to the disposal of excreta in unsewered towns, 
the existing practice is mostly to trench it. The sites for the trenches 
are unsatisfactory in some oases and the amount of supervision exer¬ 
cised over trenching operations is not sufficient to ensure their being 
conducted efficiently. We are of opinion that greater attention 
should be paid to these matters til] the more efficient methods of 
nightsoil conservancy we have already indicated can be universally 
applied. 

17- In some towns the nightsoil is mixed with refuse and a com¬ 
post is made.. This is a good way of “converting waste into wealth”, 
but the process has disadvantages of which the handling of nightsoil 
is perhaps the greatest. Another is that it may promote fly-breeding 
unless adequate precautions are taken. These include the carrying 
out of composting in masonry trenches or on masonry platforms and 
under a roof in those areas where -the monsoon rains are heavy. On 
the whole, after weighing carefully the hazard to health against the 
gain in manure, we are inclined to discourage composting unless the 
handling of nightsoil can be prevented and other necessary precau¬ 
tions can be taken. Wo would, however, advocate composting as 
an excellent method of disposal of the dung of cattle and other 
animals. 

Eefuse Collection and Disposal 

18. In the rural areas the public health inspector should encourage 
the construction of manure pits in houses outside the inhabited 
area. In certain parts of the country, where people might not 
have land of their own, a common manure pit should be provided. 
The village committee, we have proposed, should see to the provision 
of such common pits and their proper use. Villagers with cattle 
should be induced and trained by the health staff to compost cattle 
dung. 

19. The systematic sweeping of all public places and the collec¬ 
tion of refuse should be organised 'in the larger villages such as those 
which now have panchayats and union boards. All municipalities 
should insist on the owners of houses providing dust bins of an 
approved pattern and should undertake the collection of refuse from 
such bins. Standard dust bins of a durable type with bottom and 
cover lid must be used. The collection and disposal of refuse by 
contractors are undesirable, as it is difficult to ensure satisfactory 

•service. 

20. In the Municipal Acts provision generally exists for the* 
levying of a scavenging tax to cover the cost of the service. Where 
this provision does not exist, the necessary steps should be taken to 
•provide such powers. 
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21. It is recommended that municipalities with a population of 
60,000 and over should maintain .municipal workshops for repairs to. 
the vehicles used for refuse collection. 

22. The method of disposal of refuse adopted in a particular 
municipality -will depend on local condition#. Whatever be the- 
method that is used, it should be such as to ensure that fly-brsedu.g, 
and other hazards to health are prevented. 

28. The disposal of rubbish by incinerators is recommended for 
all cities of 100.000 population and over. The construction and use 
of incinerators should a-lso be encouraged for hospitals and other 
large institutions. 

The Collection and Disposal of Sewage and Industrial Waste 

24. As has already been pointed out, when a community is sup¬ 
plied liberally with water! the disposal of the used water becomes 
an important problem. Hence sewage works and drains have to be 
planned and built to keep pace with the extension of piped water 
supplies, particularly in the larger .urban centres. 

25. Tlie short-term objective wo put 'forward is tho planning 
and the carrying out of sewerage and sewage disposal works in all 
towns with populations of 50,000 or more and, in all health resorts 
and industrial colonies housing 1,000 people or more as well as the 
remodelling of existing sewerage systems on lineB sufficient to pro¬ 
vide for the connection of at least 95 per cent, of the houses in the 
areas concerned. This will bring the benefits of the water-borne 
system to approximately 50 per cent, of the urban population, in¬ 
cluding under this class all towns with populations of 5,000 and over. 

26. We have provided for the short-term programme of sewerage 
construction a sum of Es. 60 crores in -all, or Es- 6 orores per annum 
for 10 years for British India alone. It is suggested that one half 
of this amount may be given as grants and the other half as loans to- 
local bodies. As in the case of water supply, the initiative for the de¬ 
velopment of the programme must come from the Provincial Govern¬ 
ment and the Provincial Drainage and Water Board. The latter 
should, through its technical staff, prepare plans and estimates for 
sewering all towns of 50,000 population and over, and Provincial Gov¬ 
ernments should, in co-operation # with local authorities, carry out 
these plans as quickly as circumstances permit- The ultimate aim- 
Bhould bo to extend seworage systems to all urban communities. In 
the meantime the provision of open drains, properly constructed and" 
maintained, will be necessary for towns with populations of less than 
60,000 because the introduction of a piped water supply should be 
accompanied by adequate provision for drainage. The Provincial 
Water and Drainage Board should be responsible for the planning of 
this type of drainage also. 

27. We have not dealt with the disposal of industrial wastes sepa¬ 
rately. We think that they may, in many cases, be let into the- 
citf sewers in places where these exist. Certain trade wastes will, 
however, require prior treatment before they are permitted entry into- 
th( sewers, because such wastes may interfere with the biological 
action which is the basis of sewage disposal. These wastes must 
therefore receive such treatment as may be necessary before they are- 
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permitted to leave the premises of the factories concerned. If fac¬ 
tories are located far away from the sewered area of a town or in a 
place where the underground drainage system does not exist, the need 
for adequate treatment of the waste water will, in many cases, be. 
even greater. 

28. Both sewage and trade waste, when they emerge after appro¬ 
priate treatment, should have attained certain standards of purity 
before they can be permitted to flow into rivers, lakes, the sea and 
other large bodies of water. Water and Drainage Boards will be 
responsible for supplying Governments with suitable technical advice 
in respect of such problems- This subject ib dealt with more fully 
in the next section dealing with river and beach pollution. 

RIVER AND'BEACH POLLUTION 

Introduction 

1. The uncontrolled discharge of sewerage effluents and industrial 
wastes into bodies of water such as tanks, lakes, streams and the sea 
produces conditions which are offensive to sight and smell, endanger 
public health, kill fish life and change the natural flora and fauna. 
It may produce other detrimental eSects such as the loss of certain 
recreational facilities to the community and a depreciation of the* 
value of property situated close to these polluted tanks, lakes and 
other water collections. It is, therefore, clear that such pollution 
should be controlled in the public interest. The quantity and strength 
of the sewerage effluent admitted to natural water sources should be 
adjusted with due regard to the volume and papaeity for oxygenation 
and self-purification of the receiving bodies of water as well as to the 
uses to which these will normally be put by the community. The 
extent to which public water supplies derived from rivers and streams, 
which are liable to a sewerage pollution, have to be purified depends 
on the load of such pollution. 

Existing Conditions 

2. Io India there are many towns and cities on the banks of rivers 
Only a few cities are sewered and industries have not yet developed 
on a scale comparable with the more advanced countries of Europe 
and America. Hence it T may appear that the problems of river and 
beach pollution are not so grave here as in those countries. This 
is, however, ouly partially correct. Whether sewered or not, most 
of the big cities are situated on the banks of rivers or on the sea coast. 
The general sanitation of many of these cities is of a low standard and 
a varying proportion of the sullage and nightsoil from them finds its 
way to the rivers and the sea. Examples are the Gumti which 
is polluted by the sewage of Lucknow, the Ganges by the sewage of 
Cawnpore and of Benares and the Jumna by the sullage of Agra and 
the sewage of Allahabad. The Hooghly receives discharges of wastes 
from the factories and of sullage from the towns, which are situated 
on both' sides above and below Calcutta. The situation became so 
acute in the Calcutta area that legislation was enacted requiring that 
sewage effluents into the Hooghly should be sterilised- It is under¬ 
stood however, that the larw has, in practice, been rarely enforced. 
The discharging of effluents from sugar mills, distilleries, paper mills, 
tanneries and other industries into rivers and ponds has given rise to 
offensive conditions in various parts of the country. The problem is 
likely to become more acute with the anticipated post-war growth it> 
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urbanisation, in industrialisation and in the sewering of urban areas, 
■unless adequate measures are undertaken without delay. 

■Control in England and the United States 

3. In England pollution of rivers by sewage was one of the sub¬ 
jects considered in the report of the Boyal Commission on sewage 
■disposal in England. The rivers in that country have been stated 
by one authority to be too short to undergo any appreciable self-puri¬ 
fication. The Royal Commission recommended certain standards for 
sewage effluents depending on the extent of the dilution to which it 
is subjected. These standards have been’found to be suitable on 
■the whole. In that country the control of a river basin or catchment 
area as a whole is entrusted to an organisation known as a River 
Board. 

4. In America the laws and practices for the control of river 
pollution vary in different States. In some the rivers are divided 
into classes according to their natural uses and standards of purity 
’for effluents arc prescribed according to the class of the river con¬ 
cerned : 

OUR PROPOSALS 

5. In our view early action is essential in order to prevent this 
problem reaching an acute stage in India. Existing laws provide, to 
some extent, for action against the fouling of water supplies. For 
instance, the Indian Penal Code makes the voluntary corrupting or 
fouling of the water of a public spring or reservoir a penal offence. 
While some Provincial jpocal Self-Government Apts, by placing the 
■control of streams, channels, and other water sources not situated on 
private property, under local bodies, have made it possible for the 
latter, if they are so disposed, to control pollution by sewage and trade 
■waste. But these legal provisions have so far hud little practical 
effect as they have not been enforced- Further, the problems of 
river and beach pollution are often, of such magnitude that uncoordi¬ 
nated efforts by individual local bodies or by the police in respect of 
the provisions under the Indian Penal Code, are not sufficient to meet' 
the situation. 

6. In the sections dealing with water supply mid general sanita¬ 
tion, we have recommended the establishment of Central and Pro¬ 
vincial Water and Drainage Boards and have included among their 
functions the control of river and beach pollution. We attach con¬ 
siderable importance to this recommendation. ThcBe boards, acting 
in close co-operation, will be in a position to deal with a river basin 
or a catchment area as one organic unit and to view the problems of 
developing water supplies and of sewage disposal in such a manner as 
to harmonise conflicting interests and to ensure the safeguarding of 
the public health. On their advice the Central and Provincial Gov¬ 
ernments will, in consultation, be in a position to take appropriate 
action to control river pollution on an inter-provincial basis as well 
:as to deal with beach pollution. 

7. On the technical advice tendered by the Boards, Governments 
should make legal provision requiring the fulfilment of certain 
standards of purity for sewage effluents und for trade wastes if they 
are to he permitted to flow into rivers, seas, lakes, .and other sources 
of water. Complicated questions that may arise in respect of the 
treatment of special types of trade waste can be investigated by the 
Boards through their technical staff and laboratories. 
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Introduction 

1. Control of the environment so as to make it unsuitable for the 
'breeding of certain insects, rodents and other forms of animal life 
which transmit disease to man is also a function of a modem public 
health engineering department. 

Mosquito Control 

2. We have dealt with mosquito control in the section on malaria. 
Preventive measures such as surface and subsoil drainage, the flush¬ 
ing of rivers and other water courses and the shading of breeding 
places should be undertaken only after a careful study of the habits 
of the type or types of mosquitoes responsible for transmission locally. 
We recommend that such schemes should be carried out under the 
combined technical guidance of the malariologiet, the public health 
■engineer and the entomologist. 

3. Other recommendations, which we have included in that section, 
are (1) the acquirement, by local health authorities, of the necessary 
legal powers for the enforcement of anti-mosquito measures and (2) 
the requirement that, in respect of all construction works undertaken 
by the different departments of Government, the Ministry of Health 
should be consulted and that all antimalaria measures prescribed by 
that Ministry should be carried out. The cost should bo included 
in the estimates for these projects and the health authorities should 
be entrusted with their execution. 

4. We recommend that mosquito control should be exercised to 
f>he highest possible degree in and around aerodromes and major sea 
porta in order to prevent the introduction of yellow fever into the 
country. 

Rat Control 

5. We have dealt with this question, at some length, in the sec¬ 
tion on plague, and do not, therefore, propose to cover the same 
around here. We may, however, state our view that a permanent 
solution of the rat problem will be secured only through the ratproofing 
of dwellings and stores for grain and other articles which provide 
food attractive to rats. While recognising that this is a very costly 
measure, we feel we are justified in asking that it should be accepted 
as a long-term objective in order to secure lasting benefits to the 
country. Apart from the effective control of plague that ratproofing 
will bring about, the economic gain to the community will be con¬ 
siderable. Various estimates of the loss caused by rats have been 
made. A conservative estimate of the annual loss to the country 
from’this source places the figure in the neighbourhood of Eg. 800 
erores, a sum which would more than suffice to finance our entire 
health programme for the first ten years. 

6. Ratproofing should, in the first instance, be carried out as far 
as possible in the endemic centres of plague and should later be ex¬ 
tended all over the country. 

7. While the carrying out of this suggestion must necessarily be 
-spread over a comparatively long period of years, we would suggest 
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that the seasonal measures for rat control, which we have recom¬ 
mended in the section on plague, should be carried out in order to- 
keep down the growth of the rat population. 

Fly Control 

8. The domestic fly will continue to be a menace to the public 
health until the level of general sanitation in towns and in the coun¬ 
tryside improves considerably. The satisfactory collection and dis¬ 
posal of the dung of animals and of other refuse are essential to pro¬ 
duce the desired improvement- We have already dealt with the 
question of general sanitation and shall not, therefore, repeat here 
the steps that we suggest should be taken. 

9. The danger from the fly as a carrier of disease will decrease in 
proportion to the extent that the programme of nightsoil conservancy 
through an extension of the water carriage system and through the 
construction of latrines, which we have advocated elsewhere in this 
report, becomes implemented. 

.10, The control exercised by most municipalities in India over the 
manufacture and sale of articles of food, including dairy products, 
and over the sanitation of stables and cattle yards is quite ineffective. 
These local bodies have, under their self-government Acts, adequate 
powers to exercise the necessary control. Their neglect of this duty 
is, in a large measure, responsible for fly-breeding and for the dis¬ 
semination of diseases carried by flies in the areas under their charge. 
We hope tfrat the proposals we have set out in Chapter XVII for im¬ 
proving the standard of local health administration will, if carried 
out, help to remedy to a large extent the existing state of affairs. 

11. There is evidence from England and America that the re¬ 
placement of animal driven vehicles by motor ti^nsport has contri¬ 
buted to a remarkable reduction of flies and of the incidence of fly- 
borne diseases such as dysentery and diarrhoea. We do not antici¬ 
pate the disappearance of draught animals from the roads in India 
for many years to come, but there is the possibility of a steady in¬ 
crease in motor transport in the larger urban centres and later in the 
country as a whole and such developments will lead to a reduction 
of the fly population. 

12. Apart from the measures directed against the breeding of 
flies we recompiend that active steps should be taken for the destruc¬ 
tion of adult flies by the use of potent insecticides such as D. D. T. 
and pyrethrum- 

CONTROL OP CERTAIN TRADES, INDUSTRIES AND OCCUPA¬ 
TIONS DANGEROUS AND OFFENSIVE TO THE COM¬ 
MUNITY 

The Present Position 

1. Some of the provincial Local Self-Government Acts (e.ff., the- 
Madras District Municipalities and Local Boards Acts and the 
Bengal Municipal Act) give power to local authorities to control 
certain tradeB, industries and occupations which may prove offensive 
or dangerous to the community and which are specifically mentioned 
in those Acts. Provision for such control has been made by the 
prohibition imposed on the carrying on, by any person, of such 
trades and occupations within the area of a local authority before 
obtaining a licence from that authority. By the incorporation of 
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suitable conditions, the local body concerned can regulate the function¬ 
ing of these dangerous and offensive trades in the interests of the 
health and general welfare of the community, For instance, the- 
Bengal Municipal Act provides for the control of a number of such, 
trades which include: — 

(1) Slaughter of animals, their skinning and disembowelling for 
purpose other than human 'consumption; 

(2) storing hides, fish, horns or skins; 

(3) boiling or storing offal, blood, bones or rags; 

(4) melting tallow; 

(5) tanning or the manufacture of leather or leather goods; 

(6) oil-boiling; 

(7) soap-making; 

(8) dyeing; 

(9) burning or baking bricks, tiles, pottery or lime; 

(10) storing kerosene, petroleum, naphtha, or any inflammable oil' 
or spirit; 

(11) trading in or storing for other than domestic use, hay, straw, 
wood, thatching grass, jute or other inflammable material and 

(12J any manufacture, process or business from which offensive or 
unwholesome smells or offensive noises may arise. 

2. In practice the control exercised over such trades by local, 
authorities leaves much to be desired. The fact that a proportion 
of the revenue of municipalities* is derived from the grant of such, 
licences, and pressure from vested interests have, it is believed, been 
responsible for the laxity that exists in the enforcement of the law. 

RECOMMENDATIONS 

3. While the measures required for the control of each of these 
trades and industries will naturally vary to some extent they should, 
in general, aim at the regulation (1) of the location of these trades 
and industries, (2) of the specific processes in individual eases if there 
be any risk involved in them to the health of the worker, (3) of the 
general sanitation of the factory so as to provide as hygienic an 
environment as may be practicable and (4) of the quality of the trade 
wastes issuing from the factory premises, in order to ensure that 
their disposal on land or in any large body of water does not produce 
effects detrimental to the health and welfare of the community. 

(1) Control of Location. —Some of these industries which cause 
the emission of offensive smells such as tanning and the boiling of 
blood, offal and bones should be permitted to operate only at a 
sufficient distance from inhabited areas to prevent their causing 
nuisance or their becoming a danger to health. Their location should 
therefore be restricted to special areas. Other trades, such as the 
storage of inflammable articles, should not be permitted in the 
densely populated areas. 

(2) Control of processes involving risk to the health of the worker .— 
Such risk arises mainly, from the possibility of contracting industrial 
diseases, an example being anthrax in tanneries. We recommend 
that special rules should be made to protect the workmen in such 
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trad _>s. The subject of industrial disease has already been considered 
by us in the chapter dealing with industrial health. 

(3) Control of the general sanitation of the factory. —This Bubject 
has also been dealt with in some detail in the chapter on industrial 
health and we need not, therefore, go over the same ground again. 

(4) The treatment of trade wastes and their disposal. —In dealing 
with river and beach pollution and with the general sanitation of 
■rural and urban areas we have already recommended that, as the 
treatment and disposal of trade wastes present many technical 
problems, the Water and Drainage Boards, suggested by us, should 
offer advice to Governments on these matters, and that the latter 
should issue such general and specific instructions as may be required 
to deal with these problems. 

4. Local authorities already possess sufficient powers to deal with 
these trades and industries. The application of these powers to 
control such trades will be facilitated by the implementation of our 
..proposals for health development, which include provision for 
improving local health administration and for placing, at the disposal 
of the authorities responsible for such administration, suitable 
technical advice in respect of different problems as they arise and a 
technical staff competent to translate, such advice into effective 
action. 

5. In view of the fact that we have discussed many of the techni¬ 
cal aspects of this subject in other parts of the report we have dealt 
with it here only briefly. Wo would at the same time stress the 
urgent importance of adequate action by local health authorities to 
control such trades and industries in the interests of the public 
health. 
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CHAPTER XV 

QUARANTINE 

1. We have discussed at some length the problems of international! 
and internal quarantine from the point of view of India in our review 
of the subject in Volume I of this report. 

International Quarantine 

2. As regards international quarantine there are two aspects requir¬ 
ing consideration. One is prevention of the export of infection in. 
respect of the diseases recognised under the International Sanitary 
Conventions and the other is that of protecting India from the 
possible introduction of diseases such as yellow fever, sleeping sick¬ 
ness and others from which the country is at present free. In regard 
te> both, the measures now in force in India are considered reasonably 
complete and satisfactory. 

3. We understand that the International Sanitary Conventions 
governing sea and air traffic are undergoing some alterations designed 
mainly to make provision for the changed conditions of international 
traffic, particularly in respect of air travel, which have come into- 
being in recent years and will no doubt be in evidence to an even 
greater extent in the future. It is understood, however, that the 
main principles on which participation between the Governments 
of different countries for the control of the spread of infectious diseases, 
has hitherto been based will continue unaltered in the new Conven¬ 
tions under consideration. India, while she has so far been carry¬ 
ing out faithfully the requirements of the existing Conventions, has 
not formally ratified them. We understand that the Government of: 
India has, under active consideration, the question of ratifying the new 
Conventions and we strongly support their ratification. 

4. We are recommending, in Chapter XVII of this volume, that 
the ratification of international treaties should be one among a small, 
group of subjects in respect of which the Centre should be given the : 
power to compel a province to fall in line with the other provinces. 
In dealing with problems of international health it is essential that the- 
Central Government should be able to carry out a common policy 
throughout India. For instance the fact that ‘international air lines 
pass through different provinces in the country necessitates action 
on common lines in respect of the health requirements of air ports and 
thoir surrounding areas in each case, though the latter will, obviously, 
be under different Provincial Governments ( e.g ., antimosquito ■ 
measures) 

Internal Quarantine 

5. Internal quarantine is concerned with the enforcement of' 
measures designed to control the spread of infectious disease between 
neighbouring units of administration, namely, the Provinces and 
Indian States. No attempt has so far been made to deal with this 
problem on a sufficiently comprehensive scale and no organisation 
exists for the co-ordination of such preventative measures as individual 
Provinces and States may carty out in their own territories, 

6. We need not go into details here regarding the legal provision 
under the Government of India Act, 1935, for the prevention of the 
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spread of infectious diseases from one unit of the federation to 
-another. The matter has been dealt with in some detail in our review 
of the subject in the previous volume. We would, however, 
emphasise that the need for controlling the spread of epidemic 
diseases from one part of the country to another is so great that 
considerations based on the desire to maintain intact the principle of 
provincial autonomy should not prevent the carrying out of any 
changes, which may be required in the existing law. 

7. It may not be out of place, in this connection, to examine the 
way in which internal quarantine measures are carried out in the United 
States of America. In that country each State is sovereign within its 
own territories so far as internal health functions are concerned. 
But control of the interstate spread of disease is the responsibility 
of the Federal Government and of the Federal Health Service. To 
quote from Smillie's “Public Health Administration in the United 
States’’ (1943), “the Federal Health Service has control of sanita¬ 
tion in interstate traffic. Supervision of the sanitary facilities of 
interstate vehicles is a responsibility of the Federal Government. 
Ships on the Great Lakes and the waterways, as well as railroad 
trains, are included, and special attention is given to their water- 
supply and sewage disposal systems”. The Federal Government 
assists the States in the control of communicable diseases and at the 
request of a State, the Federal Public Health Service .sends trained 
personnel from its establishment to aid in the suppression of any 
serious outbreak of epidemic disease within the territory of that State. 
Among the special measures undertaken by the Division of Domestic 
Quarantine of the Federal Public Health Service may be mentioned 
rat control to prevent plague, sanitation of the vessels engaged in 
interstate traffic and stream pollution where interstate interests are 
involved. We have described in some detail these internal quarantine 
duties of the Federal Administration in the United States because we 
feel that, in developing measures for the control of the spread of 
infectious diseases from one unit of administration to another in India, 
the practice in force in the United States can with advantage be 
adopted here, with such modifications as may be necessary to suit 
Indian conditions. 

8. In the light of the discussion in the preceding paragraphs we 
make the following recommendations: — 

(1) As in the case of the United States, the Central Government 
should be responsible • for the, enforcement of all measures necessary 
to prevent the interprovincial spread of infectious disease. We 
have already indicated briefly the steps which are taken in that 
country by the federal authorities for controlling the interstate 
spread of such diseases. If the existing law in India requires modi¬ 
fication in order to enable the Centre to carry out these duties, such 
modification should be brought about as soon as may be practicable. 

(2) As has been explained elsewhere, we desire to see that 
•occasions for intervention bv the Centre in the internal administration' 
of a Province should be minimised aB far as possible. To secure this 
end we have suggested the establishment of an organisation, the 
Central Board of Health, consisting of the Central and Provincial 
Ministers of Health and have recommended that normally all prov : n- 
cial matters, wh’ch may require intervention by the Centre, should 
'first be discussed by the Board in order to secure the largest possible 
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-measure of agi'eement in respect of the action required to be taken. 
Where urgency dernands immediate action, we have suggested that 
the Central Mm.ster should report the matter to the Board with the 
least practicable delay. We believe that, if the proposed procedure 
■can be followed, the possibility of friction between the Centre and the 
Provinces will be considerably reduced. 

In the sphere of internal quarantine we would recommend that 
the Board should draw up, in consultation with the health advisers at 
the Centre and in the Provinces, a memorandum of instructions to be 
followed by-the Central and Provincial Health Departments in order 
to promote the eSective control of the spread of infectious diseases. 
■Occasions requiring co-operative action by the Central and Provincial 
Health Departments will include, among others, (a) large festivals in 
■individual provinces, which attract pilgrims from other provinces, 
(b) outbreaks of epidemic disease in a province in an extensive form 
or, even if it be on a smaller scale, in an area cloBe to the borders 
of a neighbouring province, so as to constitute a threat to the latter 
and (c) serious calamities such as floods, earthquakes and famines 
whereby conditions may be created, which are favourable to the rise 
and spread of epidemics. Some degree of co-operation among the 
provinces themselves and with the Centre already exists in respect of 
exchange of epidemiological information and in respect of measures 
.in connection with large festivals. But we desire to see the whole 
field of possible co-operation examined on a wide basis and a common 
programme of action drawn up under the auspices of the Central 
Board of Health. Into such a programme can be fitted the measures 
which are to be taken by the Centre, including the assistance to be 
given by it to the Provinces, for the discharge of its own inter¬ 
provincial quarantine functions. 

(3) The desirability of creating an inter-provincial fund for carry¬ 
ing out the measures outlined above should be considered. To this 
fund Provincial Governments can contribute their share on some 
agreed basis. The Central Government should also make a suitable 
contribution, which would cover its responsibilities for the Centrally 
Administered Areas as well as for financial assistance towards 
furthering interprovinc.al control of the spread of infectious disease. 
Such a fund will also constitute an insurance for all Governments 
against possible disasters such as famines, floods and earthquakes. 

(4) The measures described in this chapter for the enforcement of 
internal quarantine can hardly be effective without the act ve parti¬ 
cipation of Indian Slates. In view of the uncertainty regarding 
possible future developments in the constitutional sphere in India, 
all that we can recommend is that, by mutual arrangements or n 
some other way Indian States should also be brought into the scheme. 
We realise that it is only those States which possess a reasonably 
good health organisation that can participate in such co-operat ve 
effort. The more important of the States will probably satisfy this 
■condition and if, in the beginning, even these can be persuaded to 
'Coino in, the range of activity of the internal quarantine organisation 
-and its effectiveness will have been greatly increased. 
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Introduction 

1. Vital statistics constitute the foundation on which all construc¬ 
tive work in the field, of public health must be built. Preventive and 
curative work can be organised on a sound basis only on accurate- 
knowledge regarding the diseases and disabilities prevalent in any 
area. Much information will become available only when mortality end 
morbidity statistics are recorded correctly. The reports of the Royal 
Commission on Agriculture and of the Royal Commission on Labour 
both drew pointed attention to the defects of Indian vital statistics 
and stressed the importance of ensuring that an early improvement: 
was effected. 

2. In this chapter we shall discuss the measures that are neces¬ 
sary for improving the registration, compilation and study of vital 
statistics in' this country. In its widest sense the term vital statistics 
includes, as has been pointed out by Sir Arthur Newsholme, “tho 
whole study of man, as affected either by heredity or by environ¬ 
ment, so far as the results ot this study can be arithmetically 
stated”. It is, at the same time, used in a narrower sense to denote 
data regarding the occurrence of certain types of vital events taking 
place in the community, such as births, deaths, the incidence of 
disease and marriages. As regards marriage no registration normally 
takes place among the Hindus and Mohammedans, who together 
constitute about 91 per cent, of the total population. Therefore, in 
our discussion of the methods of improving vital statistics, we shall 
■confine ourselves to births, deaths and the incidence of disease. The 
organisation of morbidity statistics for the community presents a 
difficult problem even in countries in which the development of health 
services has advanced’much more than in India and figures for deaths, 
in view of their greater completeness, are generally utilised to a 
greater extent than morbidity figures for the study of health problems, 
even though the latter constitute' more satisfactory material for such 
study. It is only when' an adequate medical service covering the 
whole population and offering protection to all, irrespective of their 
ability to pay for such protection, becomes established and operates 
over a reasonable period of time that morbidity statistics of the re¬ 
quisite quality and quantity will develop. Such a comprehensive 
service has not yet been established even in the more advanced 
countries of Europe and America and its provision is only under con¬ 
sideration, In India our proposals aim at providing the country with 
such a health service and its establishment will no doubt promote 
here also the growth of a body of reliable statistics covering the- 
fluid of morbidity in its various forms. For the present, however, 
there exist morbidity figures, although they are incomplete, for cer¬ 
tain infectious diseases which have been made notifiable by the differ¬ 
ent health authorities in the country. Our proposals in this chapter 
will cover, besides the statistics relating to births and deaths from 
all causes, those which relate to the incidence of notifiable diseases 
also. 

3. The application of modern statistical methods to health admi¬ 
nistration is of supreme importance. The study and interpretation 
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■of yitfll statistics require the use of these methods. An essential part 
■of sound administration is that it should produce, in all branches of 
its activity, data which will indicate the trend of events. The appli¬ 
cation of the science of statistics is necessary both for ensuring that 
the collection of such data is on sound lines and for assessing the 
results of administration through a study of the recorded statistics. 
The study of the social and biological aspects of applied medicine, 
for instance the investigation of socio-economic factors in relation to 
community health and disease or the assessment of the value of a 
particular drug in the treatment of a specific disease, requires the 
application of statistical methods for the planning of such investiga¬ 
tions and the evaluation of their results. In these circumstances our 
proposals will also deal with the question of the provision of an 
adequate statistical service in connection with the health organisation. 
As will be shown later, we consider that such a statistical service 
should form an integral part of the administrative organisation we 
are recommending for vital statistics. 

4. The size and composition of the population, including its age 
and sex structure, have an important bearing on health as well as 
general administration. Population studies should therefore consti¬ 
tute an important function of the administrative organisation we 
recommend. In addition the census, as a periodical stocktaking of 
the community in respect of certain types of information closely 
related to population and vital statistics, should also be made a func¬ 
tion of that organisation. 

5. For the sake of convenience we summarise below the different 
matters which will be discussed in this chapter: — 

(1) Certain proposals for the improvement of vital statistics in 
the areas under our scheme of health services. 

(2) Certain proposals for the areas which will remain outside our 
•scheme during the earlier stages of the programme. 

(3) Certain other proposals for improving vital statistics. 

(4) The administrative organisations for vital statistics in local 
«reas, at the headquarters of the Province and at 'the Centre. 

6. Before proceeding to deal with these subjects we may describe 
’briefly the existing system of collection and compilation of vital 
statistics, although we have dealt with these matters in the previous 
volume which gives a review of health administration in all iis 
branches. 

The Present Position 

7. (a) Registration and compilation .—Generally speaking, in all 
municipalities the vital statistics organisation is a part of the muni¬ 
cipal public health department. Similarly, Union Boards or 
Panchayats, which are smaller units of local self-government have 
also been entrusted, in certain provinces, with the task of recording 
and compiling vital statistics for their own areas. In rural areas the 
agency for registration is not the same in all provinces. In Madras 
Presidency the registrar is the village headman. In most other 
provinces he is the police officer in charge of the thana (police 
station). The average area of a thana varies, in the different pro¬ 
vinces, from about 127 square miles to 420 square miles and its 
average population from about 78,000 to 181,000. The man respon¬ 
sible for reporting these statistics from individual villages is the 
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chowkidar (village watchman), who is perhaps the lowest grade of 
public servant and is generally illiterate He reports these events to- 
the police station in whose jurisdiction his village is situated at mte 
vals which vary from one to. two weeks in diSerent provinces. The 
recorded vital statistics are passed on through a series of officers to the- 
Director of Public Health. Compilation of the data is carried out at 
the' different stages of transmission. Madras forms an exception to 
this general statement and the results there have been satisfactory. 
Here the number of intermediary stages has been reduced. I ho 
village headman sends his report to the Tahsildar of.the taluk in 
which the village is situated and the latter sends it directly to the 
Director of Public Health. Compilation of the data for the whole 
province has been centralised in the office of the latter officer. 

(b) Errors .—The errors fall under three heads, (i) incompleteness 
in the recording of events, (ii) inaccuracy of the registered cause of 
death, and (iii) faulty compilation. 


8. Of these three types of errors, omissions in registration can be- 
rectified more easily than inaccuracy in respect of the cause of death. 
As will be shown later, the latter can be remedied only by the provi¬ 
sion of an adequate health service for the community. The question 
of compilation is bound up with the type of organisation that will be- 
provided at diSerent levels of administration and this subject will be 
discussed after we have dealt with the administrative machinery. 

OUR RECOMMENDATIONS 
Proposals for the Areas under Our Scheme 

9. While the replacement of the village chowkidar by a more 
competent agent may not be easy of accomplishment in the near- 
future, we believe that the proposals we have made for the expansion 
of health services over the country as a whole will materially assist in- 
the rectification of the defects pointed out above. 

(a) The village committee. —For each village we have suggested 
the establishment of a village committee, one member of which will 
epneern himself with vital statistics. His local knowledge should- 
enable him to bring on recqrd events which might have escaped the 
notice of the chowkidar while, if he is interested in his duties he can 
also help in securing better registration by persistent efforts to 
awaken, in the villagers, a sense of personal responsibility in regard 


to this matter. 


(b) The primary unit organisation. —We have recommended the 
provision of two public health inspectors, four midwives and four 
public health nurses for each primary uDit and it should be a part of 
their function to collect, in the course of their routine duties, infor¬ 
mation regarding the occurrence of births, deaths and cases of in¬ 
fectious disease and to pass it on to the registrar. House to house 
surveys in individual villages and the checking of the figures regis¬ 
tered for such villages against their own findings are even now being 
done by the subordinate public health staff in certain provinces in 
order to improve vital statistics. The public health nurse and the 
midwife will come continually in contact with women in the homes 
they visit and the collection of such information should, therefore, 
present no difficulty for them. Further, it will be one of their func¬ 
tions to contact as many expectant mothers as possible and to follow 
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th fi m through childbirth into the postnatal period. We anticipate 
that the contribution that all these officials will thus make to the 
improvement of vital statistics on the side of reducing omissions will, 
in a short time, be considerable. 

(c) The creation of four registration offices in each primary unit .— 
The placing of the registering authority as close to the people as 
possible is desirable in order to improve vital statistics. The size of 
the thana as the unit of registration area is much too large and the 
weekly or fortnightly visit of the chowkidar to the registrar is too 
infrequent to prove satisfactory from the point of view of health 
administration. With our health organisation to assist, it should 
easily be possible to establish four registration offices in each primary 
unit. One of these should be in the health centre at the headquarters 
of the primary unit. For the purpose of administration the unit will 
be divided into four circles and a public health nurse, a midwife and 
a trained dai will be located at the headquarters of each circle for work 
within its area. It is for consideration whether the public health 
nurse and midwife should not be made Registrars of Births and 
Deaths in these circles. The registration office should function av 
stated hours on two days of the week to enable individual chowkidao's 
to attend this office at regular intervals. By locating the nurse and 
midwife at the same place it should be possible to ensure that one 
of them is there to keep the office open on the required dates and 
during the stated hours. We believe that the provision of four 
registration offices in each primary unit should make it possible for 
the chowkidar to present the information collected by him at the 
registration centre at least twice a week. In Bengal, for instance, 
the average area for a thana is 127 square miles while that of a 
primary unit is about 51 square miles. With four registration offices 
in the latter area it should not be difficult for a chowkidar to pay two 
visits a week or even more. From the point of reporting outbreaks 
of infectious diseases the gain in time secured is of the utmost 
importance 

We have suggested the employment of the above mentioned mem¬ 
bers of the Health Department as registrars with the idea of ensuring 
a speedy improvement in the registration of vital statistics in the areas 
covered by our scheme, because we feel that such improvement is 
fundamental to the success of the health programme. Later in this 
chapter we have recommended, for the areas outside our scheme, 
where the health organisation will be much smaller in strength, the 
appointment of registrars with an elementary type of training. Each 
should have a reasonable number of villages in bis charge so that he 
should be able to visit every village once a fortnight. Our recom¬ 
mendation for the area in which the health programme is being 
developed is of a temporary nature. The ultimate aim should be to 
establish a registration office, with its own registrar, for each large 
village or group of small villages and thus to make it convenient for 
the people to report directly at this office cases of births, deaths and 
notifiable diseases. This matter will be further discussed in the sec¬ 
tion dealing with the administrative organisation for vital statistics. 

(d) Improvement in the accuracy of the recorded causes of 
death. —For improving the accuracy of the registered cause of death 
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medical certification is necessary. In our view, certification of the 
cause of death should be a bye-product, if we may so put it, of the 
normal functioning of an adequate medical service for the communi¬ 
ty, because a reasonably correct diagnosis of the immediate cause of 
death can be given only by a physician who has attended the 
patient during his last illness, while the recording of the remoter 
causes of his death will require, in addition, information regarding his 
medical history. No short-cut can, therefore, be devised for promoting 
the rapid growth of a reliable body of information regarding the true 
causes of mortality in the community. The completion of the long¬ 
term programme, with its relatively large provision for treatment 
facilities, should secure the achievement of this purpose. In the 
meantime it is believed that the health organisation proposed under 
the short-term programme will help, to some extent, in improving the 
correctness of registration of the cause of death. The two medical 
■officers attached to each primary unit will be able to certify, as the 
result of personal visits during the last illness of patients, a certain 
number of deaths, but these are not likely to form an appreciable 
■proportion of the total. At the same time, by utilising the services 
of the two public health inspectors and the four nurses attached to 
the primary unit, it should be possible to obtain a reasonable amount, 
of detailed information regarding individual deaths and thus to 
attempt to reach a more satisfactory diagnosis of the cause in each 
case than is possible at present on the report of the. chowkidar. We 
suggest that this procedure should be adopted in respect of as many 
deaths as possible so that at least some improvement in this import¬ 
ant aspect of vital statistics registration may be effected. 

Proposals for the Areas outside Our Scheme 

10. The vital statistics of the areas which will remain outside our 
scheme during the early stages of development of the health organisa¬ 
tion also require attention. Any improvement, that can be made 
in these areas, although it be of no high standard, will help to raise 
the value of the recorded vital statistics for the country as a whole. 


11. The question of employing non-medical personnel, with some 
elementary type of training, as registrars in the areas to which our 
health programme has not been extended merits consideration. Such 
training need not be elaborate. The man must be literate in his own 
vernacular and should be able to maintain the records entrusted to 
him. His training should include instruction regarding the signs and 
symptoms of such common infectious diseases as cholera, sma’lpox, 
plague and a few others. His range of jurisdiction should be such 
as he could cover in a period of about six days. He should stay 
in the village in which his registration office is situated three days 
in the week and the different chowhidars in his area should be 
allotted specific days for reporting events for registration. Three 
other days in the week should be devoted by him to the inspection 
of a certain number of villages included in his area. The purpose 
is that, by personal enquiries, he should exercise a check on the 
work of the chowkidar in collecting vital statistics. Such super¬ 
vision will undoubtedly help to improve the work of the latter. It is 
desirable that the number of villages included in the jurisdiction of 
the Registrar should be such ns to enable him to visit all of them at 
least once a fortnight. 
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12. It will be seen that we are not envisaging the creation of a 
highly trained type of health worker. We have not even stressed 
the need for the middle school examination or any such standard of 
general education. What is required is that he should be literate in 
his own vernacular and should have had sufficient training to carry out 
the duties entrusted to him in a reasonably satisfactory manner. The 
results he may be expected to achieve will be rather in the direction 
of preventing omissions than of improving the accuracy of registration 
of the cause of death. The latter can be secured only through a 
medical agency. Such a worker should be relatively inexpensive to 
produce and employ; considerations which are important in view of 
the vast rural regions to be covered by the service. Many of the 
smaller towns are similar to the rural areas and a registrar of this type 
will perhaps suffice for such towns also. Adequate provision for the 
supervision of such staff is of great importance. We^shall discuss 
this question in the section dealing with the administrative organisa¬ 
tion. 

13. We have described in very general terms our recommendations 
for the areas outside our scheme and have not gone into such ques¬ 
tions as the strength of staff likely to be required and the probable 
cost of the organisation. We have ventured to make these sugges¬ 
tions because we feel the urgent need for attempting to secure, 
without delay, some measure of improvement in these areas, although 
such improvement may he limited to the reduction of omissions in 
registration. A certain amount of supervision over the work of the 
chowkidar seems to be essential if any degree of progress is to be 
registered. 

Certain other Proposals 

14. House lists in villages and sample surveys .—A house list 
is prepared for every village during the census and we recommend 
that it should be preserved and kept up-to-date during the intercen- 
sol period. As a permanent record it can be of great value to the 
different departments of Government. The list should contain infor¬ 
mation regarding the name, date of birth and sex of the head of the 
family and of every normal resident of the house. The occupation 
should also be noted, wherever it can be correctly ascertained. It 
should be made obligatory on the householder to give the information 
required for the filling of the house list, should he be asked by the 
appropriate authority to do so. 

In a sub-continent like India the use of the sampling method is 
eminently suitable for the collection of demographic information of 
various types. Complete enumeration is the method which has been 
in use for successive censuses. It is cumbersome and the ensuring 
of accuracy in a gigantic operation of that type is not easy. On the 
other hand, sample surveys, devised with due safeguards, should 
serve the purpose almost equally well and with less expense and 
trouble. The provision of an accurate house list for each village will 
prove invaluable for such surveys which will have to include not only 
the selection, on a random basis, of a certain number of specific 
villages from the total number inhabited by the population sampled 
but also the selection, on the same basis, of a number of bouses in 
each village. . It is for the latter that the house list is of special 
value. 
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We may illustrate by examples the types of information that can 
be secured by the proposed sample surveys. The recorded birth and 
death rates for specific areas and for the country as a whole are 
known to be inaccurate but no information is available as to the 
range of error that exists. Similarly, very little information exists 
regarding the fertility rates of women in different sections of the 
population in India. From the experience of other countries it seems 
ciuite likely that variation exists in this country also. Birth, death 
and fertility rates form the basis of all population studies and the 
need for their ascertainment does not, therefore, require emphasis. 
Sample surveys can provide information of a reasonable degree of 
accuracy as well as of great value in respect of all the three. 

We consider the preparation of a house list for each village includ¬ 
ed in our scheme and its maintenance to be of great importance. 
Without it a periodical assessment of the progress achieved in the 
different branches of health activity will be difficult. The sampling 
method can with advantage be used in the different types of health 
surveys that are undertaken and a house list will be essential for such 
surveys. 

It is most unlikely that the house lists prepared for the 1941 
census have been preserved. A special organisation will therefore be 
necessary to prepare these lists in the .areas under our scheme. We 
recommend, for this purpose, the employment of an adequate tem¬ 
porary staff for the five primary units with which the scheme will 
start in each district. As a rough guide we suggest that one clerk 
may be employed to prepare the house list for a primary unit and to 
mark the houses in that area within a period of one year. One super¬ 
visor will be required to check the work of all the clerks in the five 
units. The total cost within the first 10 years for the eleven Gover¬ 
nors’ Provinces, will be about Rs, 60 lakhs but wo consider that the 
expenditure will he fully justified. 

The list for each village may be kept for safe custody in the 
hands of the Patwari or the village headman as the case may be. 
In provinces such as Bengal, where, owing to Permanent Revenue 
Settlement, no village Revenue Department organisation ‘exists, 
special arrangements will have to be made by the Governments con¬ 
cerned. 

The task of maintaining the list up-to-date can, it 1 b believed, b® 
undertaken by the primary unit health staff during their visits to 
individual villages. After a time their efforts in this direction can be 
supplemented by those of the permanent vital statistics organisation 
which we are recommending later in this chapter. 

We suggest that two or three pages of this house list should be 
set apart for each house and that the information collected by 
sample surveys from time to time should be entered in it. The pro¬ 
gramme of reconstruction, that the Governments in India will start 
in the post-war period, will bring into the life of the rural community 
the joint efforts of the various nation-building departments which are 
concerned with the promotion of social welfare. We have no doubt 
that such departments will also have information of value to record 
in the house list from tirrie to time. Thus the latter should, in due 
course, develop into a valuable document in which will be recorded 
data covering a variety of aspects of community life in the village. 
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15. The provision of adequate incentive for the people to register 
births and deaths .—Efforts to improve the administrative machinery 
and thus produce an increase in vigilance on the part of the govern¬ 
mental staff to secure better registration cannot eventually produce 
the same results as an awakening of the sense of responsibility of the 
people to themselves and to the State for recording the vital events 
that take place in their homes. While the efforts of the health staff 
through educative work will, no doubt, contribute to this awakening, 
an effective method of stimulating interest will be by creating condi¬ 
tions requiring, in an increasing degree, the production of proof of age, 
•community, parentage etc. If courts, schools and other institutions 
could be induced to insist on the production of birth and death certi¬ 
ficates, the public will begin to feel the necessity for registering births 
and deaths in their own interest. 

16. Notifiable diseases .—There are considerable variations in the 

number of communicable diseases which are notifiable in the different 
provinces. For instance, in the Central Provinces their number is 
about 22, in the Punjab* 20 and in the North-West Frontier Province 

.about 7. There do not exist, even in the larger cities, adequate 

facilities for ensuring that some of these diseases, for example 
tuberculosis, will be notified in sufficient numbers to ensure that a 
substantial proportion of the actual occurrences will be brought on 
record. Existing provision for diagnosis by a medical man and for 
laboratory aid towards 6uch diagnosis is so meagre in most parts of 
tho country that legal provision requiring the notification of such 
diseases as cerebro-spinal fever, typhus, typhoid and relapsing 
fever appears to us to serve little or no useful purpose. These diseases 
are notifiable in both rural and urban areas in a certain number of 
provinces. The making of diseases such as sprue and scarlet fever 

(the latter is quite rare in this country) generally notifiable over a 

province has, in our view, no justification at all. 

We would advise the provincial health authorities to consider 
•seriously the question of revising these lists. Taking into considera- 
-tion existing facilities, there should be three lists, one for the 
rural areas and towns under 30,000 population, a second for munici¬ 
palities from 30,000 to 50,000 inhabitants and the third for all towns 
and cities above this population. For the first the list should be quite 
•short. Our idea is that there is justification for including in it only 
such diseases as cholera, smallpox, plague, measles, malaria and a 
few others with which the people are familiar. The other two lists 
should include diseases requiring greater medical skill and laboratory 
‘facilities for diagnosis, the list for towns above 50.000 containing a 
larger number than the list for towns with a smaller population. 

17. Compulsory registration of vital statistics .—In a Memo¬ 
randum on Indian Vital Statistics, which was discussed by the Central 
Advisory Board of Health in 1939, it, is stated, "Thero is little doubt 
that the more general introduction of compulsory registration would 
have considerable effect in this direction (improvement of vital 
statistics). Moreover, even in those areas in which registration 
is compulsory, little or no notice is taken of breaches of the law 
and a few judiciously selected prosecutions would have a salutary 
educational effect.” As far as we are aware, the position remains 
practically unchanged. We consider that, in the areas in whichf 
our scheme will be introduced, the registration of vital statistics 
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should be made compulsory along with the introduction of the 
scheme, wherever such provision does not already exist. In other 
areas too compulsion should be introduced gradually. We further 
consider that the enforcement of the law through the prosecution of 
offenders is essential if definite improvement is to be secured. 

ADMINISTRATIVE ORGANISATION 

18. Before formulating our proposals in this connection, there are 
certuin preliminary matters requiring consideration. 

(1) Records of births and deaths have a wide range of usefulness 
and most departments of Government, at one time or other, make 
use of them. Bor instance, developmental programmes in such fields 
as education, agriculture, industry and food must take into consi¬ 
deration the population and its age and sex composition both at. 
present and for many years* to come. Estimates providing the re¬ 
quired information can be based only on reasonably correct vital 
statistics. While therefore governmental activity in its varied, 
forms is interested in vital statistics, it is perhaps the Health 
Department that is most intimately connected with it. It is with- 
the child or the grown-up individual that the other departments are 
concerned, while births and deaths as events are of supreme im¬ 
portance to the health organisation. The modern conception of a 
health service includes the provision of adequate protection to every 
individual from the prenatal stage through childbirth, childhood, adult 
life and old age to death. Under an ideal health organisation every 
childbirth will receive such skilled assistance as may be required from 
the appropriate type of health worker and no death will take place, 
except as an accident, without a reasonable measure of medical aid 
being administered to the individual. 

In these circumstances, it seems to us that the close association* 
of the Health Department with the vital statistics organisation is of 
fundamental importance. Completeness of registration and an 
accurate recording of the cause of death will be secured only through 
the co-operation of that department. Even so, we consider it un¬ 
desirable and unwise to combine the vital statistics organisation and 
the Health Department either during the short-term programme of 
health development or in the more distant future. During the 
former period the village chowkidar will have to continue as the 
reporting agent. He is a servant of the Revenue Department and is 
responsible for discharging a variety of functions besides reporting 
vital statistics. This in itself makes it impracticable to transfer the 
administration of vital statistics to the Health Department. Our 
recommendation for the creation of four registration offices_ in each 
primary unit and for making certain health officials Registrars of 
Births and Deaths has been made solely for the purpose of ensuring 
an improvement in the vital statistics of the areas concerned simul¬ 
taneously with development of the proposed health organisation and, 
as will be shown later, this arrangement will be of a purely temporary- 
nature. 

We realise that the functions of the new Vital Statistics Depart¬ 
ment we are proposing include such matters as the census and various 
types, of demographic .studies. These, however useful they, may 
prove to be to the Health Department by throwing light on various 
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aspects of its own problems, fall clearly outside its legitimate func¬ 
tions. Therefore, the Vital Statistics Department should in our view 
function as a separate department with its own provincial administra¬ 
tive officer and subordinate officers in the districts. This is the type 
of organisation we shall recommend presently. We must, at the same 
time, stress the need for the closest possible co-operation between 
the two. 

(2) We emphasised the importance of providing statistical assist¬ 
ance to the Health Department in its day-to-day administration as 
well as in the undertaking of various types of health studies. A 
point for consideration is whether this organisation should form an 
integral part of the Health Department or whether it would be 
advantageous to associate it, at least at the provincial level, with 
the Vital Statistics Department. For reasons which will be set out 
clearly later, we consider that the latter is the more desirable 
procedure. 

(3) There is an astonishing variation in the quality and quantity 
of the vital statistics recorded in different parts of the country. 
Abundant evidence exists indicating that these variations are largely 
due to differing degrees of incompleteness in registration. We there¬ 
fore feel that measures for securing a reasonable degree of uniformity 
among the provinces in respect of registration and compilation of 
vital statistics are essential. 

The responsibility for ensuring such uniformity should rest in our 
view on the Central Government. In dealing with the functions of 
the Central Ministry of Health we emphasised the importance of its 
assisting, through grants-in-aid and technical advice, the develop¬ 
ment of schemes in the Provinces for the promotion of health in all 
directions. We feel that improvement of vital statistics is one of 
the spheres in which such help from the Centre to Provinces is 
urgently needed. 

Mr. Yeatts, the Census Commissioner, pointed out to us that the 
problem of variation in standards was not peculiar to India and that 
the question presented itself, sometime back, in an acute form in 
Canada and in the United States of America. In both countries it 
was solved by the Centre entering the field through financial assist¬ 
ance, prescription of standards and a constant effort to encourage the 
constituent States to work up to these standards. Our recommenda¬ 
tion is, therefore, based on well-established practice which has 
proved its usefulness elsewhere. 

In the light of the considerations referred to above we may proceed 
to set out our recommendations. In doing so we shall start with the 
organisation associated with the Central Government and work our 
way down to the local areas : — 

The Central Organisation 

19. Mr. Yeatts described briefly to us the two types of organisation 
that had been evolved at the federal centre in Canada and the United 
States. In the former the view is held that the statistics of the 
different departments of Government should be brought together 
and that they should be looked upon as a co-ordinated whole. In 
Canada therefore the statistics relating to the different departments 
pass through an officer called the Dominion Statistician. It is 
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reported that the system has worked well but, under it, the direc¬ 
tional head would require to be a man of considerable experience 
and ability in order to determine what items of information should 
be discarded and what insisted upon. In the United States there 
is a Bureau of the Census which, although its primary function, as 
its name implies, is to handle data bearing on population, deals 
also with' vital statistics. Individual departments have their own 
statistical organisations. Some years ago it was found essential to 
appoint a Central Statistics Board to bring the various departmental 
organisations together and to impose common principles of standards 
and co-ordination. This Board has, we believe, been merged n\ 
the Bureau of the Budget but the principle of observing common 
■standards and of co-ordination is still, we understand, being applied. 

For India we consider the Canadian model of a single statis¬ 
tical officer, under whose review must pass the statistics of all 
departments, is hardly practicable, as the strain on the individual 
would become unbearable. The population of this country is about 
sixty times that of Canada and the volume of statistical material to 
’be dealt with here will consequently be so much greater by com¬ 
parison as to make the Canadian example inapplicable to India. At 
the same time, we are of the opinion that the census, population 
studies and vital statistics should be handled together in view of their 
intimate relationship. This, we believe, is the position in the United 
States. We prefer, however, to substitute for the United States 
organisation, namely the Bureau of the Census, an officer with the 
title of Registrar General of Vital and Population Statistics. 

There is the need, as in the case of the United States, for a 
Committee to co-ordinate, the functions of the different statistical 
organisations that will bo maintained by the Central Government. 
We understand that such a Committee already exists or that its 
constitution is actively under consideration, We recommend ite 
establishment as soon as possible. 

The Registrar General will be responsible, under the administra¬ 
tive control of the Central Ministry of Health, for carrying out the 
following functions in regard to vital statistics and health studies 
which wo have included in Chapter XVII of this volume of the report, 
-among t^ie functions of that Ministry: 

"To collect, tabulate and publish the vital statistics of the various 
component parts; to undertake a periodical census at such intervals 
as may be laid down by law; to direct the organisation and the carry¬ 
ing out of statistical studies in any part of the country designed to 
■throw light on any aspect of the health problem.’’ 

In addition to these functions he should prepare an annual report 
on the population of India incorporating such information as is avail¬ 
able regarding existing conditions and possible tendencies for the 
future. It is essential that the Registrar General should be able to 
express his views freely. The published report should therefore re¬ 
produce the independent professional views of that officer, with such 
comments as the Central Government may deem necessary to make 
on these views. The Registrar General should have the right of direct 
access to the Minister to whom he is attached and of free communi¬ 
cation with other departments of Government. 
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It follows from an enumeration of his functions that he Bhould be 
attached to the Ministry of Health and not to any other department 
of the Central Government. He will work independently of the 
Central Health Department but in close co-operation with it. 

20. Qualifications of the Registrar General .—A scientific back¬ 
ground including, if possible, special training in statistics is most 
desirable. In addition, he should be a man of personality with powers 
of direction and administration and capable of initiating and develop¬ 
ing methods to improve vital statistics taking into consideration the 
special circumstances of the country. 

21. Provision for statistical advice to the Central Health Depart¬ 
ment .—We suggest that provision for statistical help to the Central 
Health Department in its day to day administration or in the carry¬ 
ing out of special investigations may be made by creating a 'medical 
section’ in the Registrar General’s office. This section, which will 
consist of statisticians and whose budget will be part of that of the 
Central Health Department, will be located in the Registrar General’s 
office for the purpose of securing the technical supervision of that 
officer. The functions of the latter, consisting as they do of vital 
statistics, population studies and the census, are all of interest to 
the Health Department. Further, in the investigation of the Depart¬ 
ment’s own problems, the reservoir of statistical material available 
in the Registrar General’s office may often prove to be of great- value 
and sometimes even essential. In these circumstances we believe 
that the location of the medical statistical unit in the Registrar 
General’s office will be of definite advantage to the Health Depart¬ 
ment. 

The Organisation at the Provincial Headquarters 

22. The provincial statistical organisation should correspond to that 
which we have proposed for the centre and the functions of- the pro¬ 
vincial officer in charge should be similar to those of the Registrar 
General. The designation of the provincial officer may be, it is 
suggested, the Provincial Registrar of Vital and Population Statistics. 
He should be attached to the Provincial Ministry of Health for admi¬ 
nistrative control and Bhould work independently of, but !n close co¬ 
operation with, the Director of Health Services. He should be res¬ 
ponsible for the administration of the provincial Vital Statistics De¬ 
partment and should, like the Registrar General with the Central 
Government, publish an annual report on similar lines. 

The provision of a ‘medical section’ in the office of the Provincial 
Registrar for the same functions as those enumerated in connection 
with the Central Health Department is also necessary. 

The District Organisation 

23. This we may consider under two heads, namely, (1) the organi¬ 
sation desirable as a long-term measure and (2) that which is neces¬ 
sary for the immediate future. 

(1) Long-term .—For determining what should be the ultimate 
form of the yit-al statistics organisation in the districts it is desirable 
to keep the following considerations in view: — 

(a) Events taking place in a family should be reported by a 
member of that family and not at second or third hand, as is now 
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being done by the ohowhidar. First hand reporting can alone ensure 
a reasonable measure of accuracy. 

(b) This postulates that the registration office should be placed 
as close to the people as possible. As has already been pointed out 
earlier, every large village or every group of small villages must have 
its own registration office. 

With four registration offices in each primary unit the possibility 
of introducing first hand reporting should be investigated in the areas 
under our scheme even during the short-term programme. 

(c) The registrar must be trained for his work and he should, 
besides attending his office at stated hours, inspect the area under 
his jurisdiction in order to ensure that unregistered events, if any, 
are brought on record. He will therefore have to be a full-time 
public servant. 

We have emphasised, earlier in this chapter, the importance of 
making compulsory, by stages, the registration of vital statistics in 
those areas in which such a provision docs not exist at present. We 
are confident that the enforcement of the law and the development 
of an attitude of responsibility among the people for the reporting 
of the vital events taking place in their homes, through the measures 
we have recommended, will together promote a gradual approach 
towards completeness of registration. Nevertheless We believe that, 
for a long time to come, the outdoor work of the registrar will consti¬ 
tute a valuable aid towards eliminating omissions in registration and 
that such inspections by him cannot therefore be dispensed with. 

(d) There is no need for a large-scale provision for the supervision 
of these registrars. Under the long-term programme, when our health 
services will have extended over the country as a whole, the reporting 
of births, deaths and cases of notifiable diseases to the registrar should 
prove to be practically complete if, through the issue of executive 
instructions or through legal provision, such reporting can be made 
a function of certain members of the health services such as mid¬ 
wives, public health nurses and doctors. Even now, in many muni¬ 
cipalities, midwives are required to report to the health authority 
such births and medical men such cases of infectious disease as. 
come within their cognisance during the course of their professional 
duties. Similar provision in respect of the members of the Health 
Department of the future will not therefore constitute a departure from 
existing practice. In these circumstances the main function of the 
superior administrative staff of the Vital Statistics Department in a 
district will be to ensure, by touring and Inspection, that the large 
number of registrars distributed over the whole area carry out their 
function of registration properly. In addition there will be the- 
normal administrative duties associated with the maintenance of 
suck an organisation. 

Taking into consideration the points discussed above we consider 
that, as a long-term measure, the district organisation will consist 
of a District Registrar of Vital and Population Statistics with a 
certain number of Assistant Registrars located in suitable places in 
the district. Their number is not likely to exceed six or seven. 

(2 ).The immediate, future .—We must take into account the fact 
that, during this period, the village c howkidar will continue as the 
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reporting agent and that control over him is vested in the Revenue 
Department. We must also take into account our proposals for the 
appointment of registrars with an elementary type of training in the 
areas outside our scheme. Adequate supervision over the latter will 
have to become immediately the responsibility of the district vital 
statistics organisation. 

As regards the area under our scheme the registrars will be, in 
the beginning, members of the health department. But this system 
need not continue beyond the first ten years. At the end of this 
period the registration offices in these areas should also pass under 
the control of the Vital Statistics Department. The latter should, 
in the meantime, huve had some experience of training and super¬ 
vising the work of registrars in the areas outside our scheme and an 
extension of the same system into the areas in which the health 
staff have been carrying on this function should, in our view, present 
no difficulty. Even after such transfer there should be the closest 
co-operation between the Vital Statistics and Health Departments. 

In the circumstances discussed above We recommend the appoint¬ 
ment of a District Registrar and two Assistant Registrars in the 
immediate future. These officers are likely to find their hands full 
during the early years with the organisation of the work of the new 
department in the areas in which our scheme will not be working. 
Eor this reason as well as for the fact that dual administrative 
control is undesirable, we suggest that the work of the health 
department registrars should be supervised by their own superior 
officers in that department. It will ho remembered, in this connec¬ 
tion, that even now registrars of vital statistics in municipal areas 
are, generally speaking, attached to the municipal health department 
in the different provinces. This proposal of ours is therefore not with¬ 
out precedent. The weekly, monthly and other returns and reports 
which these registrars should submit will go, through their immediate 
superior, the Medical Officer in charge of the Primary unit, to the 
District Registrar. 

The District Registrar and his Assistant Registrars should be 
qualified statisticians because they will constitute the staff through 
whom the Provincial Registrar will have to carry out his investiga¬ 
tions in vital statistics and population problems as well as organise 
and conduct the periodical census. We realise that, in the early 
stages, it may not be possible to obtain statisticians in sufficient 
numbers. 

The District Registrar will require the cloft co-operation of the 
Revenue Department. Indeed, we have in Chapter XVII of this 
volume of the report emphasised the need for the closest co-operation 
between all departments in a district whose work has a bearing on 
its health progress and have expressed the hope that the Collector 
or the Deputy Commissioner, as the case may be, will be able to 
secure co-ordinated effort- on the part of all district officials so that 
advance on a broad front may be ensured. 

The question of statistical assistance to the district health organi¬ 
sation remains to be considered. It is of the utmost importance to 
provide, from the very beginning, for the recording of all relevant 
data in respect of all branches of health administration. Most of this 
information will be collected on uniform schedules prescribed by the 
Director of Health Services with the assistance of the “medical 
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section” in the Provincial Registrar’s office. In addition, there may 
be, in individual districts, certain types of information collected in: 
respect of local problems. All this information should be properly 
compiled and studied from the beginning. The type of work to be- 
performed is likely to be in the nature of compilation and other forms 
of elementary statistical treatment. For special investigations help- 
should always be forthcoming from the statistical organisation at 
the disposal of the Director of Health Services. We therefore feel 
that, at least in the beginning, it will be sufficient if the officer in 
charge of the District Health Services is given a Statistical Clerk 
with some training in elementary statistical methods, with an 
Assistant if the volume of work justifies this. In view of the intimate 
association that this work has with district health administration, we 
consider that the statistical clerk proposed should be attached to the- 
District Health Department and not to the District Registrar. 

We consider the proposals set out in the preceding paragraphs as 
the most effective for the purpose of organising the registration, 
compilation and study of vital statistics in the country but recognise 
that, in view of existing arrangements, it may be some time before¬ 
full effect can be given to these recommendations. It is, at the 
same time, essential that, in the areas under our scheme, our pro¬ 
posals for the improvement of vital statistics should be given effect 
to simultaneously with the introduction of the new health organisa¬ 
tion. 

Compilation of Vital Statistics 

24. It has been the experience that the greater the number of 
stages at which compilation takes place the more will be the chance 
of mistakes. In Madras compilation was centralised, some years 
back, in the office of the Director of Public Health and the results 
have been satisfactory. In 1989 the Central Advisory Board of 
Health recommended that this procedure should be adopted by 
other provinces. The mistakes produced by local compilation in the 
past have been partly due to the fact that the staff employed has 
had no special training in dealing with figures and that supervision 
has either been absent or quite inadequate. In view of the highly 
trained superior staff we are recommending for the Vital Statistics 
Department we suggest that the first stage of tabulation may be in 
the office of the District Registrar. From there the figures will pass 
on to the office of the Provincial Registrar. Efficient and speedy 
tabulation requires the use of modern calculating machines and a mul¬ 
tiplicity of compilatfon centres will increase expenditure on such 
machines. At the district headquarters the provision of such equip¬ 
ment for statistical work is of great importance because we anticipate 
that the District Registrar will be called upon to undertake investi¬ 
gations and carry out statistical studies of a relatively high order. 

As has already been pointed out the vital statistics returns from 
the primary units in the areas under our scheme will also go to the 
District Registrar for compilation. 

Provision of Training Facilities lor Statisticians 

25. The proposals set out in this chapter require the employment 
of a large number of trained statisticians. In addition the demands 
for such personnel on the part of other departments of Government, 
which are concerned with post-war reconstruction, will also be great. 
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In the west, industry is also absorbing statisticians because the 
employment of modem statistical methods is found to be of value in 
determining uniformity of standards of production. This tendency 
will sooner or later develop in India also. We therefore feel that the 
need for organising facilities for statistical training in this country 
is urgent. We put forward the following suggestions for considera¬ 
tion by the authorities concerned. We must, however, state at once 
that we have not given the subject the consideration that it deserves 
and that our proposals are not based on a review of all the facilities 
that may exist in different parts of the country. Even so we hope 
that our suggestions may prove to be of_ some value. 

(1) The Indian Statistical Institute in Calcutta possesses facilities 
of a high order. Under the leadership of Professor P. C. Mahalanobis, 
F.R.S., a body of keen and efficient workers in the field of statistics 
has grown up and some of them have already made valuable contri¬ 
butions to the theory of statistics. The Institute has a valuable 
library and its experience in the sphere of statistical field studies is 
extensive. It has been conducting, for a certain number of years, 
different courses of training and examinations in the subject. This 
institution therefore seems to be eminently fitted for development as 
a centre for statistical training. 

(2) We understand that, under the auspices of the Imperial 
Council of Agricultural Research, courses of training for different 
types of statistical workers, with a special bias towards agriculture, 
are being organised. It may thus be possible to develop another 
training centre in Delhi which, we suggest, may be associated with 
Delhi University. 

(3) As regards statistical work in the field of health, we recom¬ 
mend the creation of a Chair of Statistics in the proposed All-India 
Medical Institute. The Delhi health organisation with its field 
training facilities will make it possible for practical instruction to be 
combined with the theoretical training given at the Institute. The 
All-India Institute of Hygiene and Public Health, Calcutta, and the 
Singur Health Centre can also provide similar training facilities for 
North-eastern India. 

(4) As in other fields of ^lucation, the ultimate responsibility for 
developing instruction in statistics must be with the universities. 
We understand that certain universities have recently provided facili¬ 
ties for training in statistics. We consider it desirable that steps 
should be taken without delay to develop the teaching of statistics 
in the universities, where such facilities do not exist, and that pro¬ 
vision should be made for the highest possible type of instruction. 
The services of a few statisticians of standing from abroad, if 
necessary, should be secured on short-term contracts and suitable 
selected candidates from India should be sent for overseas train¬ 
ing, in order to ensure that the development of these facilities at 
the universities is proceeded with expeditiously. 
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ORGANISATION AND ADMINISTRATION 

1. In Chapter III, we discussed briefly the structure and functione 
of the health organisations we propose for assisting the Ministries of 
Health at the Centre and in the Provinces and for carrying out health 
administration in the districts. We referred also to their inter¬ 
relationships. These subjects will now be considered in greater detail. 
In doing so, we desire to avoid, as far as possible, traversing the 
ground already covered and shall, therefore, refer to the points raised 
in Chapter III in the briefest manner possible. The purpose of 
making such a reference is to secure completeness of presentation of 
the matters under consideration. The points we stressed in Chapter 
III are restated below: — 

(1) It is of fundamental importance that the development of the 
future health programme should be entrusted to Ministers of Health, 
Central and Provincial, who will be responsible to the people and 
pay full regard to public opinion. 

(2) The task of developing the health programme is of such 
magnitude that it is considered essential to have a separate Minister 
to deal with this subject alone both at the Centre and in the Provinces. 

(3) The Ministry of Health, Central or Provincial, should be the 
ultimate authority responsible for all health services operating within 
its jurisdiction. It should lay down minimum standards of health 
administration for those services which are within the immediate 
control of other departments (e.p. t railways, prisons, education, etc.) 
and should endeavour to see them enforced. 

(4) There should be the closest possible co-operation between the 
Ministry of Health and other departments of Government in order 
to promote the pooling of all available facilities, curative and preven¬ 
tive, in the interests of efficiency and economy. 

(5) The Ministers of Health, Central and Provincial, should have 
the advice and guidance of technical experts in the planning and 
maintenance of the health services. We recommend the creation 
of standing councils of experts, at the three levels of Central, 
Provincial and local area administrations. These councils should 
consist of representatives of the medical, dental, nursing and other 
professions from which the health services will be drawn. 

Our proposals regarding these councils will be set out in greater 
detail later in this chapter. 

(6) The Minister of Health at the Centre or in a Province should 
have a technical adviser who will function under him as the single 
administrative officer for the control of the curative and preventive 
departments of health. We consider this unification of functions in 
one administrative officer as fundamental to the success of the future 
health programme. We have stressed, in more than one place in this 
report, the importance of dovetailing remedial and preventive 
measures, wherever possible. The same unification of functions in 
the administrative sphere is essential throughout the lower levels of 
administration in each district. Our recommendations regarding the 
health organisations for the short and long-term programmes, which 
have been described in the two previous chapters, are based on this 
principle. 
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We suggest that the technical adviser under the Central Ministry 
may be designated the Director-General of Health Services and the 
corresponding officer in the provinces, the Director of Health Services. 

The choice of suitable incumbents of these posts at the Centre 
and in the Provinces is all important. This subject and other rele¬ 
vant matters will be discussed in greater detail in that section of 
the present chapter which deals with the recruitment, conditions of 
service and administrative control of the health services. 

(7) The relationship between the Centre and the Provinces in 
respect of health administration requires careful consideration. The 
distribution of health functions under the Government of India 
Act, 1935, has transferred medical relief, public health and most of 
the duties, which vitally affect the health of the community, to the 
provinces and, in such matters, the Centre has no powers of interven¬ 
tion. The functions of the Government of India are mainly confined 
to India's international health obligations and to the administration 
of health in the areas for which the Centre iB directly responsible under 
the Act. The principle of decentralisation was accepted by the Gov¬ 
ernment of India about thirty years ago. In their Resolution, Depart¬ 
ment of Education (Sanitary Nos. 888—908, dated the 23rd May 1914,. 
the Government of India announced that it was its policy to keep the 
control of research under itself but to decentralise other branches of 
public health administration. The principle received legislative 
sanction in the Government of India Act of 1919, and in 1935 the 
position was made clearer in the new Government of India Act by 
the retention of the ’status quo in respect of the health subjects trans¬ 
ferred to the Provinces in 1919 and by the conferment on Provincial 
Governments of a measure of autonomy which was not provided in 
the earlier Act. 

While the main functions (legislative and executive) in regard to 
health administration are entirely within the purview of the Pro¬ 
vinces, there is provision for concurrent legislation by the Central 
and Provincial Legislatures in respect of certain subjects, such as 
the medical profession, factories, labour welfare including industrial 
health insurance and prevention of the extension from one unit of 
the Federation to another of infectious diseases or pests affecting men, 
animals or plants. The executive authority in respect of all the sub¬ 
jects in the concurrent field of legislation is vested in Provincial 
Governments. For some of these subjects, however, (which include 
factories, labour welfare and inter-provincial spread of infectious 
diseases) any Central Act that may be enacted can vest power in the 
Central Government to issue directions to the Provinces regarding 
the execution of the provisions of that Act. In the event of failure 
on the part of a Province to carry out such directions, however, the 
procedure for enforcing performance is not quick and effective enough 
to ensure prompt and energetic action in such matters as the inter¬ 
provincial spread of infectious disease. 

2. It is against this background of the existing relationship 
between the Centre and the Provinces that we must consider our 
proposals for the development of a comprehensive health programme. 
We are proceeding on two basic assumptions. The first is that there 
may be one or more self-governing units in the country and the second 
is that the component parts of individual units will have the largest 
measure of autonomy consistent with the interests of the whole of 
which they form parts. 
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3. It will be helpful to disouss briefly the conditions which, in our 
view, are essential for the successful implementation of our scheme. 
Our proposals demand a wide departure from present day methods of 
health administration and professional education. If satisfactory 
results are to be achieved, it is our considered opinion that mutual 
consultation and active co-operation between the Centre and the Pro¬ 
vinces should be promoted to the utmost extent possible. It is 
eminently desirable that the health programme should develop, as 
far as practicable, on fairly uniform lines in the different provinces. 
This postulates an agency which will assist co-ordination and, in our 
view, the Central Government is the proper authority to fulfil this 
role. Our report can provide only the main outlines of the picture of 
future health administrataion. Many details have to be filled in, 
certain alterations have to be made to adapt our proposals to local 
conditions and the new scheme has, in its application, to be integrated 
as far as possible with existing health services. As regards the train¬ 
ing of future doctors and other health workers, our recommendations 
provide for a departure from existing methods. In the circumstances, 
action by the Central Government on the lines Indicated below seems 
to be desirable in order to give an impetus to the development of the 
health programme throughout the country. 

(1) The Central Government should demonstrate in a selected 

area the application of all our proposals in the various 
fields of health activity. Some of us are of the opinion 
that this demonstration should be carried out in the 
Delhi Province, while others would leave the selection 
of the area to the Government of India. Such a 
demonstration centre is considered essential for develop¬ 
ing administrative technique suitable to our programme 
of health services and to indicate how the new ideas 
can be incorporated in the training programme for 
medical and other health workers. The results achieved 
in this demonstration centre should be of great value to 
the provinces, while the training facilities made avail¬ 
able here can also serve an all-India purpose, at least 
in respect of certain types of personnel. 

(2) The Centre should help the provinces with grants-in-aid> 

for the promotion of specific lines of health activity, 

(3) The Central Government should provide, when a province 

so requires, the services of specialists in different 
.branches of health administration, in professional educa¬ 
tion and in research. We shall deal with the subject of 
the provision of aid to the provinces from the Centre in 
greater detail later in this chapter. 

4. In addition, we consider it essential that machinery should he 
■established for promoting consultation between the Centre and the 
Provinces in the formulation of health policy and in its execution with 
the least possible friction. 

5, Can these objectives he achieved within the framework of the 
■existing constitution and the specific division of functions between 
the Centre and the Provinces which that constitution has established? 
We believe that, in a large measure, these objectives can be achieved 
by the development of proper administrative procedure and thereby 
■of conventions which, will deter any fundamental departure from 
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approved practice either on the part of the Centre or of a Province. 
In coming to this conclusion, we are guided mainly by the consider** 
tion that the principle of autonomy of provinces in health matters 
which has been accepted and followed for sometime past, should not 
be set aside unless it can be shown that a reversal of this policy is 
essential for the development of the national health programme. It 
must be remembered that certain provinces have populations and areas 
larger than those of many European countries, and local health pro¬ 
blems are, therefore, likely- to be of such magnitude that they can 
be dealt with satisfactorily only when Provincial Governments possess 
a large measure of freedom to experiment and learn by the method of 
trial and error. In a subcontinent of the size of India, it seems 
almost certain that progress on sound lines cannot be made through 
an administration based on a highly centralised authority which may 
not secure the active co-operation of the provinces, in our view, 
there will be so much opposition to a. resumption of control by the 
Centre that it will become difficult to create and maintain that atmos¬ 
phere of goodwill, which we consider essential for the success of our 
scheme. 

f>. At the same time, we realise that the existing constitution doeB 
not provide for speedy and effective intervention by the Centre even 
in circumstances in which dereliction of duty by a Provincial Govern¬ 
ment jeopardises the health not only of those under its charge but 
also of those living in areas outside its jurisdiction. Health activi¬ 
ties fall broadly into one or other of the following groups, (1) those in 
which action should be purely provincial, (2) those which require co¬ 
ordination of provincial activities by the Centre, (3) those in which the 
Centre may exercise powers delegated to it by a province and (4) those 
in which the Centre should have power to take direct action in a pro¬ 
vince or provinces in the interests of the country as a whole. Exam¬ 
ples of the last group are occasions when the Centre should take action 
to prevent the inter-provincial spread of communicable diseases or to 
compel a province fall in line with the rest of the country in regard 
to international treaties. 

7. We presume, however, that, if our suggestions regarding the 
provision of grants-in-aid and technical assistance to provinces by the 
Centre can be carried out and if suitable machinery can be devised 
for mutual consultation and co-ordination of effort in the development 
of the health programme, occasions for intervention by the Centre, 
even in the limited sphere suggested above, should prove to be excep¬ 
tional. Towards the development of such co-operation we are suggest¬ 
ing the creation of a Statutory Central Board of Health, which will 
be responsible for discussing and forming health policy and for pro¬ 
moting its implementation with the least possible friction between 
the Centre and the Provinces. Even so, we cannot help feeling that 
legal sanction may have to be provided to enable the Centre to inter¬ 
vene in the affairs of a Province in certain exceptional cases to which 
we have referred above. To us the provisions of the Government of 
India Act, 1935, are not sacrosanct, and we have no hesitation in say¬ 
ing that, while keeping in view the broad principle that provincial 
autonomy should, as far as possible, be respected, no limitation set 
by the present constitution should debar the country from proceeding 
successfully with the health programme under consideration. 

It is not our intention to review the existing provisions of the 
■Government of India Act, 1935, which regulate the relationship 
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between the Government of India and Provincial Governments or to* 
suggest suitable alterations to these provisions in order to meet the- 
requirements we have indicated. This task we must leave to the 
authorities concerned with such matters. 

While we realise that changes in the existing law may be necessary 
to give effect to some of our recommendations, we must reaffirm our 
view that the measures for consultation and co-operation which we 
are suggesting will perhaps provide the safest foundation on which 
lasting progress can be attained. We are strengthened in this view 
by an examination of the relationship between the Federal and State 
Governments in the United States of America in respect of health 
administration. 

8. This relationship has been described succinctly by Smillie in 
his book, “Public Health Administration in the United States’' 
(1943). “The State”, he says, "is the sovereign power and not the 
Federal Government. Each State is autonomous in all the matters 
relating to public health within its own borders. These powers are 
delegated to the State by the constitution. The Federal Government 
possesses only those functions and powers that are specifically 
designated to it by the several States.” 

The need for the active co-operation of the Federal Government 
with State Governments in the development of a national health policy 
was emphasised hy the Committee on Economic Security which made 
its report to President Boosovelt- in 1935. The Committee stated:— 

“It has long been recognised that the Federal, State and local 1 
Governments all have responsibilities for the protection 
of all the population against disease. The Federal Gov¬ 
ernment has recognised its responsibility in this respect 
in the public health activities of several of its depart¬ 
ments. There also are well established precedents for 
Federal aid for State health administration and for local 
public health facilities, and for the loan of technical 
personnel to States and localities. . What we recom¬ 
mend involves no departure from previous practices but, 
an extension of policies that have long been followed 
and are of proven worth. What is contemplated is a 
Nation-wide public health programme, financially and 
technically aided by the Federal Government, but 
supported and administered by the State and local 
health departments.” 

The Committee recommended that funds should be made available 
for:— 

(1) an increase of public health activity by the Federal Govern¬ 

ment itself and 

(2) provision of grants-in-aid to States for: — 

(a) the development of State health department activities and 

(b) the development of local health services in communities 

that are unable to finance adequate health protection- 
programmes. 

These recommendations were embodied by the Congress in the 
Social Security Act of August 14, 1935. The Act has, titles which 
are shown below:— 

1. Grants to States for old-age assistance. 
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II. Federal old-age benefits. 

III. Grants to States for employment compensation adminis¬ 

tration. 

IV. Grants to States for aid to dependent children. 

V. Grants to States for maternal and child welfare. 

VI. Public health work. 

VII. Social Security Board. 

VIII. Taxes with respect to employment. 

IX. Tax on employers of eight or more persons. 

X. Grants to States for aid to the blind. 

XI. General Provisions. 

Under the Act, public health work was assigned to the U. S. 
Public Health Service. 

The allotment to each State was determined on the basis of (1) 
.population, (2) special health problems and (3) financial need and 
was contingent upon the establishment by it of a properly organised 
State health department on a fulltime basis. The help rendered is 
partly through the grant of subsidies and partly through the assign¬ 
ment of trained personnel from the Federal Public Health Service to 
■work in individual States for limited periods of time. 

Decentralisation of health functions appears to be at least as 
•complete in the U. S. A. as it is in British India. Nevertheless, 
a large measure of co-operation seems to have been established in 
the field of health administration in that country. 

9. We may now proceed to discuss the Health Organisation we 
propose for India, which will consist of the following: — 

(1) a Ministry of Health at the Centre; 

(2) Ministries of Health in the Provinces and 

(3) local area health administrations. 

For reasons, which we have already discussed in our proposals for 
'ttie long-term programme and to which we have again referred briefly 
earlier in the present chapter, we recommend the establishment of 
two advisory bodies, the Health Board and the Health Council, at 
each of the three levels of administration indicated above. We shall 
now consider the functions of each type of health authority and of 
its associated advisory bodies. 

The Central Ministry of Health 

10. As we have already pointed out earlier in this chapter, the 
Minister will have at his command the services of a highly qualified 
technical officer—the Director General of Health Services. The func¬ 
tions of the Central Ministry will, among others, include the 
.following:— 

(i) To study and plan schemes of health services, preventive 
and curative, for the whole of India; to revise or modify 
such schemes from time to time and to assist and co¬ 
ordinate activities for the extension and improvement 
of health services in the provinces. 
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(ii) To assist in the provision of proper facilities for the educa¬ 

tion of medical and auxiliary personnel throughout 
India. 

(iii) To provide for medical research and the training of 

research personnel for central purposes and to assist and 
encourage medical research and the training of research 
personnel in the provinces. 

(iv) To co-ordinate the activities of all workers in the field of 

public health and of all existing medical institutions and 
organisations conducted by every type of agency, both 
official and non-official, statutory and private; to 
augment such provisions where necessary so as to make 
them available to all, rich and poor alike. 

(v) To meet the obligations assumed by the Central Government 

under the provisions of international treaties, 

(vi) To collect, tabulate and publish the vital statistics of the 

various component parts; to undertake a periodical 
census at such intervals as may be laid down by law; to 
direct the organisation and the carrying out of statistical 
studies in any part of the country designed to throw 
light on any aspect of the health problem. 

(vii) To carry out all such health measures as are required for 

(1) the control of interprovincial spread of communicable 
diseases, (2) the sanitary control of interprovincial traffic 
and (S) control of food and drugs in intorprovincial 
commerce. 

(viii) To establish and enforce standards of control for the 
manufacture and sale of drugs and biological products 
used in the treatment of diseases. 

(ix) To assist the provinces, and through them local health 

administrations, in their health programmes; the assist¬ 
ance given by the Centre to the Provinces may be either 
technical or financial or both, as circumstances may 
require, and may be subject to such terms and conditions 
as the centre may lay down. 

(x) To take such legislative or executive action as may be pro¬ 

vided by the Constitution as being action in respect of 
which all-India measures are necessary to safeguard the 
health of the country. 

In the exercise of these functions it would have no power to impose 
its views on the provinces except in the cases referred to in (v), (vi), 
(vii), (viii) and (x). 

The Statutory Central Board of Health 

11. We recommend the creation of a Statutory Central Board of 
Health which will consist of the Minister of Health at the Centre and 
the Ministers of Health in the Provinces. The Central Minister will 
be the Chairman of the Board. The Director-General of Health 
Services and the Provincial Directors should normally be in attend¬ 
ance at the meetings of the. Board, but they should have no power to 
vote when decisions are taken. 

12. The Board is intended to provide a forum for the discussion 
of health policy and for facilitating its execution with the fullest 
possible measure of co-operation between the Centre and the Provinces. 
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13. We have already expressed our view that the programme of 
health development, which we have advocated, cannot be carried out 
effectively in the provinces unless the Central Government is willing 
to provide financial aid to Provincial Governments. One of the 
important functions of the Board should be that of making recom¬ 
mendations to the Central Government regarding the distribution of 
grants-in-aid. While the Board will no doubt develop its own pro¬ 
cedure for making such recommendations and for reviewing periodi¬ 
cally the work accomplished in different areas through the utilisation 
of these grants, we believe that the following suggestions may prove 
to be of value for regulating procedure: — 

(i) Individual provinces should develop their own resources us 

much as possible. The Centre should not be considered 
as the main source of help for all developmental pro¬ 
grammes. Responsibility for the health of their inhabi¬ 
tants is primarily on Provincial Governments. While it 
is true that the taxable capacity and natural resources 
of these Governments do vary and that the poorer pro¬ 
vinces should therefore have a greater claim on Central 
help, we believe that the Government of India and 
other Provincial Governments have the right to maintain 
that these poorer provinces should demonstrate that they 
have done their best to exploit to the full their financial 
resources. 

(ii) Where a matter of all-India importance is involved, such 

as the production of quinine, and where certain provinces 
are in the privileged position of being the sole producers, 
the public interest requires that production and distri¬ 
bution should not be on the basis of an unreasonable 
profit for the Provincial Governments concerned. 
Special conditions of climate and soil are of importance 
in the cultivation of cinchona and pyrethrum and possi¬ 
bly of other plants yielding various substances of 
medicinal value. As such conditions will probably 
restrict the areas suitable for cultivation to the territories 
under the jurisdiction of certain Governments, it is only 
through the development of an agreed policy that 
increased production and equitable distribution of such 
drugs can be promoted. The Board constitutes the 
machinery through which the formulation of a policy 
based on common agreement can be attempted, while 
Central grants to stimulate the production and distribu¬ 
tion of these drugs can help to neutralise the profitmak¬ 
ing tendency, which may be expected to emerge if 
development were left as the sole responsibility of the 
Provincial Governments concerned. 

(iii) The grants should be, as far as practicable, for specific 

purposes so that it would be possible to estimate from 
time to time whether those purposes were being fulfilled. 
The grants should be accompanied by suitable conditions 
regulating, among other things, the employment by 
Provincial Governments, on the schemes concerned, of 
persons with approved technical qualifications, visits by 
the technical and administrative officers of the Central 
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Government in connection with such schemes and sub¬ 
mission by Provincial Governments of such periodical 
reports and returns as may be prescribed. Subject to 
these conditions, it is desirable that the grants should 
be made as block grants for a specific period of years in 
order to provide* assurance to Provincial Governments 
in regard to continuity of financial assistance during 
that period. 

14. We have suggested that the Board should review, from time to 
time, the work accomplished in the Provinces through the utilisation 
of these grants. Such reviews will naturally form part of the pro¬ 
cedure enabling the Board to make recommendations regarding the 
continuance or termination of specific schemes. 

15. We have referred to certain special circumstances which may 
necessitate active intervention by the Centre in provincial administra¬ 
tion in order to protect the health of the country as a whole. It is 
recognised that, on such occasions, the decisions must lie with the 
Central Government. Nevertheless we recommend that, except on 
occasions requiring action which brooks no delay, the Central Govern¬ 
ment should intervene in the provincial administration only after 
consulting the Board. Whenever emergent aetion is taken, the 
matter should be reported to the Board without delay. 

Central Health Council of Experts 

16. The creation of standing councils of experts at the three levels 
of Central, Provincial and local area administrations has already been 
suggested. In chapter III we quoted from the White Paper recently 
issued by the Ministry of Health in England embodying proposals for 
a national health service, in order to show that this Ministry consider¬ 
ed it essential to provide special devices for enabling the Minister 
and local authorities to secure the advice and guidance of technical 
experts. The White Paper has therefore made provision for the 
establishment of Health Services Councils at the Centre and in local 
areas. 

17. The function of the Central Council proposed in the White 
Paper will be to express the expert view on any technical aspect of 
the organisation and functioning of the health service. “It will be 
entitled to advise, not only on matters referred to it by the Minister, 
but on any matters within its province on which it feels it right to 
express its expert opinion.” In addition to regular and general 
consultations, it is proposed that the Minister should refer to the 
Central Council in draft form any general regulations which he pro¬ 
poses to make in the new service on subjects within its expert field. 
This Council will consist of about 30 to 40 members representing 
medical organisations (specialist and general) voluntary and muni¬ 
cipal hospitals, medical teaching and professions such as dentistry, 
pharmacy, nursing and midwifery. 

18. We recommend that a technical committee of the kind 
envisaged in England should also be established in India in order 
to give expert advice to the Central Government on all matters 
relating to the organisation and control of the future health services 
This body, which may be designated the Central Health Council, 
should be purely advisory and its purpose will be to give advice to 
the Minister on technical matters. 
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19. It is suggested that the Central Health Council should, in the 
£rst instance, be appointed by the Minister. It should elect its own 
Chairman and define its methods of procedure and, as has been 
suggested in the White Paper in England, the Minister should 
provide it with the necessary funds and staff for the discharge of 
its functions. It should be a self-perpetuating body, a certain 
number of its members retiring each year. Replacement should be 
made from distinguished members of the professions to which the 
retiring individuals belong, through election by the existing members 
of the council. It is recognised that this procedure may be objected 
to on the ground that the inclusion of persons representing the views 
of the respective professions may be prevented by those who are 
already on the Council. On the other hand, the normal democratic 
procedure of voting on a wide franchise may not, in this case, 
prove to be a satisfactory method of ensuring the selection of indi¬ 
viduals of adequate technical competence and of the highest standing 
in each profession. If the Council nominated by the Minister on 
the first occasion consists of suitable persons, there is reason to 
believe that the procedure of self-perpetuation, outlined above, 
might afford a better chance of the selection of successors to those 
who go out at intervals, being based on the dual requirements of 
ability and standing in the profession. 

The Provincial Ministry of Health 

20. The Provincial Ministor will, as in the case of the Minister 
at the Centre, have the services of an expert technical officer who, 
we have suggested, should be called the Director of Health Ser¬ 
vices. The functions of the Provincial Ministry will include, among 
others, the following: — 

(i) Study of provincial health problems and the planning of 

scUemes for their solution; provision for the early 
diagnosis of disease and for adequate curative and 
preventive treatment for it either through insurance or 
non-insurance schemes, such schemes being imple¬ 
mented directly from provincial funds or through 
assistance to local authorities and voluntary organisa¬ 
tions; provision of machinery for the co-ordination of, 
and technical supervision over, health measures 
throughout the province. 

(ii) Enactment of regulations dealing with sanitation, disease 

control and public health which have the force of law 
throughout the province. 

(iii) Establishment and enforcement of minimum standards 

of performance of work of health departments, parti¬ 
cularly in communities receiving state aid for public 
health. 

(iv) Maintenance of a central laboratory, and where necessary 

branch laboratories, for the standard functions of 
diagnostic, sanitary and chemical examinations; pro¬ 
duction or procurement of therapeutic and prophylactic 
preparations, and their free distribution for public 
health purposes; establishment of standards for the 
conduct of diagnostic laboratories throughout the pro¬ 
vince and laboratory research into the causes and 
means of control of preventable diseases. 
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(v) Collection, tabulation, and publication of vital statistic* 

for each important political or health administrative: 
unit of the province and for the province as a whole. 

(vi) Collection and distribution of information concerning pre¬ 

ventable diseases throughout the province. 

(vii) Maintenance of the safety and quality of water supplies 

and controlling the character of the disposal of human 
waste for all communities of the province. 

(viii) Establishment and enforcement of minimum standards 
for food supplies. 

(ix) Provision for services to aid industry in the study and 

control of health hazards due to occupation. 

(x) Prescription of qualifications for different types of public 

health personnel. 

The Provincial Health Board 

21. The functions of the Provincial Health Board will be similar 
to those of the Central Health Board, namely, the formulation of 
health policy for the province as a whole and the making of recom¬ 
mendations in respect of the grants to be sanctioned by the 
Provincial Government for health schemes in local areas. Until the 
health organisation proposed by us covers the whole area of indivi¬ 
dual provinces there will be, in eaeh district, certain areas served, 
by the new health services while the remaining parts, which will 
gradually diminish, will be served by the existing health organisa¬ 
tions. For the areas under our scheme we are proposing, as will 
be seen later in this chapter, a special local health authority which 
should be designated the District Health Board and should take over 
the health functions of all existing local bodies in such areas. In 
the circumstances, during the short-term, representation on the Pro¬ 
vincial Health Board will have to be found for the Provincial Gov¬ 
ernment, for District Health Boards and for local bodies, rural and 
municipal, operating in the areas outside our scheme. When the 
long-term programme is completed, the jurisdiction of the District 
Health Boards will cover the whole province, and local bodies 
constituted under the self-Govemment Acts, will have ceased to- 
function as health authorities. Representation for local bodies on 
the Provincial Health Board will, therefore, become unnecessary. 

The Provincial Health Council 

22. The composition and functions of this council will be similar- 
to those of the Central Health Council. 

One of us (Mr, P. N. Sapru) holds somewhat diSerent views re¬ 
garding the constitutional aspects of the proposals set out above and 
certain other matters. His Minute is attached to this chapter. 

HEALTH SERVICES CENTRAL AND PROVINCIAL 

23. We mav now proceed to examine the functions of the health 
services that will be associated with the Ministries of Health at 
the Centre and iu the Provinces. Their main functions are given in 
diagrammatic form in Appendices A and B to Chapter III of this 
volume of the report. In addition to the administrative officers ill- 
each case there are provided six Deputies at the Centre and five in 
the Provinces, each being in charge of a special group of subjects. At 
the Centre we have included town and village planning as part of 
the functions of the Ministry of Health while, in the Provinces, where- 
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the main developments in this connection will have to take place, wc 
have suggested the oivntion of a separate Ministry for dealing with 
the subject (vide Chapter XII). The various functions allotted to 
the Deputies have been distributed among 14 Assistant Directors 
General or Assistant. Directors as the case may be at the Centre and 
in the Provinces. The distribution of these Assistants in relation ta 
subjects is the same in both cases and is shown below: 

No. of Assistant Direc¬ 
tors or Directors 
General 


General Administration ...... 1 

Medical Relief ........ 2 

Public Health ........ 0 

Professional Education and Research .... 2 

Public Health Engineering ..... 3 


24. We realise that certain provinces with larger territories and 
populations will require a larger directing staff at their headquarters 
than others. In the circumstances the above figures are offered aa 
tentative suggestions, which individual provinces will no doubt 
modify to suit their own requirements. It is recognised that officers 
with adequate experience and training may not be available at once 
in sufficient numbers to fill these posts in all the provinces. There 
will, no doubt, be some delay in setting up these organisations in 
their completed form. Such delay should be minimised as far aa 
possible because it is on the efficiency and proper functioning of these 
officers, who will be responsible for organising the health scheme 
which we have recommended, that the success of the programme 
will largely depend. 

25. We have already referred to the importance of securing for 
the posts of the Director General of Health Services at the Centra 
and of the Directors of Health Services in the Provinces, persona 
best fitted to fill these very responsible positions. The qualifications 
that are necessary are professional and administrative ability of a high 
order as well as a community outlook which will enable them to view 
the problems of health not only in relation to their technical implica¬ 
tions but also in relation to their bearing on community life. From 
the professional point of view they should combine experience of the 
remedial and preventive branches of medical practice. This require¬ 
ment should easily be met after our health programme has been in 
operation for fifteen or twenty years, because our proposals require 
that the same doctor should perform both these functions. The 
two departments have, however, been working separately in India 
in the past and it may not, therefore, be easy to secure in the 
immediate future suitable officers with administrative experience in 
both branches of health work. We consider that special emphasis 
should be laid on the possession of community outlook in the selec¬ 
tion of incumbents for these posts. As a general rule, it is work 
in the preventive field that brings a medical man more in touch 
with the social aspects of medicine. Moreover, he is compelled, 
from his day to day experience, to look on disease as a community 
phenomenon, while his colleague on the curative side may often 
develop a more restricted point of view, because his field of experi¬ 
ence may be limited to the care of individual patients. We, there¬ 
fore, feel that there is some justification for laying emphasis on- 
experience in preventive health work as an important qualification 
for selection. At the same time we are not oblivious to the fact 
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that the social outlook, which we have stressed, is Dot purely the 
.result oi service in any particular sphere of professional activity. The 
development of the community outlook is largely influenced by such 
.factors as a high level of general culture, a background of moral and 
ethical ideas and a close association with social service activities. 
In these circumstances, we can do no more than suggest that all 
the considerations set out above should be taken into account when 
making appointments to these posts. The same consideration should 
guide the selection of officers for administrative posts in the district. 

Recruitment and Control of the Central and Provincial Health 

Sendees 

26. We have given considerable attention to the questions relat¬ 
ing to the recruitment and control of the future Central and Provin¬ 
cial health services. We recommend that the following principles 
should guide the authorities concerned with the recruitment and 
control of these services in India: — 

(1) there should be separate and independent Central and Pro¬ 
vincial health services appointed and controlled by the Central and 
Provincial Governments respectively. In our view acceptance of the 
principle of provincial autonomy militates against the creation of a 
service the ultimate control over certain members of which may lie 
outside the jurisdiction of the Provincial Government. Hence it is 
that we recommend that the Central and Provincial Health Services 
should be independent and separate; 

(2) the venue of recruitment of all these services, Central and 
Provincial, should be India; 

(3) the posts under both the Central and Provincial Governments 
■can be divided broadly into two groups, namely, (a) those which 
.'belong to the general health services and the large majority of the 
posts in teaching and research institutions in respect of which 
recruitment will be restricted to persons living in India and (b) a 
small number of posts in connection with teaching and research 
institutions, recruitment for which may perhaps be necessary from 
■outside the country. 

Recruitment to these two groups of posts should be regulated as 
under— 

(i) As regards the first of these, recruitment should be through 
the Public Service Commission of the Central or Pro¬ 
vincial Government as the case may be. There should 
be an examination which will include a written test and 
a viva voce. 

We recognise that, for various reasons, Governments in India 
will probably continue to recruit their health and other services, at 
least partly, on the basis of communal representation. We have 
dealt with this subject in connection with the admission of students 
to training institutions and have recommended that a certain per¬ 
centage of the seats should be reserved for admission solely on 
merit. As regards recruitment to the health services we attach the 
greatest importance to certain posts, such as those in teaching and 
research institutions, being filled only on merit. The former are 
concerned with the production of health personnel and the latter 
with the advancement of knowledge for the promotion of health and 
the conquest of disease. In our view considerations of efficiency 
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demand that merit should be the sole criterion for appointments to> 
these posts. We also consider that recruitment to a certain propor¬ 
tion of posts even in the general health services should be based on 
merit, and we recommend that the proportion so recruited should 
be 33$ per cent. In filling up the remaining 66$ per cent, of 
the posts consideration may be given to the need for communal 
representation. Every community should have its share of this 
66$ per cent in accordance with the proportions laid down by 
the governments concerned. We suggest that, of the candidates 
available from individual communities, the best should be chosen. 
After admission into the health services promotion to higher posts 
should be regulated solely by merit. Communal considerations 

should not have any place here. If they do, efficiency is bound to 

suffer and the morale of the health services will be lowered. 

(ii) For teaching and research posts in which recruitment in 
the world market may have to be resorted to, we re¬ 
commend that the decision should be preceded by a 

search through the country to secure suitable persons 

of the required calibre. Experts obtained from abroad 
should be entertained strictly on short term contracts, 
extending from three to five years in the first instance. 

In such cases, every effort should be made to train a suitable 
Indian within the period of the contract. 

As regards teaching and research posts under Governments for 
which candidates will be recruited from the world market, their 
respective Public Service Commissions should be entrusted with the 
task. It may be found necessary to provide these Commissions 
with the assistance of ad hoc Committees in the countries from 
which recruitment is contemplated. 

(4) We have recommended the creation of independent health 
services by the Central and Provincial Governments. The successful 
development of our health programme postulates the closest possible 
co-operation between the Centre and the Provinces not only through 
the Central Board of Health but also through the contacts that the 
administrative and technical officers of these governments will 
establish with one other. It is, therefore, advisable that the officers 
of the two types of health services should have adequate opportuni¬ 
ties of learning one another’s health problems. We recommend 
that a programme of exchange of officers between the Centre and 
the Provinces may be planned after mutual consultation. The period 
of deputation may be about three to five years. Each Government 
should send to the other a panel of names from which would be 
selected the required number of officers for mutual exchange. The 
desirability of exchange at two or three levels in the Central and 
Provincial Services is stressed. Such exchanges will ensure that 
officers of varying service and range of experience will be benefited 
by the proposed scheme. 

(5) We assume that the larger financial resources of the Central 
Government will enable it to maintain a cadre of health officers with 
higher technical qualifications than most Provincial Governments 
can afford. Any scheme of exchange is not likely to prove workable if 
the level of efficiency of the officers from individual provinces is far 
below that of the officers of the Central Health Service. We there¬ 
fore suggest that at least a proportion of the posts in the Provincial 
Cadres should be maintained at a level in respect of salary and 
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.status corresponding to those of the Central Service. This propor¬ 
tion may be filled partly by promotion and partly by direct 
recruitment. 

We consider it essential that, as the vast majority of the members 
•of the Provincial Service will have to enter it through posts on the 
lowest scale of pay and as merit should be the criterion for promo¬ 
tion, the highest posts in the service should be open to all. By 
periodical assessments of quality, either through departmental 
•examinations or other tests, it should be possible to select at succes¬ 
sive stages of service, capable and keen workers who should be given 
all opportunities to improve their technical efficiency and to rise in 
•service through efficient work. This being our view our proposal for 
a percentage of direct recruitment to the superior grade has not 
been made with the idea of limiting opportunities of advancement 
for the junior workers in the service. There are bound to be, in an 
•organisation of the type we envisage, certain posts for which persons 
with qualifications definitely above the usual standard or of a special 
character may have to be recruited. We have in mind certain 
technical posts in general health administration, which require spe¬ 
cial qualifications, and some of the higher teaching and research 
posts. Persons recruited to such posts are not often likely to be of 
the age at which people generally enter the health services. Their 
higher age and wider experience would naturally merit a better 
starting pay than that provided for those who enter the service in 
the usual way. 

(6) The Central and Provincial health services should be main¬ 
tained as purely civil organisations. The question of provision of 
medical services for the Defence Forces is not being dealt with by 
us as we consider that this subject does not fall within our terms 
of reference. 

(7) All members of the health services, Central and Provincial, 
should have opportunities of gaining experience of both urban and 
rural health work. 

(8) We recommend that there should be. no reservation of posts, 
either under the Central or under Provincial Governments, for the 
•Civil branch of the Indian Medical Service through rules made by 
"the Secretary of State for India under Section 246 of the Government 
of India Act, 1935, or under the provisions of any other enactment 
for certain special categories of that Service. 

It is understood that one of the reasons for such reservation is 
the desire to provide medical aid by British personnel to the British 
members of the civil services in this country and to their families. 
Presumably such a demand could not have been made on the basis 
of racial prejudice. If the claim is based on tho idea that the 
British doctors in India are professionally superior to their Indian 
colleagues we cannot accept this suggestion. In fact, we maintain 
that, in all the larger urban centres, many Indian members of the 
independent medical profession and of the State medical service 
provide professional ability of the highest type. Even in rural areas 
it should be possible to arrange for efficient service for British Offi¬ 
cers and their families from medical men, British or Indian, from the 
nearest urban centre. Under the circumstances, the continuance of 
a reservation of posts on this ground seems unjustifiable. 

There are other reasons also for discontinuing such reservations 
•without delay. Beservation of posts in the Provinces for the 
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members of the Central Service is against the principle of provincial 
•autonomy in as much as it compels Provincial Governments to 
accept officers whose ultimate control is vested in the Centre and not 
in the Provinces. We have envisaged a Provincial Ministry of 
Health responsible to the people of the Province and practically 
independent of the Centre in the shaping of internal health policy. 
In our view, therefore, the granting of power to the Centre to thrust 
its officers on a Provincial Government cannot be justified. We 
believe that the continuance of this practice will jeopardise the 
success of our scheme by creating unnecessary friction between the 
Centre and the Provinces. It should, therefore, be discontinued as 
early as possible. 

We also feel that the principle that merit should be the criterion 
of selection, makes it undesirable that the practice of reserving posts, 
either at the Centre or in the Provinces, for the members of a parti¬ 
cular service should continue. We envisage the pooling of all avail¬ 
able talent in the furtherence of our scheme and its utilisation to 
the best advantage and this, we feel, cannot be ensured unless the 
practice of reservation of posts ceaseB to operate. 

27. Two of our colleagues (Drs. Vishwanath and Butt) do not 
agree with our views regarding a Central Ministry of Health and 
Central Health Services and also the method of recruitment to Pro¬ 
vincial Health Services. We give below their views in their own, 
words: — 

“The highest level of functioning of the health administration 
must reside where the highest level of autonomy obtains. In 
India the Central Government is not constituted on a basis of 
democratic responsibility. At present the Provinces alone possess 
that level of responsibility which can provide popular sanction for 
the contemplated schemes of reconstruction and for an administra¬ 
tion sensitive to scientific as well as democratic requirements. We 
are therefore opposed to the creation of a Central Ministry of Health 
and its administrative apparatus of Central Services. For the dis¬ 
posal of matters of interprovincial and international interest we 
propose the creation of a Central Board of Health, composed of the 
Ministers of Health of diSerent Provinces and comparable authorities 
from the administrative units which are now under the Government 
of India. 

“We also envisage that the Board will take an important part in 
the promotion of research. In addition to the Secretariat of the 
Central Board we consider it essential to organise units, under the 
aegis of the Board, which will function in the field of research in 
subjects of interprovincial and international interest and reciprocity. 

“The proposed organisation is represented diagrammatically 
below:— 


CENTRAL BOARD OF HEALTH 
(Composed of Provincial Ministers) 


Research units dealing with the inter- Secretariat with the function of 

provincial and international implementing the decisions of 

aspeots of the following:—• Board, particularly in the field 

of survey and planning. 
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(a) medical relief and public health ; 

(b) the engineering and industrial aspects of (a) above ; 

(c) social aspects of (a); 

(d) biological products, including standardisation ; 

(e) biostatistical studies and 

(f) such other functions as the Board may decide to undertake. 

“We deprecate the idea of direct recruitment to a superior class in. , 
any health service and stress the need for every one entering at the 
bottom and working his way up through merit. Further, in order 
to provide sufficient incentive to do good work, even the highest post 
should be open to the man on the lowest rungs of the ladder. By 
two tests at the end of the first five and ten years of service respec¬ 
tively, it should be possible to select those who will be promising 
material. These men will constitute the field of selection for the 
higher posts in the spheres of administration, teaching and research. 

“In the disposal of the highest administrative posts in the pro¬ 
vinces we consider it advisable for the appointing authorities to act in 
consultation with the Central Board of Health. At this level it 
may be advantageous to Provinces, on both administrative and poli¬ 
tical grounds, to be free to exchange between themselves this cate¬ 
gory of personnel. This exchange must, however, be in all cases 
voluntary and the provision should in no way operate to the detri¬ 
ment of provincial autonomy.’’ 

We are in- full agreement with the emphasis laid by our colleagues 
on the principle that merit should be the sole criterion for promotion 
and that those “on the lowest rungs of the ladder” should be able, 
through merit, to climb to the highest posts in the diSerent branches 
of the health service. If our proposals are carefully examined it 
will be seen that they make definite provision for the application of 
this principle. As regards direct recruitment to a “superior class” 
in a provincial health service, we have given full reasons for our 
recommendation that a proportion of posts in such a class should be 
filled by this method. Further, we have made it clear that a pro¬ 
portion of these superior posts should be filled by promotion which 
will be regulated by merit. 

29. We further consider their proposal that there should be no 
Central Ministry of Health and no Central Health Service unsound 
and impracticable. The main reason advanced by them for this 
proposal is that the Central Government is not, at present, responsi¬ 
ble to the people. We have also recognised this and have, therefore, 
stressed the paramount importance of establishing the Ministries of 
Health both in the Provinces and at the Centre on the basis of res¬ 
ponsibility to the people, so that the shaping of health policy and 
its implementation will throughout be influenced by public opinion. 
We, therefore, feel that there is no fundamental difference between 
our views and those of our colleagues on this particular matter. 

30. We consider their proposal impracticable for more reasons than 
one. A Board consisting of the Provincial Ministers of Health and 
its Secretariat cannot function as the administrative machinery 
responsible for the internal and international health functions which 
the Central Government will have to perform. We envisage, so far 
as the country’s internal administration is concerned, certain- excep¬ 
tional circumstances requiring the Centre to intervene in the 
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administration of individual Provinces in the interests of the country 
as a whole. Action in such cases may often have to be taken expe¬ 
ditiously and a committee which will have to be assembled from all 
parts of the country is not calculated to meet this requirement. 
Further, it is doubtful whether efiective aotion will be taken by a 
collective body like the Central Board, especially if the offending 
party or parties happen to be the more important among the Provin¬ 
cial Governments. As regards India’s international health obliga¬ 
tions the Governments of other countries can deal more satisfactorily 
with a Central Government, which will reflect India’s views as a 
whole than with a Board of Provincial Ministers. 

31. Our scheme envisages a Centre acting with imagination and 
sympathy in its dealings with Provincial Governments in full con¬ 
sultation with them and promoting health development in their terri¬ 
tories through grants-in-aid from Central funds and the loan of 
trained personnel to Provinces, whenever such help is needed. The 
proposal of our colleagues would, it seems to us, remove the possibility 
of such help to the Provinces. 

LOOAL AREA HEALTH ADMINISTRATION 
Local Authorities and Their Present Health Functions 

32. When, in the eighties of the last century, municipal and 
rural health authorities were established in British India it was 
decided that various local administrative functions, such as those 
relating to rural education, dispensaries, sanitation, water supply, 
drainage and veterinary service should be transferred to the newly 
constituted authorities. Till the end of the second decade of the 
present century, these local bodies were under varying degrees of 
control and guidance by the district officials of Provincial Govern¬ 
ments. The Montague-Chelmsford Ileport (1918) on Indian Consti¬ 
tutional Reforms emphasised the need for a relaxation of such control 
and they recommended that “There should be, as far as possible, 
complete popular control in local bodies and the largest possible inde¬ 
pendence for them of outside control.’’ In accordance with this 
recommendation, the direct supervision exercised by district officials 
was withdrawn to a large extent and local bodies were constituted 
as organisations composed of elected members with a large measure 
of independence. The results of this transfer of power were not 
satisfactory because lack of experience and continual pressure from 
the electorate and from the members of the local bodies themselves 
made it impossible for the elected Chairman, in whom administra¬ 
tive powers were concentrated, to carry out efficiently the functions 
entrusted to them. These results might have been in part 
due to the fact that health consciousness had not been developed 
to any great extent. Another contributory factor may have been the 
fact that the supervision exercised by Provincial Ministers of Local 
Self-government over these local bodies was far from satisfactory. 
In their review of local self-government the Indian Statutory Com¬ 
mission (1930) stated:—« 

“The result of the legislative and administrative action taken 
in accordance with the scheme of the Reforms was, in 
effect, to deprive the new ministers of local self-govern¬ 
ment of powers which were essential if they were to 
perform their tasks successfully. We have heard the 
criticism that the only effective powers possessed by 
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provincial governments, namely those of suspension 
and dissolution, have left the ministers powerless in 
the face of misconduct calling for less drastic treat¬ 
ment, and we think that the criticism is well founded. 

33. The Government of India Act, 1935, which came into opera¬ 
tion in 1637, made the Provincial Government directly responsible to- 
the Provincial Legislature. Under such conditions in more than one 
province it was seen that the Ministers were anxious to ensure a 
raising of the standard of administration of local bodies. In the 
United Provinces and in Sind special Committees were set up by the 
Provincial Governments concerned to report on the administration of 
local authorities.* We do not know what action was taken in these 
provinces on the recommendations of their respective Committees. 

34. Another instance may also be given. In Madras the Provin¬ 
cial Government has introduced many administrative and legal 
measures in order to improve local-body administration. Details 
regarding the action taken by the Government of Madras are given in 
Appendix 26. Such action has been based partly on the provisions of 
the Local Self-government Acts governing the local authorities for 
municipal and non-municipal areas and partly on a consolidated 
Public Health Act which was passed by the Provincial Legislature 
early in 1939, when a popularly elected government was in power. 
Briefly stated, the result was that the relationship of the Provincial 
Director of Public Health and of Health Officers to local authorities 
was changed. Previously, these officers were only advisers to- 
local bodies and statutorily they had no executive functions. Bural 
and urban Health Officers could not, even during an emergency like 
an outbreak of cholera ."employ additional staS or incur expenditure 
in other directions without the sanction of the Chairman of the local 
body concerned. All the executive powers were vested in the 
Chairman, and Health Officers could exercise only such powers as 
were delegated to them by the Chairman. The Public Health Act 
has transferred all the executive functions under the various sections 
relating to health in the Local Self-government Acts and other Acts 
to the Health Officer. He has been given control over the entire 
health staff and, during an emergency, he has the power to incur 
expenditure and to employ additional staff. If his action in these 
matters is challenged by the local authority, a reference must be 
made to the Director of Public Health whose decision is final. The 
latter has also extensive powers under the Public Health Act and 
these include the power to require local bodies to carry out certain 
essential measures and power to concentrate Government and local 
body public health staff in specific areas to meet the demands of 
special occasions such as festivals and outbreaks of epidemics. Other 
measures taken in Madras Presidency to improve the administration- 
of local bodies include the provincialisation of the services of health 
officers, engineers and executive officers employed by these authori¬ 
ties, so as to attract and keep suitable men for these services and 
thus improve local administration. 

OUR PROPOSALS 

35. In chapters III & PV we have set out our recommendations 
for the district health services for the long and short-term pro¬ 
grammes. Under the latter the new health servioes will cover only 

•Report of the Looal Self-government Committee, United Provinoes (1940). 

Reoart of the Local Self-Government Committee, Sind (1943). 
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■a part of individual districts, the existing services continuing . to 
function in the remaining areas. In view of the general low level of 
efficiency of local body health administration the first essential is, 
we consider, an effective improvement of such administration 
throughout the district. 

The Area Under Our Scheme 

36. The following diagram shows the short-term district health 
organisation proposed by us: — 

MINISTRY OF HEALTH 

Director of Health Services. 

I 

District Health Organisation 

District Health Board—Officer-in-Charge of District Health Services—District 

Health Council. 

Secondary lijnit* (1 or 2) 
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37. Our scheme envisages a comprehensive health service and 
the results achieved by it will depend on the fulfilment of the follow¬ 
ing conditions: — 

(a) recruitment of the staff and their conditions of service should 
be on similar lines throughout the province so as to facilitate the 
enforcement of fairly uniform standards of performance over the 
whole area and 

(b) there should be continuous and effective supervision by the 
higher technical staff over the work of the health personnel em¬ 
ployed even in remote villages. 

38. We consider that these conditions can be -secured only through 
a health service maintained by a single health authority for the 
whole area under the scheme and not through a number of separate 
services maintained by different local bodies, municipal and rural, 
which are now functioning in that area. This raises the question 
of depriving self-governing units of the health functions which they 
have enjoyed for sometime past. The question for decision is 
whether the provision of adequate health services for the people or 
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the retention of'the existing form of local self-government in the 
area concerned should he our first consideration. We have no hesi¬ 
tation in coming to the conclusion that the provision of health pro¬ 
tection to the people should take precedence over the continuance 
ol any specific form of local self-government. We are not, at the 
same time, oblivious of the fact that the success achieved by any 
health organisation will depend largely on the degree of support and 
uo-operation that can be secured from the people for whom the health 
measures are intended. Provision for enabling loca_l public opinion 
to influence health policy therefore seems to us essential. If this 
principle can be incorporated in the proposals we put forward for 
local health administration, we feel that the purpose in view will 
have been served and that any change from existing forms of local 
self-government, which may become necessary in order to improve the 
quality and extent of health service that can be made available to 
the people, is of secondary importance. 

The District Health Board 

39. We have already suggested that, so far as health 's con¬ 
cerned, in the place of the existing multiplicity of local health autho¬ 
rities with their separate staffs, there should be a single health 
authority over the whole area operating through a unified executive 
staff. Such an authority would, we believe, be able to establish a 
more efficient service by avoiding the duplication of staff and institu¬ 
tions inevitable under existing conditions and through the larger 
financial resources that would become available to it in view of the 
wider limits of its jurisdiction. We recommend that this health 
authority may be designated the District Health Board as its juris¬ 
diction will, in due course, extend over the district as a whole except 
for certain large municipalities to which reference will be made pre¬ 
sently. To this Board should be transferred all the health functions 
now exercised by the different local bodies included in the area under 
our scheme. The local bodies will then be left with such functions 
as education, public works and communications. 

40. The composition of the Distrct Health Bourd may now be 
considered. Its main function, as in the case of the Central and 
Provincial Health Boards, is to associate public opinion with the 
formulation of health policy and with it b implementation. "Repre¬ 
sentation of the people on the Board can be secured (1) by d'rect 
election, (2) by election, from their own ranks, by the local bodies 
in the area covered by our scheme and (3) by a combination of both 
these methods. We are ourselves in favour of the last of these three 
courses. We also recommend that the District Collector or the 
Deputy Commissioner as the case may be, should be a member of the 
Board. His administrative experience and contacts with olber 
departments of Government, the activities of which have a bearing 
on health, will be of value to the Board. We go even further. We 
look to him as the official administrative head of the d : strict to 
secure for the health services, which we contemplate, the active 
support of the officers of the various departments in the district 
whose co-operation is essential if advance on a broad front is to be 
ensured. 

41. The functions of the District Health Board will include the 
d'seussion and formulation of health policy and the distribution of 
funds for the different branches of health administration within the 
area under its charge. We recommend that each local authority 

308 




organisation and administration 


should be required, by a statutory provision, to contribute a fixed 
proportion of its revenues to the District Health Board. We commend 
for the earnest consideration of Provincial Governments the ratios 
that have been laid down by the Madras Legislature in Section M7 
of the Madras Public Health Act, 1939. It provides that every 
municipality “shall earmark not less than 80 per cent, of its income 
from all sources other than Government grants, for expend'ture on 
the advancement of public health in its local area, including expendi¬ 
ture on medical relief, and every district board or panchayat shall 
similarly earmark not less than 12£ per cent, of its income from such 
sources.” These proportions of the'r revenues should be made over 
to the District Health Board by the rural and municipal local 
authorities in the area. Obviously the actual amount of the contri- 
buiion in each case will depend on the proportion of the population 
under the local body concerned which is brought within our scheme. 
Such contributions and the grants that may be sanctioned by the 
Provincial Government will together constitute the funds which will 
be administered by the Board. 

42. While the Board will be subject to such rules as may be 
framed by the Provincial Government for the conduct of its business, 
it "“is recommended that there should be a large measure of autonomy 
in order to ensure that local opinion in the district may increasingly 
influence health policy and secure public support for it. Nevertheless, 
the exercise of this autonomy should not be allowed to result in a 
material departure from the general health policy laid down by the 
Provincial Ministry of Health or in any serious neglect of the Board's 
functions to the detriment of local health administration. To meet 
such contingencies, we may make two suggestions, (1) that the 
Provincial Minister should have the power of ensuring compliance, 
by the Board, with the general health policy laid down by him, and 
(2) that certain legal provisions that exist in the Province of Madras 
enabling the chief administrative officer of the Public Health Depart¬ 
ment to recommend specific action by local health authorities in 
particular directions for the improvement of the public health and 
to enforce the carrying out of such recommendations, subject to 
the concurrence of the Provncial Government, should be made 
applicable to all the areas under our scheme. Reference is, in this 
connection, invited to Appendix 26. 

43. The acceptance of this dual principle of encouraging the growth 
of local responsibility in health administration and of ensuring, at 
the same time, the maintenance of a reasonable level of efficiency 
appears to us to be essential to the success of the comprehensive 
programme of health development that we have advocated. 

Extension of our District Health Board proposal to other functions 
of local authorities 

44. The main functions which local bodies now perform are those 
relating to (1) health, (2) education and (3) public works and com¬ 
munications. We have already suggested that the health functions 
of the local bodies, in the area under our scheme, should Lc trans¬ 
ferred to a District Health Board' which will be, to a large extent, 
popularly elected. While it is not within our province io make recoin,- 
mendations in regard to such subjects as education and 
communications, we look forward eventually to the establish¬ 
ment of similar boards for the district as a whole, dealing with each 
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of these subjects. In order to secure coordination of their activities 
there might well be established a Coordinating Committee on which 
these organisations will be represented. 

Larger Municipalities 

45. While we recommend that, eventually, the jurisdiction of 
the District Health Board should normally extend over the district as 
a whole, we believe that certain large municipal corporations, which 
are governed by their own Acts (as apart from the Muncipal Acts 
which are applicable to municipalities in general in the provinces) 
may be expected to develop and. maintain their own health services 
on the general lines suggested by us (vide appendix 27), and that 
they need not, therefore, be brought into the district health organisa¬ 
tion. Examples of such corporations are Calcutta, Bombay, Madras 
and Karachi. They have sufficiently large populations and sources 
of taxation to justify their being left to develop separate health 
organisations. We believe that municipalities having a population 
of at least 200,000 may also be brought into this category provided 
they are in a posit : on to maintain an independent health service of 
the required technical efficiency. Population is not, however, the 
ofily criterion. The financial resources of the municipality, including 
such grants as it normally receives from Government, should be 
sufficient for (he maintenance of the required health services. A 
decision as to whether a municipality falls into this category can be 
made only by the Provincial Government concerned in the light of 
their knowledge of local conditions. 

46. In making this recommendation, we have been influenced by 
the consideration that we should limit the deprivation of the health 
functions exercised by municipalities only to such as are in our opinion 
unlikely to be able to maintain the standard of service we have 
reoommended. 

47. The large municipal corporations which are governed by tbe'r 
own acts, will be responsible for the maintenance of the local health 
services which should not fall below the level of those recommended 
by us in our three-inillion plan. This leaves for consideration other 
largo municipalities with a population of 200,000 and over. The 
organisations recommended in our schome for the headquarters of 
a secondary unit and of the district may sometimes have to be 
located in such municipalities. In such cases, these organisations 
will serve the needs not only of the local mun : cipal population but 
also of the inhabitants of a wider area. In the circumstances we 
suggest that the Provincial Government should meet the cost of the 
creation and maintenance of these institutions and recover a suitable 
contribution from (he funds of the municipality concerned. Should, 
however, a municipality of this class desire to provide itself with its 
own health services and should it be prepared to find the necessary 
funds, it should, of course, be allowed to do so. It is essential, how¬ 
ever, that the Provincial Government should ensure the due fulfilment 
of the health functions entrusted to all municipalities. 

The Am Outside Our Scheme 

48. While recognising the need for raising the existing level of 
efficiency of health adm : nistration we do not propose that the local 
bodies in such areas should be deprived of their health functions. 
We, however, consider it essential that in these areas action on the 
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lines taken in the Province of Madras to improve the health adminis¬ 
tration of local bodies should be adopted in other provinces (tide 
Appendix 26). 

Recruitment and Control ol the District Health Service 

49. A question of fundamental importance in regard to the recruit¬ 
ment and control of the district health service is whether these 
should rest with the Provincial Government or with the District 
Health Board which we have suggested. We have considered this 
question very carefully and have come* to the conclusion that the 
balance of advantage is heavily in favour of the provincialiBation of 
this service. Our reasons for coming to this conclusion may be 
briefly stated: — 

(1) Local area health administrations, which possess restricted 
resources, may often find it difficult to recruit persons of the required 
calibre because they cannot aSord to offer attractive salaries, though 
it may frequently happen that the poorer areas may be most in need 
of efficient officers. Provincialisation of the district health service 
will render it possible to ensure that health personnel of the required 
quality are made available to areas where their services are most 
needed. 

(2) Service in certain areas may be so unpopular for climatic and 
other reasons that only a provincialised service can ensure the provi¬ 
sion of adequately qualified staff for such areas. 

(3) In a provincialised service, the health staff will have more 
opportunities for widening their experience through contact with 
varying conditions in many areas than service under a single district 
health authority could afford. 

(4) Under a provincialised service, a member of the health staff, 
who cannot work harmoniously with a particular District Health 
Board, can be given a chance of proving his capacity to render satis¬ 
factory service by a transfer to another district. 

(5) On special occasions, such as festivals or outbreaks of disease, 
the Director of Health Services will, with a provincialised service at 
his disposal, be in u position to concentrate staff from other parts of 
the province at plaoes where their services are most urgently needed. 

(6) The securing of a fairly uniform standard of performance 
throughout the province would become easier with a provino:alised 
health service than with independent health staffs under different 
District Health Boards with their varying standards of recruitment 
and conditions of service. 

(7) In the provinces, which have had provincialised services of 
health officers for a number of years, the results achieved have been 
satisfactory from the point of view of the Government as well as of 
the local authority. 

50. In our view, provincialisation need not necessarily mean thal 
the expenditure on the whole organisation should be borne by the 
Provincial Government. We understand that, in the province of 
Madras, 25 per cent, of the average pay of Municipal Health Officers 
is recovered by that Government from the municipalities concerned, 
although the posts have been provincialised. 

51. An important question for examination is, whether the whole 
of the district health staff should be provincialised or only a part of 
it. From the point of view of efficiency, we recommend that all the 
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members of the health organisation should be provincialised. If 
only a certain number of the more responsible posts are provincialised 
and the others are left under the Board, the resulting dual control 
must, we believe, lead to inefficient administration. We, therefore, 
recommend that the whole district health service should be provin- 
cialised in the areas under our scheme. 

52. We shall next refer to the position of the Officer in charge of 
the District Health Service in relation to the District Health Board. 
Under our proposals he will be a provincial officer whose services are 
lent to the Board. He should be responsible for carrying out the 
health policy laid down by the Board and we recommend that he 
should be its Secretary. In this capacity, it will be possible for him 
to assist its decisions on health matters by his technical advice. 
While his position as a member of the Provincial Health Service will 
give him a measure of independence in expressing his professional 
views, he cannot carry on the administration successfully without 
securing the fullest possible cooperation of the Board, which will 
have to approve his schemes and provide money for them. We 
believe that this relationship between him and the Board will help 
to promote cooperation and to build up conventions which will serve 
to demarcate the respective spheres of activity. We anticipate that 
such close association between him and the Board will be of value 
to both. 

58. Nevertheless, a state of affairs may arise when the Officer in 
charge of the District Health Service and the Board cease to work 
together harmoniously. If such a stage is reached, this Officer cannot 
usefully continue in the district. We, therefore, recommend that, 
if the Board passes a resolution by a two-thirds majority (taking 
into consideration its full strength) asking for his removal, the Provin¬ 
cial Government should transfer him from the district. We have 
recommended that this resolution demanding the transfer of the 
Officer should secure the support of two-thirds of the sanctioned 
strength of the Board in order to ensure that the request would not be 
lightly made. 

54. In Chapter IV we indicated how the new health services 
covering only a portion of individual districts during the short-term 
programme should be integrated with the existing organisation. We 
recommend that the curative and preventive departments of health 
working in a district should be unified under one administrative officer 
to be designated Officer in charge of District Health Services. 
He will be responsible, during the short-term, for promoting the 
development of the new scheme as well as for maintaining the 
existing services in the remaining parts of the district. The 
administrative officers in charge of secondary units, who will co¬ 
ordinate curative and preventive work in their own areas, will serve 
as assistants to the Officer in charge of the District Health Services. 
During the first five-year period, there will be only one secondary 
unit and, therefore, only one deputy while, during the second five 
years, there will also be a second deputy in many districts in the 
different provinces. 

District Health Council 

55. We have already recommended the creation of a District 
Health Council consisting of representatives of the d ; fferent profes¬ 
sions ( e.g ., those of doctors, dentists, pharmacists etc.) from the 
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registered members of which the health service will be recruited. 
The functions of the Council will correspond to those of the Provin¬ 
cial and Central Health Councils. We recommend that the Officer- 
in-charge of the District Health Services should be the Chairman 
of the Council. 

56. An important function of the District Health Council will 
be to secure the support of the independent medical and ancillary 
professions to the development of the health programme. We consi¬ 
der this particularly necessary in the earlier stages. In the larger 
urban centres, an independent medical profession of standing has 
been developing during recent years. The informed and constructive 
criticism of its members should prove of value in the shaping and 
functioning Of the health services. It is suggested that schemes 
involving technical questions should be submitted to the Health 
Board with the recommendation of the District Health Council. Ita 
function will be purely advisory, as the ultimate power to define policy 
and vote funds will be vested in the District Health Board. Even 
so, the views expressed by the Council are not likely to be turned 
down by the Board without good and sufficient reasons. 

57. The question may be asked as to whether, in our scheme of 
national health service which we anticipate will eventually develop 
into a full-time salaried service covering the whole population, there 
is room for the proposed Health Councils at the three levels of 
administration, the Centre, the Province and the district. When 
this stage is reached there will probably be no need for them. But 
through the many years of development these Councils will, it is 
anticipated, perform a useful function. 

58. One of us (Mr. P. N. Sapru) holds views which are different 
from those expressed above regarding the provincialisation of the 
services under local authorities. He has embod ed his views in a 
note which is appended to this chapter. He agrees with us in recog¬ 
nising that it is essential to ensure security of tenure and fair treat¬ 
ment to the servants of local authorities if efficiency is to be main¬ 
tained. He, however, does not approve of provincialisation as the 
method of securing this end. He thinks that provincialisation is 
likely to lead to friction between local bodies and the public servants 
who have to woik under them. His proposals fall under three heads:— 

1. He advocates the creation of a Local Government Board 

which will function in an advisory capacity to assist the 
Minister of Local Self-government in his task of 
controlling the administration of local bodies in the 
province. The Chairman of the Board will be the Minis¬ 
ter of Local Self-government. The members will consist 
of a certain number of Ministers who deal with such 
portfolios as educat’on, public health, labour, co¬ 
operation etc., elected representatives of municipal and 
district boards, representatives of medical and 
engineering professions, of un : versit'es, Chambers of 
Commerce and Trade Unions as well as a certain 
number of persons nominated by the Minister of Local 
Self-government to represent interests, which may 
otherwise go without representation on the Board. 

2. All grants g'ven to local bodies by the Provincial Govern¬ 

ment will be sanctioned after taking into consideration 
the advice given by th ! s Local Government Board. The 
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principal administrative officers of Government will be 
responsible for supervising and inspecting the adminis¬ 
tration of local bodies. Grants can be withheld if they 
are not utilised in accordance with the policy laid down 
by the Board. 

8. In order to provide for security of tenure he suggests the 
creation of a Local Self-government Public Service 
Commission which should be established by an Act of 
the Provincial Legislature. The Commission would 
consist of a Chairman nominated by the Minister of 
Local Self-government and of two other members also 
appointed by him. All appointments including that of 
sanitary inspectors under local bodies will be made on 
the recommendations of special Appointment Com¬ 
mittees, which will consist of one of the members of 
the Local Self-governmont Public Service Commission 
and two members selected by the local body for which 
the appointment in question is being made. The 
Appointment Committee will send three names in order 
of preference to the local body which will be required 
to select its candidate from these three names. The 
appointing authority will be the local authority. It will 
also have the right of transferring, censuring and even 
dismissing its servants but, in every case, a commissior 
of enquiry should precede such disciplinary action- 
The affected individual can appeal to the Local Self- 
government Public Service Commission, the decis'on of 
which will be final. 

59. We have set out, at some length, the recommendations of our 
colleague because we feel that they deserve the fullest consideration. 
Local self-government is, undoubtedly, the instrument through which 
provision is made in all democratic countries for an expression of the 
people’s opinion on matters vitally concerning local welfare. We 
share with him his desire to see that the people should be given an 
opportunity to express their views, through their representatives, on 
the health services that are to be provided for them. We have, 
therefore, provided that the District Health Board should have 
representatives from the local authorities in the area concerned as 
well as through direct election by the people. We, therefore, feel 
justified in claiming that the Board, which we have suggested, will 
be competent to express the people’s will and to meet . their 
health needs. 

60. We cannot help feeling that the proposals of our colleague are 
cumbersome and that they are not likely to promote efficient 
administration. His scheme will perpetuate the existing system of 
numerous local authorities within a district with their independent 
health services. Although a certain measure of security of tenure 
will be conferred on the servants of these authorities by his proposals, 
we feel that the separate organisations working within their limited 
areas and with no coordinating agency over them cannot produce the 
results that we anticipate from the integrated health service we have 
outlined in the three-mill:on plan. The essence of such a service is 
supervision by the highly developed technical staff at the headquarters 
of the district and of secondary units over the work done in even 
the remotest villages. An organisation of this type cannot be 
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developed without a single health authority being made responsible 
ior the whole area. 

61. Our colleague’s main objection to provincialisation seems to 
•be that it will lead to friction between local bodies and the provincial 
■servants working under them. In this connection we have already 
pointed out that a provincialised service of health officers has been 
■functioning in a number of provinces for many years and the informa¬ 
tion available to us does not support the view that the system is 
likely to produce such friction and is, therefore, calculated to function 
•unsatisfactorily. In the Province of Madras, where the provincialisa¬ 
tion of different services under local bodies has been extended much 
-farther than in other provinces, our investigations give definite proof 
that provincialisation has worked well and has increased efficiency 
an health administration. 

CERTAIN OTHER MATTERS 

1. Should Secretaries to the Ministries of Health be technical or 
mon-technlcal officers? 

62[. A considerable majority of us feel that in the Secretariat 
hierarchy, the contact between the Technical Adviser and the 
Minister should not be broken by the intervention of a non¬ 
technical Secretary to Government and that the Director of Health 
Services, whether at the Centre or in the Provinces, should him- 
•eelf have the status of, and function as, a Secretary to Govern¬ 
ment. They consider that the person best qualified to assist and 
•advise the Minister on matters so technical is the Administrative 
Head of the Services concerned and that his contact with, and 
responsibility to, the Minister should be unfettered and undiluted. 
The background and experience of the individual who will hold this 
post, with his intimate contacts with the urban and rural populations 
with which his previous experience will have provided him, will give 
him a knowledge of the habits and customs of the people and with 
their psychology not less than those of a non-technieal Secretary, and 
appreciably more than those possessed by that Secretary if his 
service has been mainly in the Secretariat. They consider it undesir¬ 
able and wasteful of time that recommendations on health policy 
should have to pass through a lay filter, and consider that the wider 
administrative aspects stressed by the minority would be adequately 
supplied were the Director General of Health Services provided with 
the advice of an experienced civil servant in the capacity of his 
Deputy for administration. In support of this view they cite the 
increasing tendency of Administrations to appoint as Secretary to the 
Departments of Engineering and Education the local heads of the 
Services concerned. Health is even more technical and fundamental 
than Engineering and Education and these considerations apply with 
•even greater emphasis. 

The minority (Sir Joseph Bhore, Pandit L. K. Maitra, Mr. N. M. 
Joshi and Mr. P. N. Sapru), however, feel equally strongly that a 
non-technical Secretary to Government, with general administrative 
experience extending over a wide field, is highly desirable in order 
to ensure a just and balanced consideration of questions which 
concern the life and welfare of the community. Measures connected 
with the health and medical service of the people can never, in this 
country at least, be matters of purely technical concern and any 
attempts to isolate them in this way must inevitably lead to disaster. 
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To the consideration of such measures must be brought a wide knowr 
ledge of the habits and customs of the people, their psychology and. 
the administrative system under which they live, and a non-technical 
Secretary, with experience of the nature we have indicated, is prima 
facie much better equipped to assess and present, for the final 
judgment of the Minister, the social, psychological, administrative- 
or political background against which public health and medical 
problems must, of necessity, be so often viewed. 

One of us (Sir Frederick James) is not in agreement with either 
of the two views expressed above. He sayB, "The majority, and 
minority views are mutually exclusive and I am, therefore, not able; 
to subscribe to either of them. The Governments should be free to- 
select the most suitable person, whether technical or non-technical, 
for the post of Secretary to Government in the Health Department. 
If a technical person is selected I agree that it might be helpful to- 
have as his deputy an experienced civil servant; but the senior officers 
of the health services should be eligible for appointment to the post 
of Secretary, and if any of them has the requisite experience and' 
ability he should be appointed in preference to a non-technical 
officer." 


6S. We are all, however, agreed upon the necessity for ensuring: 
that the Technical Adviser has the right of access to the Minister and 
that, on a purely technical question, he should be given full oppor¬ 
tunity for the exercise of that right before his views are over-ruled. 
We, therefore, suggest that any adverse criticism of the non-technical* 
Secretary on a proposal put up by the Techn : cal Adviser should be 
shown to the latter in order to enable him to reply to such criticism. 
The Minister will then be in possession of all the relevant arguments- 
to enable him to give his dec'sion. 

2. Salaries. 

64. We have been greatly exercised over the scales of salaries to- 
be allowed for in calculating the cost o' our proposals. The re¬ 
muneration of the personnel required accounts for the major portion, 
of the overall estimated recurring expenditure, and while too generous 
a provis.on on this account may well wreck or at least grievously 
handicap the implementation of any large-scale health schem^ 
salaries inadequate to attract the type of persons needed in the 
numbers required nrght have equally disastrous consequences. 

65. There are weighty considerations against over-loading the 
salaries budget. India is a poor country. It cannot afford rates of 
remuneration which are out of all relation to its national income and 
are higher than those which economic conditions demand. China and 
Japan, so far as information is available of prewar conditions there, 
had grasped this basic fact in relation to their own economy. We 
have been given instances of the salaries paid to certain medical 
teaching staff in these countries, 


66. At the Peiping Union Medical College which paid higher 
salaries than any other medical college in Ch : na, the following scales' 
of pay for full time workers were in force. 


Professor 

Associate Professor . 
Assistant Professor . 
Associates 

Assistants (Demonstrators) 


approximately Rs. 939 a month- 
approximately R*. 563 a month, 
approximately R«. 488 a month, 
approximately Rs. 375 a month, 
approximately Rs. 169 to Rs. 281. 

a month. 
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In Japan the following appear to have been the salaries in vogue: — 

Principal of a Medical College . . approximately Rs. BOO a month. 

Professor approximately Rs. 416 a month. 

Associate Professor .... approximately Rs. 200 to 300 

a month. 

We are not in a position to say, however, whether these figures 
represent the total emoluments drawn in each case. The seales of 
remuneration of comparable categories in this country vary from 
province to province. Taking Madras as a basis of comparison, a 
Member of the I.M.S. in a Professorial post would draw his grade 
pay plus Rs. 250 as teaching allowance. A Lieut.-Colonel would 
thus draw under the old scale Rs. 1,500 to 1,700 plus Rs. 250 and be 
entitled to private practice. The rates of pay provided for the 
Provincial Service are for 

(1) Professors (olinical subjeots) . Rs. 500 to Rs. 900 plus Rs. 160 teach¬ 

ing allowance in each case with 
private practice, 

(2) Professors (non-clinical subjects) , Rs. 800 rising to R3. 1,200. 

67. In the U.S.A., where the cost of living is presumably much 
higher than it is in this country or the United Kingdom, salaries o£ 
Professors in the clinical subjects are said to vary between 10,000 
And 12,000 dollars a year, that is approximately between £2,000 and 
£2,400. Turning next to other posts, the informat'on given to us in 
regard to Australia shows that the Chief Mcdcal Officer of the 
Commonwealth draws a snlaty of £2,000 (Australian, equivalent to 
Approximately Rs. 1,800 a month). In the United Kingdom, the 
Chief Medical Officer to the Ministry of Health in 1944 drew a 
salary of £2,200 per annum. This has evidently been sufficient to 
Attract men of outstanding attainments, for among the incumbents 
of this post have been numbered some of world-wide reputation. 
The maxima drawn by Inspectors General of Civil Hospitals, Surgeon 
•Generals, the Public Health Commissioner to the Government of 
India and the Director General, Indian Medical Service, vary roughly 
between about £2,475 for the first of these classes und £3,100 for 
the last named. 

68. We are unable, with the material at our disposal, to institute 
lair comparisons or to venture on any specific recommendations in 
this behalf. The question of salaries, moreover, is not one which 
•concerns medical and public health personnel alone. It is a much 
wider and more complex problem. The necessity for establishing 
some measure of parity between the various Provinces in the matter 
of the salaries of iheir Medical and Public Health Services, has been 
strongly impressed upon us by a Provincial Mimster of Public Health 
on grounds which appear to us to have considerable force. But this 
is not the only consideration to be taken into account. Any very 
large disparity between the remuneration paid to the various State 
Services operating in different fields is to be deprecated unless strong 
reasons exist for such differences, though we realise that the levels 
of salaries must be such as will not fail to attract candidates with the 
■qualifications required in each case. The competitive attraction 
provided by non-State employers is another factor which cannot be 
Ignored, 

69. We consider this subject to be of such complexity and 
importance that it calls for comprehensive examination at the hands 
of an ad hoc All-India Committee which should include medical men. 
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The results of such an examination cannot fail to be of the utmost 
value and assistance to the provincial authorities. For our present 
purposes, we have either adopted existing rates or assumed scales o£ 
pay which appear to us prima facie to be generally not unreasonable. 
Our figures will no doubt need revision in the light of a fuller investiga¬ 
tion such as we have recommended. On one point, however, we 
feel that we are on sure ground and that is in laying down the 
general principle that the salaries of employees of the humbler cate¬ 
gories and in the lower grades need to be raised while those at the 
top may well stand some levelling down. 

70. We ought also to make it clear that in those cases in which,, 
in the interests of the country, it is found absolutely essential to- 
obtain a specialist from abroad, the terms offered will have to be 
such as are necessary to secure the class of person required. Such- 
cases will, we hope, not be numerous. They will, of course, fall out¬ 
side the cadre of the regular medical services of the country and should 
invariably be regulated by short-term contracts. 

71. While, doubtless, the labourer is worthy of his hire, the most, 
fruitful and inspiring effort must always come from those to whom 
monetary returns count less than opportunities of service and of 
advancing the cause of human knowledge. We feel that the world 
is not bankrupt in such workers and that India may still continue to- 
attract some who do not wish to assess their reward solely in terinB 
of money. 

72. Our proposals visualise a very large increase in the number 
of women doctors in the State Medical Service, and the question of 
their salaries, therefore, assumes considerable importance. The 
principle of equal pay for the same work appears to us to be the most 
equitable. 

3. Legislation 

73. We have already emphasised the need for such amendments 
of the existing provisions of the Government of India Act, 1935, as 
will be necessary to enable the Centre to discharge its responsibilities 
under certain exceptional conditions for safeguarding the he-alth of 
the country as a whole. In addition to such legislation by the 
British Parliament, we cons : der it essential that the existing law 
relating to health should be revised, modernised and consolidated. 
Legal provisions relating to health lie scattered through various 
enactments, and we recommend that the Central and Provincial 
Legislatures should, within their respective spheres, bring together 
these provisions and add to or modify them, as may be necessary, in 
order to provide comprehensive Public Health Acts on which future- 
health administration may be built up. 
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Minute on Certain Constitutional Aspects of the Proposals regarding 
the Relationship between the Centre and the Provinces and on 
some other Matters by the Hon'bie Mr. P. N. Sapru 

My colleagues have stated that “the principle of autonomy of 
provinces in health matters, which has been accepted and followed 
for some time past, should not be set aside unless it can be Bhown that 
a reversal of this policy is fundamental to the development of the 
national health programme’*. They add that “in a sub-continent 
of the size of India it seems almost certain that progress on sound 
lines cannot be made through an administration based on an auto¬ 
cratic Centre which may not secure the active cooperation of the 
provinces’*. They emphasise in that “there will be so much opposi¬ 
tion to a resumption of control by the Centre that it will become 
difficult to create and maintain that atmosphere of good will which 
we consider essential to the success of our scheme’’. Bhortly put, 
their standpoint is that “the principle of provincial autonomy should 
be respected to the utmost limit possible consistent with provisions 
for speedy and active interference by the Centre in circumstances in 
which dereliction of duty jeopardises the health not only of those 
under its charge but also of those living in areas outside its jurisdic¬ 
tion’’. 

My close association with my colleagues has convinced me that 
they are not actuated by any desire to attack the principle of pro¬ 
vincial autonomy merely in order to strengthen a Centre which is 
at the moment irresponsible. For the basic assumption underlying 
our report is that if India is to plan successfully her health pro¬ 
gramme, there must be fully autonomous popular Governments both 
at the Centre and in the provinces to lay down and execute plans. 
Nevertheless, I fear that some of our recommendations, to which I 
shall invite attention, are not based upon a full appreciation of the 
nature of a Federal Constitution upon the principles of which it is 
impossible for this country to go back. Far from securing full and 
active cooperation between the Centre and the provinces, they would 
actually lead to friction and bickerings which might drag health into 
the arena of controversial politics. They are unworkable both from 
a constitutional and administrative point of view, and would create 
avoidable deadlocks between the Centre and the provinces. For 
these reasons, I have felt it incumbent to record my dissent from the 
recommendations noted in some of the succeeding paragraphs. 

I concur with my colleagues in the view that in existing circum¬ 
stances, the Centre should help the provinces by grants-m-aid for 
specific purposes. There is nothing inherently inconsistent with the 
federal principle in this proposal. The principle of grants-in-aid is 
not unknown to other federal constitutions. In the United States 
where the federal principle has worked successfully and where the 
states enjoy residuary powers, the Federal Government has been aid¬ 
ing by the Social Security Act of 1935, programmes of social recon¬ 
struction. In the Australian Act, which is based upon the principle 
of a federation in which the residuary powers vest in the provinces, 
the Federal Government has authority, of which it has taken advant¬ 
age, to help the State Governments with grants for implementing 
programmes for the development of social services on specific terms 
and conditions. In India it is obvious that the provinces with their 
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limited resources will not be able to undertake the health programme 
as visualised by us. Ultimately, however, the right solution would 
be to provide the provinces with more elastic sources of revenue 
than they enjoy at present. It would be unfortunate, however, if 
the acceptance by the Centre of the principle of grants-in-aid to the 
provinces were allowed to prejudice their claims for such a revision 
of the Indian taxation system as would ensure greater justice to 
them. 

But while I agree to the principle of grants-in-aid from the Centre 
to the provinces, 1 should like to stress that the financial assistance 
which the Central Government gives to the provinces should not be 
used as a lever for whittling down provincial autonomy but utilised 
for helping social development in the provinces on a coordinated and 
cooperative basis discussed and agreed to by the provinces and the 
Centre. The satisfactory working of such a system of grants-in-aid 
would depend upon the wisdom and cooperation displayed both at 
the Centre and in the provinces. It is obvious that the Central Gov¬ 
ernment if it aids the provinces with financial grants, shall have to 
keep itself informed in the discharge of its responsibility to the Cen¬ 
tral Legislature, of how the purposes for which the grants given are 
being implemented by the provinces. Equally on the part of the 
provinces too it will bo necessary to carry out faithfully in a spirit 
of wholehearted cooperation the policies they have agreed to and the 
conditions on which the grants have been made. If both or either 
of them feel that the conditions are intolerable, it will be open to 
both or either to seek accommodation or refuse to accept financial 
assistance. I have made these observations because as a strong be¬ 
liever in the federal principle for this country I desire to make it clear 
that I do not wish the system of grants-in-aid to be worked in such 
a manner as to make it virtually an indirect instrument of controlling 
the provinces by the Centre. I should also like to add that, in my 
opinion, the Statutory Board of Health, which we recommend, should 
be Bet up at the Centre, would go far to ensure harmonious coopera¬ 
tion and coordination of all health activities in the country. Its ad¬ 
vice and cooperation should prove most helpful in determining not 
only the purpose, for which grants-in-aid should be given but also in 
ensuring that they are properly utilised. 

I shall now proceed to indicate my dissent from those specific re¬ 
commendations of my colleagues on the relationship between the 
Centre and the provinces which are unacceptable to me. The first 
issue on which I differ from my colleagues is their recommendation 
that the Government of India Act should be so changed as to pro¬ 
vide for speedy and active interference by the Centre in cases in 
which dereliction of duty by a provincial Government jeopardises the 
health not only of those under its charge but also of the country as 
a whole. Thus, in enumerating the functions of the Central Minis¬ 
try of Health my colleagues stress that the Minister of Health should 
have power to take such legislative or executive action as may be 
provided by the Constitution as being action in respect of which All- 
India measures are necessary to safeguard the health of the country. 

They specifically recommend in their chapter on Public Health 
that effective control of the spread of infection among the province's, 
and between the provinces and the States, requires that executive 
officers of the Central Government should be able to intervene in the 
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enforcement of measures necessary to ensure the active cooperation 
of all the Central, Provincial and State agencies. In other wordB, 
what they recommend is that for the prevention and spread of disease 
from one area to another, the Government of India should have 
power to issue orders to Provincial Governments which it can exe¬ 
cute through officers under its control. Indeed, they seem to be of 
the view that the Central Government should have power of active 
interference in provincial administration not only in the interests of 
the country as a whole but also in order to protect the health of the 
province itself. 

No case based on any review of the experience gained of the working 
of the Government of India Act has been made out -by my colleagues 
for this recommendation. The legal position at the moment unde? 
that Act is that legislation in regard to the prevention and extension 
from one unit to another of infectious or contagious diseases of pests 
affecting men, animals and plants is an item under Entry 30, Part 
II, List 3 of the Vllth Schedule of the Act. It is a subject under 
the Concurrent List which means that the Federal, that is, the Cen¬ 
tral Legislature can pass equally with the Provincial Legislature, 
laws in regard to it. The Joint Select Committee have stressed that 
this concurrent power of legislation should be exercised by the Cen¬ 
tral Legislature only after previous consultation with the provinces. 
If a Statutory Board of Health of the nature of an Inter-Provincial 
Council contemplated by Sec. 185 of the Government of India Act 
is set up, consultation and coordination of policy between the Centre 
and the provinces will automatically become much easier. In any 
case so far as legislation is concerned, the Central Legislature pos¬ 
sesses concurrent rights of legislation in regard to infectious diseases. 
The question whether the Central Government should have any 
larger powers than has been conceded by the Government of India 
Act 1935 in regard to the prevention of disease was not a new one 
before our Committee for it was expressly considered by the Joint 
Select Committee and Parliament at the time yvhien the Act was 
passed in 1935. When the Government of India Apt was under dis¬ 
cussion in the House of Commons, it was -suggested, for example, 
by Sir Francis Fremantle that the Governor-General should have 
special responsibilities for the prevention not only of any grave 
menace to the peace or tranquillity of India but also of any grave 
menace to health. In the course of his speech on February 28, 
1935, Sir Francis Fremantle pointed out that “epidemics are liable 
to flare up suddenly in any,,one or more of the provinces or states and 
they run like wild fire across from one end to the other. The early 
beginnings are unseen and then they get beyond control. There 
would be no time for the Inter Provincial. Council to act as laid down 
in Clause 183". tn answer to this line of criticism it was pointed out 
by the then Under-Secretary of State for India, Mr. Butler, that 
public health had been on,e of the transferred; subjects for several 
years and that it was, no doubt, one of the subjects to which Indian 
minister had paid most attention and had responded most readily. 
He fttidher emphasised that the prevention of the extension from one 
upjt^o another of infectious or dangerous diseases affecting man, 
animals and plants had been deliberately put in the Concurrent 
Legislate* List “partly as arising from the discussions of the Joint 
Selepf Committee and partly out of the realisation by the Govern¬ 
ment of the urgency of the question’’. He also pointed out that 
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under what ja now Seo. 126 (2), the Central Government had authority 
to give directions to a province as to the carrying into execution 
therein ot any Act of the Federal Legislature which related to a 
matter specified in Part II of the Concurrent List. It was also 
stated by Mr. Butler that provision had been made in the Bill (now 
-the Government of India Act) for the setting up and maintenance of 
Federal Agencies or Institutes of Research, including scientific and 
medical research, and that by providing for Inter-Provincial Councils, 
the constitution was making it possible for some Central Board of 
Health or machinery to develop. 

It is further interesting to recall that it was urged by Sir Herbert 
Williams and the Duchess of Atholl in Amendments moved to the 
Government of India Bill when it was under discussion in the House 
of Commons, that certain aspects of public health, such as epidemic 
diseases, plague, the movements of insects, agricultural diseases were 
of nation-wide interest and that public health which knows no 
frontiers should be either an all-India subject or, at all events, a 
concurrent subject. In answer to this criticism of the Duchess of 
Atholl, Sir Herbert Williams and Sir Alfred Knox (all opponents of 
constitutional advance in India), it was urged by Mr. Butler that 
“the future of India must be built upon units which are really auto¬ 
nomous. Our service to provincial autonomy is not mere lip service; 
wo realise its deep implications’’. He went on to stress that “the 
differences between the provinces as regards the incidence of disease 
follow, unfortunately, provincial idiosyncraeies and that, for exam¬ 
ple, it would not be conducive to the extinction of Malaria if we were 
to insist upon regulation by a Central Act of the provincial treatment 
of Malaria in different partB of India. Further, Mr. Butler laid emphasis 
on the fact that in order to eradicate disease and have an efficient 
public health and sanitary service, it was essential to encourage local 
effort and provincial autonomy in these matters. “We believe”, 
■said Mr. Butler, “that interference by the Centre would not en¬ 
courage local effort, but rather retard it and that we should be tak¬ 
ing away from the locality the necessary stimulus to deal with its 
own particular problems”. 

I have quoted from Mr. Butler’s speech at length in order to 
indicate that the question of the spread of contagious diseases from 
one unit to the other did engage seriously the attention of Parlia¬ 
ment in 1935 when the Government of India Act was passed and 
that solutions which aimed at greater interference by the Centre with 
provincial autonomy in health matters were ruled out at that time 
for good reasons. Indeed, it was pointed out with great force by 
Mr. Butler that “in no federation had the problem of health de¬ 
velopment been solved by coercion from the Centre but always by 
development of the units". He referred to the example of Australia 
and said: “The development of public health there arose out of the 
appointment of the Royal Commission in 1920 and it may be said 
that as a result of that, further coordination between the different 
states of Australia has taken place and has finally resulted in the 
■establishment of an Australian Health Council and latterly, I am 
glad t,o say, of an actual Department of Health in Australia. That 
has been arrived at entirely by a process of coordination and coopera- 
• tion between the units and not bv any artificial control from the 
(Centre. In India we envisage that the future will follow very much 
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.the same line, or rather I may be permitted to hope so.” Section 135 
of the Government of India Act provides for an Inter Provincial 
Council for the coordination of and cooperation in matters of inter-pro¬ 
vincial concern. Advantage can be taken under this section to facili¬ 
tate the coordination and cooperation between the different units re¬ 
garding health activities. Similarly under Seo. 103 the Federal 
Legislature can, if empowered to do so, legislate for two or more 
provinces by consent. Thus it is clear that ample machinery exists 
for ensuring cooperation and coordination between all health activi¬ 
ties under the scheme of the existing constitution. The recom¬ 
mendation which my colleagues have made, viz., that the Central 
Government should have power of executive intervention where there 
is danger of a spread of epidemic, would represent a radical departure 
-from the policy laid down by the Act of 1936 and I can see no justi¬ 
fication for it. For what I understand my colleagues to recommend 
is that the Federal Government should have power to oarry out its 
orders through its own officers, when there is any danger of the 
spread of infectious diseases from one unit of the Federation to the 
other. Such intervention would mean supersession of the Provincial 
Government during a period of emergency so far as health activities 
are concerned. Action of this nature on the part of the Federal 
Government may well lead to a constitutional crisis between the 
Centre and any Provincial Government or Governments. It can 
lead to a clash resulting in the resignation of the provincial ministry, 
and this in a country with its present communal cleavages. The 
necessary consequence of any taking over by the Central Government 
of the powers vested in the provinces to implement Federal Acts or 
directions given by the Central Government will be to drag health 
into political controversies in times of emergency when the utmost 
cooperation is needed between the Central and Provincial Govern¬ 
ments. Furthermore, such a step would completely nullify the 
authority of the provincial electorate over its own Government, for it 
is obviously impossible for Provincial Governments to be responsible, 
in the ultimate analysis, to two different electorates. 

To sum up, the position, as I see it, is that under the Govern¬ 
ment of India Act the power to legislate in regard to the prevention 
of the extension from one unit to another of infectious or contiifpous 
diseases or pests affecting men, animals, or plants is an item under 
Entry 30 of Part II, List III of the Vllth Schedule of the Act. 
Thus the Central Legislature has ample powers fd legislation after 
consultation with the provinces in regard to the s«eaa of epidemics, 
•etc. 

Section 126 of the Government of Tndia Act authorises the Federa¬ 
tion to give such directions to a province as to the execution in that 
province of any Central Act as may appear necessary to the Federa¬ 
tion for ensuring that the provinces enjoy their authority in such a 
-manner as not to impair or prejudice the authority of the Federation. 
Sub-Section 4 of Section 126 authorises the Governor-General in his 
discretion to issue Orders to the Governor of any province which has 
not carried out any instructions given either to carry out the direc¬ 
tions previously given or those directions modified in such n»tm« as 
the Governor-General thinks proper. Under a system of real res¬ 
ponsible Government there can be no question of the Governor-Gene¬ 
ral actin'* in his discretion. The power to give such directions on 
•the failure of the Provincial Government (for the Governor means 
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the Provincial Government) will, under a system of real autonomy, 
reside with the Federal Government. These are vast powers which’ 
coupled with the new Sub-Clause 4(a), which is from my viewpoint 
open to objection, to Section 126 have given a distinct unitary bias 
in central matters to a Federal Constitution and I cannot understand' 
clearly what further powers my colleagues think should be vested in 
tjie Federal Government. If they think that the Federal Govern¬ 
ment should have power to carry out its orders through its own 
officers, then obviously such intervention would mean a supersession, 
of the Provincial Government so far as health activities are concerned 
during a period of emergency. Such action, as I have indicated 
above, on the part of the Federal Government may well lead to a 
constitutional crisis between the Provincial Government and the 
Central Government. From the point of view of health administra¬ 
tion itself and the emergent situation which will have to be dealt 
with, an eventuality like this will be most regrettable. The implica¬ 
tion of a federal constitution is that provinces are autonomous within 
the sphere allotted to them. They cannot be treated' as glorified 
municipalities subject to the superior authority of a Central Parlia¬ 
ment elected on issues which have no relevance to those for which 
Provincial Governments are responsible. There are ways in which, 
without impinging upon the principle of provincial autonomy, har¬ 
mony and cooperation between the provinces and the Centre in regard 
to the prevention of the spread of disease can be secured. In any 
case, the existence in India of a number of Indian States in which the 
writ of the Federal Government cannot run until they come into the 
Federation and agree to the executive authority of the Federal Gov¬ 
ernment running in their States is a circumstance to which insuffi¬ 
cient attention has been paid by my colleagues. The main object of 
their desire to invest the Central Government with such over-riding 
powers is to prevent the spread of disease from one unit to another. 
But in the absence of any control over the states, no amount of 
control over the Provincial Governments, however far reaching, can 
achieve this object. Is it intended that the Central Government 
should have power, in the interests of the prevention of disease, to 
issue orders to the Indian States or impose officers of its own on 
them? Can it be said that the danger of the spread of disease from 
states to British Indiun provinces is less real than that of its exten¬ 
sion from one province to another? If not, how is the problem of 
intercommunicable disease solved by giving authority to the Federal 
Government to interfere with the executive authority of the provinces 
which are legally bound to carry out the directions of any legislation 
under the Concurrent List? I cannot help feeling that this aspect 
of the problem has been ignored by my colleagues. Moreover, a 
further question which remains to be considered in this connection 
is that of the personnel which will carry out the orders of the Federal 
Government. We have agreed to the principle that there should be 
no imposition of central officers on the provinces. We have further 
agreed to the principle that the provinces should have their own ser¬ 
vices recruited and controlled by them to carry out health activities 
Is it contemplated that when intervention takes place, the Centre 
will impose its own officials or is it visualised that the provincial offi¬ 
cials will cease to be provincial servants for the time being and be¬ 
come the servant of the Central Government? In the former case 
the Centre will have to keep a reserve of officers who will have no 
specific duties to perform in normal times and who will thus be a. 
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.burden on the tax-payer. In the latter case, provincial officers will 
be in the very difficult position of serving two masters, one in ordi¬ 
nary times and the other in exceptional times. This may affect their 
morale. The conclusion to which I am driven is that there is no 
method whereby under a system of democratic government based on 
the federal principle the activities of federal governments in regafd 
to the execution of policies which the federal legislature can lay down 
under any Concurrent List in the Federation Act can be controlled 
without inviting a breakdown of the Constitution. I am, therefore, 
for these reasons quite unable to agree to the proposal of my col¬ 
leagues in this regard. 

2. I now come to another recommendation to which 1 cannot 
agree. My colleagues urge that the Central Ministry of Health 
should be empowered to meet the obligations assumed by the Cen¬ 
tral Government under the provisions of international treaties. The 
present position in regard to the implementation of international 
.treaties is to be found in section 106 of the Government of India Act 
which I reproduce below: — 

(1) The' Federal Legislature shall not by reason only of the 
entry in the Federal Legislative List relating to the im¬ 
plementing of treaties and agreements with other coun¬ 
tries have power to make any law for any province ex¬ 
cept with the previous consent of the Governor, or for 
a Federated State except with the previous consent of 
the ruler thereof. 

12) So much of any law as is followed only by virtue of any 
such entry as afot«§aid may be repealed by the Federal 
Legislature and may, on the treaty or agreement in 
question, cease to have effect, be repealed as respects 
the province or state by a law of that province or state. 

(3) Nothing in this section applies in relation to any law which 
the Federal Legislature has power to make for a pro¬ 
vince or, as the case may be, a Federated State, by 
virtue of any other entry in the Federal or the Concur¬ 
rent Legislative List as well as by virtue of the said entry. 

It will be seen that section 106 as explained by Mr. Butler in the 
House of Commons refers especially to items in the Federal Legis¬ 
lative List and gives the Federation, power to legislate for the imple¬ 
menting of treaties and agreements with other countries under Item 
3 of the Federal Legislative List. According to this section if the 
Federation is to legislate for the implementing of a convention of the 
type mentioned, it must secure the consent of the units concerned. 
Thus Mr. Butler emphasised in the debate on the Government of 
India Bill on the 27th March 1935 that the arrangement embodied 
in the Section is in accordance not only with commonsense but with 
the precedents and practice of all other Federations, and was envisag¬ 
ed by the framers of the Peace Treaty r wEen they dealt with the 
■question of Labour Conventions’. It is not clear to me exactly what 
my colleagues want. But if it is their intention that the law should 
Le changed so as to give to the Central Legislature power to legislate 
and issue executive directions in regard to the implementation of 
those treaties which require the consent of the provincial units, then 
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I ain bound to state that I differ from them. I think the wise course- 
in implementing international treaties, agreements and conventions 
is to proceed, as Sir 'Samuel Hoare stated in the same debate, “not 
by coercion but by consent and to leave it to public opinion both in. 
the provinces and the Indian States to mobilise itself behind the 
movement for better conditions.” The reason why the framers of 
the Act of 1935 considered the consent of the provinces and the 
States essential is that the services covered by international agree¬ 
ments are often services which come within the activities of the 
units and it is essential that in these cases they should be prepared 
to carry out the agreements. 

3. I have agreed to the appointment of a separate Minister of 
Health at the Centre for the following reasons: — 

(a) Health is a subject of major importance for the country as a- 
whole and a separate Ministry would tend to emphasize this. 

(b) A separate Minister will have no divided loyalties and be free,, 
without having to consider or coordinate the claimB of other nation¬ 
building departments, to press the claims of health, particularly in 
the matter of grants on his colleagues. 

(c) A separate Minister would be useful, in view of the political 
position that he will occupy, in devising methods of coordination and 
cooperation botween the Centre and the provinces. 

(d) A separate portfolio of Health would ensure political supervi¬ 
sion over a Department some activities of which would remain under 
central control and other activities of which would require sympa¬ 
thetic understanding of the difficulties and points of view of the 
provinces. 

(e) A separate political chief is essential, in my opinion, to con¬ 
trol the activities of permanent officials and experts and establish 
liaison between the Department of Health and the public generally. 

But while I agree that there should be a separate Minister of 
Health, I am not happy with the phraseology of Clause (1) of the 
paragraph in which the functions of the Central Ministry of Health 
have been set forth. Clause (1) reads as follows: — 

“To study and plan schemes for health services, preventive 
and curative, for the whole of India; to revise or modify 
such schemes from time to time and to assist and co¬ 
ordinate activities for the expansion and improvement 
of health service in the provinces.” 

The words "study and plan” can be taken to suggest that it will 
be for the Ministry of Health to evolve plans and for the provinces to- 
implement them irrespective of the faot whether they are in agree* 
ment with them or not. If my interpretation of the clause is correct, 
then my colleagues contemplate an extension of the functions of the 
Centre to an extent which would reduce in health matters the auto¬ 
nomy which the provinces enjoy at present. For this reason I would' 
make it clear, in enumerating the functions, that the plans evolved by 
the Centre are only meant for the consideration of the provinces and 
that it will be open to them either to accept or reject them. I would 
accordingly modify the wording of this clause in this manner: 

"To study and plan schemes for the consideration of the pro>- 
vinees of health services, preventive and curative, for the 
whole of India; to revise or modify such schemes from: 
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time to time for their consideration and implementation 
and to assist and coordinate activities for the expan¬ 
sion and improvement of agreed programmes of health 
services in the province.” 

Similarly in Clause (6) which runs as follows:— 

“To collect, tabulate and publish the vital statistics of th> 
various component parts; to undertake a periodica 1 
census at such intervals as may be laid down by law 
to direct the organisation and the carrying out of sLu 
tistieal studies in any part of the country designed i 
throw light on any aspect of the health problem.” 

I would recommend for the latter part of the clause the subs' 
tution of the word “recommend” for the word “direct”. T! ■ 
latter part would thus read: “To recommend the organisation m • 
the carrying out of statistical studies in any part of the cotim 
designed to throw light on any aspect of the health problem.” Tb 
would preserve statistics as a completely provincial subject and t,l 
mark no departure from the principle of the distribution of pow 
as laid down in the Act of 1935. 

4. I have set forth, in a separate memorandum, my views on 
reorganisation of Local Self-Government with particular refer, 
to health activities. This is a question which the provincial < 
emments need to tackle in the interest of the future health adn. 
tration of the country. For upon the efficiency of local bodies 
depend in no small measure the speed with which the health \ ■ 
gramme will be implemented. 

I may indicate that I am in general agreement with the j, n ■ ., 
pies which underlie the Madras Public Health Act, and I 
welcome the adoption of its general principle by other governm 
Local Self-Government has suffered in efficiency because 
other reasons (a) local bodies have not been supplied with ad' i »■ 
funds by the provincial Governments, (b) the method " h, 

solving them and ordering fresh elections when thingB are not i 


well with them has not been resorted to, reliance having been , . t 
upon the superseding powers of Government, (c) the chairmM . < 
not been independent of the board and (d) the services h > > 

adequate security of tenure and no standardised emolum<-m ■ I 
have suggested in a separate note, that (1) the chairman sh> , .j 
directly elected and have powers independent of the board, r: * <t 
his position should correspond with that of a mayor, (3) n ’ >r 
executive administrative control technical supervision sho. I . oe 
substituted, (4) that there should be a Local Self-Gov.' e nt 
Board to advise the Ministry of Looal Self-Government ii rd 
to all grants in aid to the local bodies, (5) and that the ,es 

should be recruited by the boards on the advice of Local t i < >v- 
ernment Public Service Commissions and (6) and that tb. lid 

have the right of appeal to this body in cases of censure or .!• > tal. 

But while these proposals provide ft solution of the j.v. in 
areas where the intensive scheme for health develop men! - ■ •> we 

recommend is not operative, separate treatment of units the 

experiment of health service is being fried on lines recom i by 

us is necessary in the interests of planning. For these my 

colleagues suggest that district health boards—rural ami 1 m—- 
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should be appointed on which the local authorities can be given re¬ 
presentation. Once elected, these health boards will be, more or 
less, independent of the local bodies in the district. The local 
bodies will be bound, however, to contribute a fixed proportion of 
their revenues to them. The difficulty that I foresee in this plan ia 
that as District Health Boards, once they are constituted, will not 
be answerable to local bodies, the latter wifi have no direct incentive 
to improve their financial position by levying cesses to the extent 
that the capacity of the population in their areas can bear. I 
would, therefore, make the District Health Boards accountable to 
the local bodies by requiring that (a) they should keep them inform¬ 
ed of their activities and the manner in which funds allotted to them 
are being used, the Local Bodies having the power of considering 
and passing resolutions on the annual report, the annual accounts 
and the policies adopted by the District Health Boards in the year, 
(b) by giving to local and municipal authorities power to make re¬ 
commendations to them for the carrying out of the health pro¬ 
gramme or alterations in their bye-laws etc. and (c) by requiring 
that the term of office of the members of the District Health 
Boards a substantial majority of whom shall be members of Local 
Bodies, shall not exceed a maximum period of two years, it being 
open to them to be re-elected. It may be desirable in these areas 
to recruit on a provincial basis certain of the more important posts 
but it is my emphatic view that recruitment to the other compara¬ 
tively minor posts should be left in the hands of District Health 
Boards and that for this purpose there should be available to them 
the advice of a Public Service Commission for Local Self-Govern¬ 
ment. 

The sisje of the central secretariat on which my colleagues lay 
stress will depend, of course, I take it, upon the extent to which 
our proposals bqth in regard to the Centre and the provinces are to 
be implemented. I have no doubt that our recommendations are 
not intended to make the administration top heavy. I say this in 
order that there may be no misunderstanding as regards the reasons 
which have influenced me in agreeing to the remodelling of the 
secretariat on the lines suggested by us. 

I should also like to say that, in my opinion, the question of the 
salaries to be paid to the members of the health services, both 
superior and inferior, is one which cannot be isolated from that of 
scales of pay generally agreed to by the country in regard to other 
professional, technical and even administrative services. It is my 
considered view that the present scales of pay are too high for 
a country with the national income of India, This question of 
salaries should be considered by a separate committee which can 
deal with this problem from a coordinated point of view. 

I may also say that I would prefer the medical benefits under 
the Health Insurance Scheme, if any such scheme is eventually 
decided upon, to be administered by the Health Department until 
such time as this country comes to possess a proper Ministry of 
Social Security. My reason for this recommendation is that the 
problem of administering Health Insurance on a coordinated basis 
may be easier if Ministers both in the Centre and in the provinces 
are made responsible for both medical benefits and cash benefits. On 
this point I confess that the arguments are evenly balanced and it 
is, therefore, only in a tentative way that I make this suggestion. I 
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would suggest a separate departmental head for the administration 
of cash benefits. He will be under the control of the Ministry of 
Health. So will the head of the medical benefit section too be under 
the Health Minister. The two will be able to work in greater co¬ 
operation if they have to serve one head. 

Minute on Local Self-Government by the Hon’ble Mr. P. N. S&pru 

Part I 

A question to which my colleagues have devoted some attention 
is that of the relationship of health authorities at the provincial 
centre to Local Bodies. Shortly put, their view is that the interests 
of planning require the replacement of the existing local authority, 
or authorities, in demonstration areas by a new type of organisation 
capable of creating and maintaining uniform health services through¬ 
out the area or areas. In regard to the remaining parts of each 
province, their main recommendation is that measures on the lines 
taken in the Province of Madras by the Public Health Act of 1939 
may be adopted for raising existing standards of health administra¬ 
tion to a reasonable level of efficiency. 

My point of view is somewhat different from that of my colleagues 
and I, therefore, consider it necessary to set it forth as briefly as I 
can. Hasty condemnation of Local Bodies) v urban and rural, is easy 
but in passing a considered verdict on them, it must not be forgotten 
that their grants and resources are grossly inadequate and even with 
the best of will, they are not in a position to carry through big re¬ 
forms. The general poverty of the country is reflected in their 
revenues and public health has, in the past, been looked upon as the 
cindrella of provincial departments. It is not claimed that the 
administration of Local Bodies is ideal; but it must be remembered 
that they have limited resources, that provincial Governments them¬ 
selves have not helped them to the extent that they should have with 
financial assistance, that the only remedy which Provincial Govern¬ 
ments have employed in improving the tone of incompetent Local 
Bodies is supersession and that they have done little to stimulate 
the growth of public opinion on Local Self-Government by resorting 
to dissolution for purposes of focussing attention on local mal¬ 
administration. It is proposed to confine this note to a few sugges¬ 
tions which would make Local Bodies more efficient and remove, 
without taking away any of the powers which they possess, some of 
the defects in their working. It is also proposed to consider some 
methods whereby even in the demonstration areas planning can be 
reconciled with the autonomy of a new type of local body suited to 
•promote the creation and maintenance of a uniform health service 
throughout the area. 

Control over Local Bodies is exercised, at all events, in the United 
Provinces with which I am most familiar, through Commissioners 
who have a good deal of revenue work. As an alternative to the 
■present system, I advocate that control over Local Bodies should be 
vested in the Ministry of Local Self-Government who should be 
advised for this purpose bv a Local Self-Government Board. The 
Chairman of the Board should be the Minister of Local Self-Gov- 
smment. Its Members should include (a) a certain number of 
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ministers, or their deputies, dealing with such portfolios as Educa¬ 
tion, Public Health, Labour, Social Security, Communications and 
industries; (b) Elected representatives of Municipal and District 
Boards and the Chairmen of these boards; (c) Elected representatives 
of Medical and Engineering professions, and of Universities, Cham¬ 
bers of Commerce and Trade Unions as well as (d) a certain number 
of public men nominated by the Minister of Local Self-Government 
to represent interests or communities which have been unable to 
obtain representation through (b) and (c). The Board should be 
required to elect a Standing Committee, predominantly non-official in 
nature, which should be available to the Ministry for advice from 
time to time. 

The primary functions of the Board will be (a) to evolve co¬ 
ordinated policies for Local Self-Government Bodies in regard to the 
functions entrusted to them; (b) to advise the Ministry on matters 
referred to it; (c) to pass resolutions of a recommendatory nature for 
the consideration of the Ministry and Local Bodies for promoting 
Local Self-Government; and (d) to advise the Ministry in regard to 
the distribution of provincial grants for the various purposes falling 
under the purview of Local authorities. 

The conditions upon which grants are to be given should be 
specifically laid down and the amount of the grant should vary with 
the extent of co-operation shown by an individual Board with the 
policy laid down by the Provincial Ministry after consultation with 
the Local Self-Government Board or its Standing Committee. It 
should be open to the Ministry to give no grant to a Board where it 
finds that it has not been co-operating with the policy enunciated by 
it. 

The various heads of departments would, under the scheme 
contemplated, be the principal administrative officers for supervising 
and inspecting the local authorities. The staff of these departments 
would need to be increased. Commissioners or their agents, the 
district officers, would cease to exercise control over Local Bodies. 
The Local Self-Government Board to be constituted under the scheme 
outlined by me, should have a Secretary whose status and emolu¬ 
ments should correspond with those of Secretaries in other depart¬ 
ments of Government. The accounts of Local Bodies should be 
subject to audit by auditors appointed by Government. Local 
Bodies should be required to submit their requirements for grants to 
the Provincial Governments who would, in distributing them after 
taking into consideration the advice of the Local Government Board 
or its Standing Committee, bear the following principles in mind: — 

(a) the willingness, as disclosed by the system of local rates, of 
a local body to levy taxation in proportion to the capacity of the 
various classes of rate payers; 

(b) the schemes, and their practicability, which the Local Body 
in question has in mind; 

(c) the efficiency of the services it provides; 

(d) the treatment it metes out to its public servants; 

( e) the zeal, if any, it has shown in promoting the welfare of the 
poorer sections of the population and 

(f) the needs of the area under the Local Body and the order in 
which they should be taken up. 
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The Provincial Government should further keep a staff of experts- 
in town planning, sanitary engineering, industrial health and labour 
welfare activities and such other activities as may be regarded use¬ 
ful. The advice of this staff should be available to Local authorities 
for schemes initiated by them. 

Local Bodies should be subject to periodical inspection, on behalf 
of the Minister of Local Self-Government by administrative heads 
and by officers specially appointed for the purpose. Their reports 
should be available to the Local Self-Government Board when it is 
called upon to discharge its function of advising on grants. The 
reports should be published, where possible, and the Secretary 
should be responsible for an annual review of Local Self-Government 
administration. The Director of Public Health should have the 
powers in relation to health matters envisaged for him in the Madras 
Public Health Act of 1939. 

The system outlined above would ensure (a) more regular as also 
expert inspection of boards (b) greater control over them by the 
provincial Government through a system of grants-in-aid and (c) ; 
popular plus expert control. The local self-government board would, 
it is claimed, make planning workable with popular control. It would 
not impair the responsibility of the Minister-in-Charge as it would 
be an advisory body of high status. 

Part II 

One of the defects from which Municipal administration at the 
moment suffers is the position of the Chairman. In my opinion it 
is essential, for the smooth functioning of local administration to. 
secure for the Chairmen of Local Bodies independence of tenure. 
The Chairman in a bigger Municipality, that is, in a town of over- 
80,000 population, should have the status of a mayor, should be 
called by that name and should have a high place in the warrant of 
precedence. In my opinion, the time has arrived when the mayors 
of presidency towns should be given the status of ‘Lord Mayors’ and 
have a place in the warrant of precedence equal to that of a member.- 
of the Upper House of the Central Legislature. I may mention that 
the Mayors of Sydney and Melbourne in Australia are called ‘Bight 
Honourable’. The Mayors and Chairmen should be elected directly 
by the people of the local area concerned. As they will be directly 
elected by the people, they will not be affected by any adverse vote- 
of non-confidence. They should have the right, where a Board ia- 
obstructive, of advising Government to dissolve it and hold fresh, 
elections. These suggestions have been made with the object of 
securing a good class of person for the Mayoralties and Chairman¬ 
ships of the larger Municipalities. 

Where there is a persistent conflict between a local authority and' 
its Chairman, the Minister,• on the advice of the Standing Committee 
of the Local-Self Government Board and in urgent cases without, 
should order fresh elections either—(a) of the Local Body or (b) of 
the Chairman, or (c) of both, as the case may be. 

The servants of the Local Body should be answerable to the Chair¬ 
man or the Mayor and take orders- from him. The normal method of 
dealing with a Board, which is proving obstructive or inefficient, 
should be not supersession but a fresh general election. Those 
reforms should help the formation of healthy civic opinion on matters. 
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of importance and interest to the people of the town or area con¬ 
cerned. 

Provincialisation of services at present controlled and recruited 
by local authorities will, I apprehend, be unpopular. In fact, I 
would have no provincialised services in the looal bodies. Further, 
provincialisation is likely to lead to friction between these bodies and 
the public servants who have to work under them. The desire of 
the services for security of tenure is understandable, and it is true 
that insecurity leads to a lowering of standards and falling off in the 
quality of recruitment. But there are other ways of securing this 
end and, in my opinion, we should carry the maximum number of 
people with us in the reforms we suggest in local administration. 
The scheme which I suggest for the future recruitment of_all Muni¬ 
cipal and District Board services is as follows: — 

(1) A Local Self-Government Public Service Commission should 
be constituted by an Act of the Provincial Legislature in each pro¬ 
vince. 

(2) It should normally consist of a Chairman nominated by tne 
Ministry of Local Self-Government and of two or more members 
appointed by the Minister of Local Self-Government. All matters 
relating to the health services under Local Bodies, including their 
recruitment, conditions of service and disciplinary control should be 
referred to this Commission and its advice should, normally, be 
followed by the Ministry of Local Self-Government. It should be 
open to the Commission to divide itself into sub-committees for the 
purposes of selection of officers. 

(3) All appointments including those of sanitary inspectors should 
be made by local bodies on the recommendation of the Local Self- 
Government Public Service Commission. When the Commission or a 
sub-committee of it is making a recommendation for appointment to 
a particular local body, it should coopt a Member of that Board for 
•the purposes of advising it. This coopted member will, for the pur¬ 
poses of that sub-committee, have equal rights with other members 
•of the sub-committee. 

(4) The Local Self-Government Public Service Commission, 
■constituted as indicated above, should be required to send three names 
in order of preference. It should be open to the Local Body to 
select any one of the three names suggested by it. 

(5) If a local authority is dissatisfied with the names selected, it 
should have the power to refer back the nominations to the Appoint¬ 
ment Committee, but if the latter adheres to its previous view, the 
Local Body will have to select but of the panel suggested by the 
Appointment Committee. 

(6) Where possible, the principle of competitive examinations 
should be preferred. Where competitive examinations have been 
instituted, appointments will go by merit as determined by the 
examination and interview results. The examination should include 
a viva-voce test. 

(7) The appointing authority, under the scheme, will thus be the 
local authority. It will appoint and control the services subject to 
the reservations and qualifications stated above. 

(8) The local authority should have the right of transferring, 
•censuring, demoting and dismissing its servants in such manner as 
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may be prescribed by the Acts laying down the procedure for this 
purpose. It is contemplated that the procedure should provide for a 
Committee of Inquiry before action is taken, or emergency action 
taken by the Chairman, or Mayor, is confirmed. 

(9) Officers affected by the order of a local body should have the 
right of appeal to the Local Self-Government Public Service Com¬ 
mission, whose decision on this point should be final. 

(10) Two or more Local Bodiesripay, by mutual agrednent, evolve 
a machinery for the transfer of officers serving in ohe authority to 
another and vice-versa. These mutual arrangements will enable 
officers of Boards to have experience of more than ohe Board. There 
is no reason why these mutual arrangements should not exist between, 
bodies responsible for urban .and rural areas. 

(11) Scales of pay and conditions of service should be laid down 
by the Local Self-Government Board after consultation with the local 
authorities. The procedure for such consultation should be laid down 
in the Act. 

(12) Clerical jobs may also be filled by the Local Self-Govern¬ 
ment Public Service Commission, if the Local Body so desires 

(13) Posts of Chaprasies, Jamadars, etc., may continue to , be 
filled by the local bodies, but they should be statutorily requires to. 
have special Selection Committees for this purpose. 

Part III 

Ih dealing with the question of the type of local authority needed 
for areas in which intensive work will be concentrated in the short 
period programme, my colleagues stress that it will be desirable to 
replace the existing local authority or authorities in these areas by 
a separate organization capable of creating and maintaining a uni* 
form ‘health service throughout the area’. They, therefore, recom¬ 
mend the establishment of District Health Boards on which local 
authorities in areas, rural as well as urban, can be given representa¬ 
tion. The areas in which experimental work will be done include the 
province of Delhi, in the case of which my colleagues recommend 
that a Provincial Health Board should replace existing local autho¬ 
rities responsible for health administration in their respective areaB. 
The chunge recommended by^bein in the system of local adminis¬ 
tration, so far as health is concerned, is thus of a far-reaching 
nature, likely to affect the whole basis upon which Local Self-Gov¬ 
ernment is founded in this country. ‘In the case of a city like Delhi, 
where a demonstration centre is intended to be' created,’ health 
activities administered by various Local Bodies will be merged into, 
a province-wide authority. The reason for this suggested over¬ 
haul is that the separate functioning of one rural and two urban 
health authorities will militate against the development of an efficient 
and integrated health service. It is essential, so it is urged, to have 
an organisation which can exercise supervision and guidance over 
the growth of health administration in the peripheral units even as 
far back as the villages. The effect of these proposals will be to dis¬ 
integrate Local Self-Governing institutions in the Delhi Province and 
other administrative areas where the short-term programme will be 
tried in an intensive form. T cannot, help feeling that- the proposals 
are not likelv to meet with popular support. They, would deprive 
Delhi City in particular of an opportunity tc develop a first class 
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municipal corporation round which would help the growth of the 
civic life of the City. 

The setting up of Provincial Health Boards in the case of Delhi 
Province and of District Health Boards in the case of other adminis¬ 
trative areas would lead to the inevitable establishment of similar 
Boards for Communications, Education and Water-supplies. Such 
Boards would function, more or less, independently of any city or 
district organization which can view the problems of health, educa¬ 
tion, communications, water supply and housing in a connected or 
•correlated maimer. Men of position interested in civic life would have 
less incentive Ed offer themselves for elections to these boards as their 
status is certain to be less than that of municipal or district board 
•which deal with ail aspects of a city’s lifo. It is, in my opinion, 
therefore, essential that in the name of planning, which admittedly 
necessitates some centralization, an experiment should not be tried 
•which would strike at the very foundations of Local Self-Govern¬ 
ment. Assuming that it is desirable to merge Local Bodies into a 
province-wide authority as in the case of Delhi, or a district autho¬ 
rity as in the case of other demonstration areas, it is essential to 
secure that the local authority so set up shall, while empowered to 
split itself up into separate committees or boards for the more con¬ 
venient transaction of business, have the ultimate control over the 
activities of Boards or Committees dealing with the special subjects 
with which they are charged. Confining myself to the Delhi Province 
for the moment, I would create an autonomous corporation with a 
Chairman elected directly by the people dealing with all activities 
'for which either Municipal or District Boards in the province are 
responsible. This province-wide Board shall be the supreme govern¬ 
ing body for the area concerned and shall have the power to review 
the acts of the Committees set up by it. It may delegate such of 
its functions as it chooses to Standing Health Committees or other 
similar bodies but it and it alone shall, on their recommendation, 
make bye-laws, consider and cancel them, levy local taxation, consi¬ 
der and pass resolutions on the Annual Report, the Annual Accounts 
and the financial estimates, which shall be submitted to it for 
approval by its Chairman. In other words, the power of passing the 
Budget and sanctioning expenditure in accordance with certain 
principles laid down in the Act. constituting the Corporation shall 
reside exclusively in tho Corporation, save and except in so far as it 
may have delegated certain powers to a Committee or Board elected 
Tiy-and responsible to it. 

Under the proposal adumbrated above, urban and rural authorities 
have been merged into one. This has been done to ensure co¬ 
ordination. This new type of Council shall, however, continue to 
he elected by territorial constituencies plus where necessary some 
Bpecial representation for certain interests such bb the medical profes¬ 
sion. Standing Committees or Boards constituted by the Local 
Self-Governing authority shall be definitely subordinate to it. They 
shall have no power independent of the District Council which is the 
name by which I suggest this type of Local Self-Governing authority 
should be known. I may state that I am in favour of the Act 
prescribing the constitution of the Provincial Council in the Delhi 
Province and the District Council in other provinces laving down 
that the Health Department shall exercise, broadly speaking, the 
amount ofi control which the Health Department in Madras possesses 
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over local authorities under the Public Health Act of 1939. Regard¬ 
ing the mode of appointment of Health Officers and other health staff/ 
including sanitary inspectors, my preference is for a scheme which 
lays down minimum standards in the matter of qualifications, 
etc., but which leaves actual selection to the District Councils con¬ 
cerned from a panel suggested by an Appointments Board or Boards 
on which a Local Self-Government Public Service Commission to be 
created in accordance with mv recommendations on local-self govern¬ 
ment and the Council itself are both represented. Officers so 
appointed should be directly responsible to the Chairman for day-to- 
day administration. The power of the boards to censure, suspend or 
dismiss their officers should be subject to appeal to, and review by, 
the Local Self-Government Public Service Commission, whose 
decision should be final. It is claimed for this scheme that while 
it does not impinge upon the autonomy of Local Bodies, it at the 
same time ensures fair treatment for the officers serving under them. 
Further merits of the scheme which I have put forward are that (a) 
it ensures that local cesses shall be levied by a body competent to 
take all the needs of a city or District into consideration; (b) it does 
not diminish the measure of self-government enjoyed by Local Bodies 
at the present moment; (c) it makes for their smooth working, by 
giving to them a Chairman directly elected by the people and 
possessed of sufficient authority to make his impression felt upon the 
administration of the city, as a whole, and (d) it makes no breaches 
in the essential principles upon which these Bodies have been func¬ 
tioning for almost two generations. What it proposes to do is to 
adapt the existing system of separate Local Bodies for urban and 
rural areas by one oentral District Council so that it may effectively 
carry out the health programme outlined by the Committee. The 
Chairman of the Provincial Council in the case of Delhi Province and 
District Councils in other demonstration areas shall, of course, be 
elected directly by the people. 
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Introduction 

1. Our specific recommendations for the future in connection with- 
professional education are designedly limited in their scope. They 
only aim at a detailed depiction of the development we suggest aa 
a short-term policy covering a space of 10 years. In dealing with 
the period beyond this initial stage, it would be unwise to indulge 
in any detail or to do more than indicate in the broadest outline the 
general lines of further advance. If the foundation is well and truly 
laid during the first 10 years on the lines suggested by us, we feel 
that subsequent progress will be possible at a greatly accelerated 
pace. Modifications, which experience or altered circumstances may 
dictate, can be made without any serious retracing of the initial 
steps. Our main objective during this period must be the provision 
of adequate staff suitably trained to enable the plan of health work 
which we envisage to be developed as early as circumstances permit. 
Progress towards our eventual goal depends on the fulfilment of this 
requirement and it must therefore be conceded the highest priority 
in our programme. We shall deal with professional education under 
the following two heads: 

A. Certain general questions germane to the subject of pro¬ 

fessional education which call for preliminary notice 
and 

B. Our specific proposals in respect of education for the follow¬ 

ing types of health personnel: 

(1) Medical Education; 

(2) training in Dentistry; 

(3) training in Pharmacology; 

(4) training of certain types of Public Health Personnel; 

(5) training of Nurses and Midwives; 

(6) training of Hospital Social Workers, and, 

(7) training of Technicians. 

A. CERTAIN GENERAL QUESTIONS FOR PRELIMINARY 

CONSIDERATIONS 

(1) Doctors 

(a) The Target in regard to the Number of Personnel 

2. It has been pointed out that there are approximately 47,400 
doctors available in the whole of British India. The inference, 
however, cannot be drawn from this figure that taking the total 
population into account, one doctor is available for about 6,400 of 
the population. We are faced with the obvious fact that large 
numbers of doctors congregate in the cities and larger towns, while 
great tracts of the countryside are left unserved by any medical 
men qualified in the scientific system of medicine. There are 
undoubtedly a certain number of persons practising the indigenous 
system in these rural areas with varying degrees of efficiency. But' 
confining ourselves to the system with which alone we propose to- 
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.deal in this report, we oan say quite definitely that the propor¬ 
tion of doctors to the rural population is generally such as to 
resrJ* in an almost total denial of effective medical aid to the 
.people. We have calculated that the fulfilment of our long term 
.policy will demand something like 250,000 doctors. We are, however, 
here concerned only with the next 10 years and at the end of this 
period, we consider that the 47,400 doctors available today will, 
if our proposals are carried out, be increased by about 22,000 while 
:the number required for the implementation of the short-term 
programme is about 29,300. This increase will pf course be subject to 
-the wastage during this period. Even so, the number of doctors 
.available for public service will be well in excess of the number 
required for our scheme during the short-term. The problem is, 
however, essentially one of distributing them over the rural areas 
where they are at present few in numbers. Their proper distribution 
do meet the requirements of the general population of this country 
can, we believe, only be ensured through a paid Government service 
which will secure the effective provision of doctors where they are 
•most needed. This we have already pointed out. 

8. If our recommendations are accepted and given effect to imme¬ 
diately, then at the end of the first ten years, the medical teaching 
institutions in the country should be capable of an annual output of 
'4,000 to 4,500 doctors as compared with less than half that number 
df graduates and licentiates combined produced each year at present. 
This may riot be considered a very striking advance. Nevertheless, 
it is substantial and the early years must necessarily be a period 
of limited growth during which initial impediments, which we will 
refer to later, have to be overcome and the conditions for more 
rapid progress created. We feel confident, however, that at the 
end of the first 10 years, it will become possible to increase consi¬ 
derably the momentum of the advance if the driving force behind 
'It is not allowed to flag. 

4b) Factors impeding speedy expansion of Medical Education 

4. In any scheme for the expansion of medical education, the most 
important consideration is the provision of teaching staff possessing 
proper qualifications and the necessary aptitude for the work. Wai 
conditions have rendered it impossible or at least extremely difficult 
for members of the medical profession in India to visit foreign 
countries within the last six years to acquire such additional quali¬ 
fications as would make them suitable for appointment as teachers 
in medical colleges. This would not have been a serious handicap 
if the authorities concerned had realised adequately their responsi¬ 
bility for the development of post-graduate medical education. No 
steps worth mentioning have been taken, however, to create a proper 
postgraduate council of medical education at any of the large teach¬ 
ing centres and both the Universities and the Government must 
share the responsibility for this failure. The problem of providing 
an adequate number of qualified teachers for the medical colleges, 
visualised in our proposals, is a serious one. There are, however, 
ways in which it should be possible to overcome or at east reduce 
the difficulties which confront us. 

5. We have referred elsewhere to the All-India Medical Institute 
which, if it is brought into existence, will not onlv provide a centre 
for the training of medical teachers but will combine the provision 
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of the most up-to-date hospital facilities for the education of medical 
graduates and opportunities for comprehensive research without which 
teaching and training must fail in their object. When this centre 
is fully developed, it will, we hope, provide a steady, if limited, 
stream of teaching personnel of the highest quality for the various 
medical colleges in the country, But before this restricted source 
of supply can be drawn upon, some considerable time must elapse 
-and in the meantime the Medical Colleges cannot wait with closed, 
doors for the teachers they need. 

6. It may be possible to obtain a few from outside the country on 
short-term contracts, but it is extremely doubtful if this is likely to 
prove a fruitful source of supply. The conditions created by the war 
have seriously depleted the teaching personnel of medical colleges in 
Great Britain and the same is probably true of the United States of 
America. It would appear that the demand for both full-time andii 
part-time teachers in medical colleges in the United Kingdom will 
be stepped up and as the Goodenough Committee has itself envisaged, 
there may not be enough to meet even British requirements for 
sometime to come. 

7. We do not consider it desirable to recruit persons merely because 
of their academic attainments if they do not possess teaching expe¬ 
rience and the general qualifications necessary for the higher grades- 
of professional staff, i.e., research work, specialist qualifications and 
teaching ability. If, however, it is possible under present conditions 
to obtain the services of such men from abroad, they should be 
recruited on short-term contracts to fill a gap which we must ensure 
is only temporary. It should be the definite endeavour of the State 
to provide all facilities for selected medical men trained in India to 
acquire such qualifications as are necessary to enable them to supply 
the bulk of the ordinary teaching staff of the medical institutions in 
this country. For this purpose, we would suggest that suitable 
persons with good qualifications should be sent abroad for periods- 
ranging from fi months to 2 years to some of the leading medical 
schools in Great Britain or America to equip themselves especially 
to fill teaching posts. It should be possible to find people of the 
requisite calibre and qualifications in the country today and in 
attempting to do so, regard should be had to the Indian officers 
serving at present in the Army who must by now have accumulated 
a rich store of experience in many branches of medicine. It seems 
desirable that, if such persons are selected, they should have early 
priorities guaranteed them when the question of demobilisation is 
taken up to enable them to undergo abroad short courses of training 
ns teachers. We are of opinion that, as soon as possible, an 
endeavour should be made to send about 200 selected members of 
the medical profession in India from the various provinces to 
countries abroad to acquire a knowledge of the methods of teaching 
and up-to-date experience in their respective subjects on condition 
that thev bind themselves on return to serve in the medical teach¬ 
ing institutions of the country. Tn particular, we would welcome 
such arrangements heins? made in the following branches of study. 
Anatomy, Physiology, Bio-chemistrv, Pathology, Bacteriology and’ 
Pharmacology. 

8. The facilities for postgraduate training and for research work 
in foreign universities, which can be made available to our medical 
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graduates in the coming years, will naturally be limited. It is there¬ 
fore essential that, in the interests of the country, such opportunities 
should be made use of to the fullest possible extent. The Central 
and Provincial Governments will naturally employ the official repre¬ 
sentatives of the former in London and Washington for the proper 
‘placing’ of their own scholars. It is desirable that those medical 
men who seek, independently of financial help from Government 
funds, similar opportunities for advanced training in those countries 
should have clear ideas as to the courses of Btudy they desire to 
pursue add the institution in which they desire to prosecute them, 
and should have secured guarantees of admission tp the latter before 
leaving India. We feel that in this way the limited facilities avail¬ 
able for training abroad will be utilised to the best advantage of 
India. We have been informed that, in the past, many graduates 
from this country used to arrive in Great Britain with no definite 
plan of work and drift from one institution to another collecting a 
mass of diffuse knowledge, with little practical relation to their future 
activities in India. Our proposal is intended to minimise the' 
occurrence of such cases. 

9. We hold the view that, ordinarily, no one should be appointed 
head of ar department of study in any branch of medicine who doea 
not possess a high post-graduate qualification, some recognized 
research work to his credit and has not also had opportunities of 
visiting foreign Universities for a minimum period of six months. 

10. In this connection, we would invite the attention of those con¬ 
cerned to the desirability of laying down carefully considered 
minimum qualifications for the various grades of teachers. Such 
minimum standards obtain in some of tho Indian Universities and 
it should be the rule that no one Bhould be appointed as a teacher 
who does not fulfil these minimum requirements. 

11. As a general policy we would suggest that the younger men 
should be encouraged in increasing numbers to acquire post-graduate 
qualifications in this country and that it should be made possible for 
the best of these, at a later stage, to round off their medical education 
by visits to foreign countries for periods of from 6 months to on# 
year. 

(c) The Type of Doctor lor the Tuture 

12. We have given serious consideration to a suggestion that in the 
conditions now prevailing in the country, there is room both for the 
fully trained doctor and a less elaborately trained type of medical 
man whoso main recommendation would be that he could be pro¬ 
duced in larger numbers. 

13. The great lack of doctors leaves the bulk of the population of 
the country without medical service of any sort and it is contended 
that the insistent need, therefore, is to increase the supply of medical 
men. In these circumstances, it is argued that a less elaborately 
trained doctor is better than no dootor at all and that such a doctor, 
though he may not be able to supply the same service as a more 
fully trained medical practitioner, can still make a valuable con¬ 
tribution to the health of the community in general and supply 
some measure of medical help to the individual who, but for his 
aid, would be entirely without medical attention at the hands of 
exponents of the system of modern scientific medicine. 
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14. The “Feldsher” type of doctor has proved a valuable part of 
the medical organisation in Russia and there appears to be no reason 
why he should not fulfil an equally effective purpose in this country. 
This is obviously a point of view which demands most careful consi¬ 
deration. It cannot be ignored or overridden by an ex iathedra 
pronouncement. 

15. We have given considerable thought to the question and the 
conclusion which the very large majority of our members has arrived 
at is that, on the whole, having regard to the limited resources 
available for the training of doctors, it would be to the greater ulti¬ 
mate benefit of the country if those resources were concentrated 
on the production of only one and that the most highly trained type 
of doctor, which we have termed the “basic” doctor. We have 
made detailed recommendations, later in this chapter, regarding hiB 
training. 

16. The following are some of the considerations which have influ¬ 
enced this conclusion: — 

(a) No, one, it is believed, would suggest that the expedient of 
having a corps of less completely trained medical men should be 
resorted to if fully trained doctors were available in requisite num¬ 
bers. It must, therefore, be assumed that such an expedient is 
proposed as a temporary device and not as a permanent feature of 
the medical organisation of the country. Its value, even as an 
interim expedient, is open to varying assessments. 

Clearly, if tho argument of numbers is the decisive consideration, 
then its validity must vary inversely with the standard of the train¬ 
ing given. The lesser the training and hence the more rapid the 
production of such a doctor, the stronger would of course be the 
argument in support of such a plan. Whatever may be the inten¬ 
tions of the exponents of the view that there should be two grades 
of doctors, there will always be the temptation to increase numbers 
by lowering the standard of training. Such a tendency might well 
lead to deplorable consequences. On the other hand, if the shorter 
training is to extend to four years or slightly less as compared with 
the 5 years for the “basic” doctor we contemplate, the advantage 
to he derived from larger numbers may be so attenuated as to be 
hardly worth achieving. 

(b) Our “basic” doctor’s training includes, as an inseparable 
component, education in the community and preventive aspects of 
medicine. A hastily manufactured doctor is not likely to be able to 
find time for effective training in these departments of health acti¬ 
vity which we all consider of vital importance. It is open to 
question whether the ultimate benefit to the wider and more funda¬ 
mental interests of the community derived from a smaller number 
of better trained doctors, adequately fitted to fulfil the comprehen¬ 
sive role we are laying down for them, will not be greater than that 
resulting from a larger number of doctors who, by their inadequate 
training, would be unfitted or at least far less fitted for the wider 
■duties which the doctor of the future must be capable of discharging. 

(c) With the limited training facilities at our disposal, which 
are not susceptible of immediate expansion on any very substantial 
scale, the diversion of a medical educational institution from the 
task of producing fully trained doctors to one of producing a type 
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of personnel with inferior training is to be deprecated, for. it must 
inevitably postpone fulfilment of the ultimate aim which may be 
defined as a complete health service for the community at the hand* 
of a fully trained and competent staff. 

(d) A doctor with the ‘basic’ training proposed by us, supported 
by adequate and efficient technicians and other ancillary personnel, 
is capable of extending his sphere of public utility to an extent 
which would be quite beyond the capacity of an imperfectly trained 
doctor and this fact may largely discount the argument of numbers, 
on which the advocates of the view that any kind of doctor is 
better than none rely. We therefore consider that the limited 
funds likely to be available will be much more advantageously 
utilised in training larger numbers of essential ancillary personnel, 
without whom a doctor’s sphere of utility must be strictly circums¬ 
cribed, than on merely producing larger numbers of a less effective 
type of medical man than the ‘basic’ doctor. 

(e) An imperfectly trained doctor is likely to forget his limita¬ 
tions and to attempt medical ministrations beyond his capacity to 
the possible detriment of the public. 

(f) The production of two types or grades of doctors is to be 
deprecated on general grounds. The doctor with a lower status tends 
to develop an inferiority complex and a chronic discontent which 
cannot but bo inimical to good work. 

(g) We have had overwhelming evidence in favour of having only 
one grade of doctor—the highest, 

(h) The licentiate class has done yeomen service to the country but 
the Associations of Licentiates have been unanimous in the view 
that this cluss of dootor should not be perpetuated. 

(i) The acceptance of this view by two Provincial Governments 
when Congress Ministries were in power and the movement towards 
it by others seems to indicate that there is a powerful volume of 
practical administrative experience against the alternative which has 
been fully tried out. 

(j) This view, which we have aooepted, is not based on purely per¬ 
sonal grounds. It takes into account the effect referred to above, 
which cannot but be reflected in a doctor’s work if he is dissatisfied 
with the conditions under which he has to carry on his professional 
duties, with the status of comparative inferiority which he must 
inevitably occupy as compared with the medical graduate, and if he 
is constantly labouring under a real or fancied sense of grievance. 

17. While, therefore, we feel that the dissenting view held by six 
of us merits every consideration, the rest of us are of the opinion 
that the balance of advantage lies indubitably with the conclusion 
that taking the longer view, it is in the best interests of the com¬ 
munity that the available facilities should be concentrated on the 
production of one type of doctor with the basic education we are 
reoommending. We attach the minute of dissent on this question 
signed by those of our colleagues who do not agree with the view of 
the majority. We venture to think that there is really no funda¬ 
mental disagreement between the views of the majority and those 
of the dissenting members. The majority contemplate that it will 
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be ten years before the training of licentiates can be; completely dis¬ 
continued, while the minority, who also agree that such discontinu¬ 
ance is desirable, merely suggest that a longer period should elapse 
before the licentiate class ceases to be produced. 

Two other notes on this subject are also appended at the end of 
this section. 

(d) Portal of Entry into the Medical Profession 

18. At present the portal of entry to the medical profession is either 
through the University or through Examining Boards which control 
piedical education. We have just recorded the conclusion that 
there should be only one type of doctor for the future and that he 
should receive the highest type of training. We consider therefore 
that there should, hereafter, be a single portal of entry to the 
medical profession and that portal should be the Universities. We 
are confirmed in this view by the reasons advanced by the Inter- 
Departmental Committee on Medical Education in Great Britain 
in support of university medical education. This is what the Com¬ 
mittee has to say on this subject: — 

‘We recommend that in future only medical schools that are 
integral parts of Universities should undertake the 
training of undergraduate medical students. To agree 
to the training of medical students in institutions which 
are not parts of Universities, is to support the belief 
that doctors can be produced in intellectual circum¬ 
stances that are not the best that the community pro¬ 
vides. We cannot accept such a belief. Medicine is a 
branch of human thought and activity that demands 
and provides opportunities for the fullest development 
of humanistic and scientific talents. It is a branch of 
higher learning and the most favourable training ground 
for those who follow it is in the recognised centres of 
higher learning—the Universities. We are certain that 
it is as full participants in the life of Universities, having 
close associations with those following other branches of 
learning, that teachers of medical students will receive 
the strongest stimulus to give of their best, and medical 
students will be encouraged to develop those qualities of 
mind and character that make a good doctor. A Univer¬ 
sity Medical School presents the most favourable condi¬ 
tions for maintaining and improving educational stand¬ 
ards ; for securing a consistent selection of good 
students: for attracting teachers of the highest calibre 
to the responsibilities of medical education, and for 
keeping alive their enthusiasm. It provides the best 
means for effecting essential contacts between teachers 
of Medicine and persons working in other spheres of 
learning, particularly the natural and social sciences; 
for ensuring the provision of accommodation and equip¬ 
ment of a standard and on a scale that is required; and 
for diffusing beneficial educational influences throughout 
the health and hospital services. 

"We strongly commend this view and suggest that the only channel 
In India for the grant of medical qualifications should be the 
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Universities. They are chartered bodies which will act in conformity 
with the standards laid down from time to time by the Ail-lndia 
Medical Council aud which will be in u position effectively to control 
the pre-medical and medical standards of education required for 
the type of doctor which the country needs. 

(ej Oo-educattion 

19. Co-education in Medical Colleges is a subject on which we think 
it necessary to express our definite views. Except the Lady 
Hardinge Med.ical College for women at Delhi and the Vellore 
Missionary College, which we understand will shortly be made 
a co-education centre, all other colleges in the country admit both 
men and women. In some of the latter, the proportion of 
■women to men is 1 to 2, while in others only a very few women, 
half a dozen or at the most 10, have so far been admitted each year. 
We must ask ourselves the question whether, in a profession like 
medicine, it is not desirable to have co-educational institutions and 
whether it is really in the interests of the future woman doctor that 
she should be trained in a purely women’s medical college. At 
•the Lady Hardinge Medical College, women students receive all 
their training in a hospital exclusively for women except for a short 
3 months’ course at the Irwin Hospital where the Superintendent 
gives clinical demonstrations in men’s wards. There are two aspects 
to this question. A complete course of training for women in any 
medical college is more likely to be ensured if the hospital to which 
it is attached has beds for men as well as women, for, in the 
opinion of many, there are diseases which can be studied more 
effectively in men than in women. The Woman’s College, there¬ 
fore, which is without a proportion of beds for men, cannot function 
with the same efficiency as a college where hospital facilities are 
provided for patients of both sexes. 

20. The second consideration is perhaps even more important. 
Women doctors, in the exercise of their profession, cannot confine 
themselves rigidly to contacts with their own sex. When their 
work tabes them into the homes of their patients, contact with the 
male members of the household may often be inevitable and indeed 
sometimes necessary in the interests of their patients. Moreover, 
with the larger emphasis that will hereafter be placed on social 
medicine, the woman doctor of the future must of necessity know 
how to move with men and women alike, of all classes and condi¬ 
tions, must cultivate tact and savoir faire and be able to hold her 
own in difficult circumstances in which she may often find herself. 
A co-educational institution is, in our opinion, the best training 
■ground and preparation for the work that lies before a woman 
doctor. 

21. It seems, therefore, highly desirable that the policy in future 
should be to encourage co-educational institutions. But conditions 
being what they are and the demand for women doctors being great, 
the need for women medical colleges will remain for some time. 
In any case, the provision within the same campus of beds 
for men, medical, surgical and perhaps some of the special¬ 
ities with a proper out-patient department if necessary, seems 
••advisable so that students may have access to male as well as 
female patients for purposes of study and observation. We recognise, 
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however, that there are other considerations which will have to be- 
given due weight in coming to a decision in this matter. 

(£) Entry into Medical Colleges 

(i) Women. —22. The need for women doctors in this country cannot 
be over-emphasised. Except in the Province of Madras, however, 
women receive no special encouragement to take to the profession 
of medicine. Nor do the provinces have any definite rule as to the 
number of women to be admitted into medical colleges. In Madras 
women are exempted from the payment of fees at the three State 
Medical Institutions and l/3rd of their admissions are reserved for 
women. The result of the large number of women students being, 
trained in theso colleges has been that they have provided the 
recruiting ground for women medical personnel for various States 
and many Provinces outside Madras. We feel that having regard, 
to the great need for women doctors particularly in Northern India, 
all colleges should reserve a proportion of admissions every year for 
women if there are suitable applicants. We realise that there is 
greater wastage in the ease of women than in the case of men. 
Women students sometimes leave in the midst of their studies to 
marry and settle down in life, while others after qualifying, for 
domestic or other reasons, tend to drop out of the profession more 
frequently than men. While taking all these factors into considera¬ 
tion, we still think that it will be in the national interest if from a 
quarter to a third of admissions to the large proportion of medical 
colleges were reserved for suitably qualified women candidates. In 
certain cases, it may be found advisable even to increase this per¬ 
centage of reservation. We would, however, lay emphasis on the 
cardinal principle which should apply to all entry into medical 
colleges and which we set out below—the principle of merit temper¬ 
ed, where necessary, to provide for communal representation. 

(ii) Men. —23. The fact which faces us most prominently today is 
the disproportionately large number of applicants for admission 
compared to the number that can possibly be admitted. It is not, 
therefore, strange that the methods of admission should be of special 
interest and'should have come in for considerable criticism. We have 
been informed that, in many cases, admission is influenced by 
considerations which have no connection whatever with the merits 
of the candidates. We need not expatiate upon the evidence that 
has been given to us in this connection. We would only point 
out that the capacity of the medical teaching institutions in the 
country will continue to be limited for a considerable time to come, 
even after our recommendations are accepted. With the number 
of applicants for entry larger than the number of vacancies avail¬ 
able, admission must inevitably assume a competitive character. It, 
therefore, appears essential to us that, as far as possible, the appli¬ 
cants best qualified to make use of the opportunities provided and 
most likely to fulfil the requirements of the doctor we need, should 
alone be taken into the colleges. In other words, merit should', so 
far as possible, be the test for admission. We realise that there are 
factors which militate against the application of this principle in 
its entirety. Communal considerations cannot be ignored in the pre¬ 
sent state of the country much as we may deplore the intrusion of 
this principle into the field with which we are dealing. We are, how¬ 
ever, united in the suggestions w r e put forward in regard to the 
method of making admissions to medical training institutions m the- 
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country. We understand that the competitive or selective principle 
is likely to be adopted in the United Kingdom if the Goodenough 
Committee’s proposals are accepted and we have had it on the.autho¬ 
rity of Dr. Ognev, the Soviet Kepresentative, that selection based 
purely on merit, regulates entry into the medical training institutions 
in the Soviet Union. We feel that a satisfactory compromise between 
this principle and the general feeling that minorities should be given 
a fair chance of entry into the profession would be achieved if a plan 
on the following lines were adopted. 

24. A percentage of admissions to every medical training institution 
should be by pure merit alone, whatever the test that might be 
adopted. This proportion may be about one-third of the total vacan¬ 
cies. The rest of the vacancies may be divided among the communi¬ 
ties and in the number selected on such communal basis no account 
be taken of those who secure admission on the basis of pure merit. 
For instance, if 80 per cent, of entrants from the open examination 
or admission test belong to a particular minority community, that 
minority community should not be denied its proper proportion of 
the remaining vacancies. The same applies of course to a majority 
community. It is however essential that even in the case of the 
minority communities, the communal proportion should be subjected 
to the test of merit and the best qualified from among a particular 
community’s candidates should be selected for admission. Favour or 
influence should play no part in securing entry for a candidate. 

25. We do not feel justified in formulating details of the admission 
test. This may well be left to the Universities. We should, how¬ 
ever, say that any test which does not provide for assessing a candi¬ 
date’s personality, initiative, powers of observation and independent 
thinking will have largely failed in its object. A candidate’s 
academic record should be given due weight, but character, physical 
fitness and athletic attainments should not be left out of account. 

(g) The Dost of Medical Education 

26. There is no doubt that the long course through which a student 
must pass before he is equipped to practise as a doctor, imposes a 
heavy financial burden upon those responsible for his education and 
in many cases the result may be to shut out the prospect of a medical 
career for those of limited means however suitable they may other¬ 
wise be. We feel that, apart from the injustice this involves for the 
individual, it is not in the interests of the State that economic barriers 
alone should prevent those otherwise well equipped to do so from 
taking part in work of such value to the community. This aspect of 
the question is now impressing itself more and more upon those res¬ 
ponsible for medical training in other countries and the trammels of 
the past are being cast aside in favour of more rational thought and 
action. In Russia, medical education is free and. in the United 
Kingdom, the Goodenough Committee has recommended that one- 
third of the admissions to medical educational institutions should be 
free. We realise that even partially free medical education must 
impose a heavy financial burden on the revenues of the State, hut 
in view of the necessity for increasing the number of doctors in the 
country and for ensuring the maintenance of their quality, we feel 
that it would be unwise in the interests of the nation not to face the 
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heavy bill that may be involved. We have recommended that admis¬ 
sion to medical colleges should be regulated by a test with a view to 
the selection generally of the best qualified among those competing 
for entry, and we feel that it should be possible to evolve a system of 
providing the means of paying for their education, fair to the indivi- 
•dual, advantageous to the community and not too burdensome to the 
State. We take into account the fact that if our recommendations 
are accepted, the demand for doctors for the next quarter of a century 
at least will be so heavy that if the State Medical Services, which 
we have visualised, materialise, it will be possible to absorb the entire 
output of the medical colleges for State service in this field. Bearing 
this consideration in mind, we suggest that all student entrants into 
medical teaching institutions should be given the guarantee that, if 
they complete their course satisfactorily and are otherwise suitable, 
they will be assured a place in the public service with specifically 
defined prospects. Those who do not wish to avail themselves of this 
offer, should be left to bear their own expenses. Those, on the other 
hand, whether men or women, who are prepared to enter the service 
of the State on the satisfactory completion of their course of medical 
training on such terms and conditions as may be laid down, should 
be given a sufficient allowance to cover not only the cost of their 
medical education but also their maintenance as well. An annual 
provision of Rs. 1,000 per student should be sufficient for this pur¬ 
pose. Assuming the course of study to extend over 5 years, it vill 
mean that each student will cost the country Rs. 5,000. It is sug¬ 
gested, however, that this should not be an outright grant. Half, 
or if this is considered too little, two-thirds of this amount should be 
recovered from the recipient over a period of 10 years in easy instal¬ 
ments, the balance being written off. The loan would be free of 
interest and the individual would have to enter into a bond to serve 
the Government for at least 10 years. Failure to carry out this con¬ 
dition of service satisfactorily would entail recovery of the entire 
amount advanced to the student. We feel that, in this way, the 
door should be opened wide to all those who have the ability and are 
willing to serve the State and themselves by entering a profession 
which is so essential for the welfare of the nation. 

27. We realise, however, the great obstacle which lack of funds is 
likely to interpose in the way of this recommendation being carried 
out. While we should like to see the subsidy paid to all entrants 
because of the difficulty of applying a means test, financial considera¬ 
tions may make this an impractical proposition to begin with. We 
have, therefore, made provision in our estimates for the payment of 
the subsidy to only about 50 per cent, of the entrants. These would 
have to be chosen from those least capable of paying their own 
-expenses. 

A certain proportion of bad debts will be inevitable, but this is a 
small price to pay for the object we are endeavouring to achieve. 

■(h) Salaries of Teachers and Tenure of Appointment 

28. To secure the right type of persons, it is of course essential that 
•adequate salaries should be paid. As we have explained elsewhere, 
we are not in a position to indicate with any assurance what the 
scales of pay should be, but have taken certain tentative figures as 
the basis of our financial estimates which may call for modification 
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in the light of the comprehensive investigation into the general ques¬ 
tion of salaries, which we are suggesting. We would also emphasise 
that full-time heads of departments should be appointed to every 
department of study, clinical and pre-clinical and that conditions of 
service should be such that there are reasonable facilities for research, 
for periodic visits to different training centres in India and abroad, 
and for opportunities of post-graduate teaching as well. Should our 
suggestion to send 200 doctors abroad with the least possible delay 
be accepted, we feel that within the next two or three years, a suffi¬ 
cient number of trained personnel will be available to supply the staff 
for many of the medical colleges we envisage for the country and if 
the system be continued, of sending abroad a certain number of 
Indian doctors every year till such time as the medical colleges in 
India are in a position to afford all the necessary facilities, there 
should be no difficulty in recruiting a suitable type of teacher for the 
medical colleges contemplated in our short-term proposals. 

(i) Medical Research in relation to Medical Education 

29. The organisation of medical research for India will be dealt with 
separately but the relevant question here is how far the medical 
■colleges should interest themselves in medical research and what 
place medical research should find in a teaching institution. Every 
■college of medicine should perform the three-fold duties of (a) train¬ 
ing under-graduates, (b) training post-graduates in certain spheres of 
medicine, and (c) encouraging and fostering medical research in the 
teaching centres. We consider the Inst 8 b one of its most important 
functions as without research in a medical teaching centre, the 
■quickening atmosphere needed for encouraging original thinking in 
students and teachers, for instilling into them the need for the culti¬ 
vation of the habit of enquiry and proper deduction and for stimulat¬ 
ing observation would be lacking. It is unfortunate that, at present, 
medical research plays a very subordinate part in most of the medical 
colleges in this country. This is. however, not altogether the fault of 
these institutions. There has not been adequate encouragement nor 
have facilities for research been always sufficient, while paucity of 
staff has thrown much routine work on the teachers, leaving them 
little time or energy to devote to the task of research. At the same 
time, it must be confessed that research could have been done in a 
much larger measure if a greater amount of interest and initiative 
had been developed in the different medical colleges. We feel that 
medical research in teaching centres is so important that every 
encouragement should be given to this side of its activities and we 
recommend that the following measures should he taken for this 
purpose:— 

(1) There should be at least one full-time member of the staff in 
charge of medical research who will be able to co-ordinate the 
•different forms of medical research that may be done at a teaching 
centre and give advice and help where necessary. 

(2) A number of young medical graduates, showing a special 
aptitude for this type of work, should be given scholarships for 
periods ranging from 3 to 5 years to pursue medical research at these 
institutions. 

(3) Those who show special aptitude for and interest in research, 
should have an opening for continuing research as a life work. 
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(4) The different departments should have, at their head, full 
time Professors who have research achievements to their credit and 
these Heads should not be over-burdened with routine work. 

(5) There should be periodic Group Conferences of the teaching 
staff of each institution including Surgeons and Physicians, Obstetri¬ 
cians and Specialists and the staffs of the departments of Pathology, 
Bacteriology, Pharmacology and Biochemistry. There should also be, 
in each medical college, a Board to stimulate medical research and 
to lay down and co-ordinate programmes and policies in regard to it. 

(0) The special equipment and facilities needed for carrying on 
medical research should be supplied to all teaching centres. 

(7) Funds for the purpose of research must be made available 
through a central agency. 

(j) Size of Medical Colleges and of the Hospitals connected with them 

30. It is ordinarily an uneconomical proposition for any college to 
have less than 50 students, while 100 should be considered the 
optimum number for admission. If our recommendations are 
accepted in regard to both the new colleges and the improvement of 
existing institutions to bring them up to the level we contemplate, 
it should be possible for these colleges to open their doors to a far 
wider number than are being admitted today. Wo have suggested 
that the optimum number should be 100. This, at the rate of 10 
beds to one student would postulate a 1,000 bed hospital, which we 
recommend should be aimed at in connection with all medical colleges 
suggested by us. But we also recognise the dire need for increasing, 
at the outset, the number of doctors. We have also to take into 
account a certain amount of wastage and we would, therefore, sug¬ 
gest that during the initial stage, which may possibly extend for 
many years, the intake should be not 100 but if possible 120. When 
the position has eventually been stabilised in regard to the number 
of medical men required, then admissions may drop to the optimum 
considered advisable to secure the greatest attention to the needs of 
the medical student. 

31. In referring to the hospital required to furnish the basis for a 
teaching centre, we would emphasize two important considerations 
which should be borne in mind. A teaching centre including a college 
and the connected hospital should preferably be in the same campus, 
so that a student may not be forced to waste time and energy in 
running from hospital to hospital and from hospital to college for 
the different specialities. A large general hospital with practically 
all the specialities in the different wings in the same campus and 
with a bed strength roughly of 900 to 1,000 beds is the ideal to be 
approached. Except for the two specialities of infectious and 
mental disease, the hospital should be self-sufficient in all other 
respects and should be in very close proximity to the college proper. 

(2) Nurses 

32. The need for nurses is even greater than that for doctors. There 
are no more than about 7,000 nurses at present and for the imple¬ 
mentation of our scheme, we shall need 80,400 by the end of our 
ten-year programme, including public health nurses for outdoor duties. 
Here also in our opinion, a State service holding out reasonable pros- 
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pects of a life’s career is the only means of assuring the availability 
of trained personnel of this category where it is needed. We must 
emphasize that our whole plan may be gravely jeopardised or at least 
seriously handicapped if it is unable to command the nurses which it 
requires. 

38. We feel that it is even more essential, in the case of nurses, to 
provide conditions which will attract women of the right type for this 
honourable profession, which occupies a position of such crucial im¬ 
portance in our scheme of preventive and curative health organisa¬ 
tion. We shall discuss this matter in greater detail later in this 
chapter. 

34. A provision at the rate of at least Rs. 60 a month, to help to 
cover the cost of maintenance and training, should be made available 
for all suitable candidates. This will entail a total cost of Rs. 2,160 
for the three years course of training in the case of each individual 
and we suggest that half of this should be treated as a loan and 
should eventually be recovered on the same general conditions as we 
have recommended in the case of doctors. We do not, however, 
conceal from ourselves the difficulties which, despite such assistance, 
will confront recruitment of adequate numbers to this branch of 
service, at any rate in the earlier years. 

35. What we have said in regard to State service and under-train¬ 
ing subsidies applies generally to the ephemeral class of the health 
visitor who will in- time, We hope, be substituted by the public health 
nurse and also to the midwife. 

MINUTES Of DISSENT 

I 

We are unable to support the conclusion of our colleagues that it 
would be to the greater ultimate benefit of the country if the limited 
resources available for the training of doctors were concentrated on 
the production of the most highly trained type. 

Our survey has revealed a grave shortage of trained medical per¬ 
sonnel of all types and we are deeply impressed by the necessity for 
making a supreme effort to increase their numbers to the maximum 
extent in the minimum time. 

We agree with our colleagues as to the advantage of having one 
single type of doctor with a basic five years training in the curative 
and preventive aspects of medicine; but in view of the over-all 
shortage of doctors we feel that the early realisation of this ideal must 
be sacrificed to the immediate needs of the country. We are aware 
that the organisations representing the licentiate doctors have re¬ 
commended the abolition of this class, but would point out that the 
reasons for this recommendation are certain grievances relating to 
professional status and treatment. 

We do not regard the licentiate as “an imperfectly” or “hastily 
manufactured” doctor. It is true that his training is not as complete 
as that of the basic doctor, but it has enabled him to render meri¬ 
torious service in the past. Several distinguished medical officers 
have now, during our discussions, expressed the opinion that by 
suitable modifications in the curriculum an effective medical training 
can be given in 8J years, including a six months’ internship. 
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Our colleagues have been strongly influenced by the recommenda¬ 
tions of the Uoodenough Committee in the United Kingdopi. While 
acknowledging the authoritative nature of that Committee's report, 
we must point out that it deals with a highly industrialised and deve¬ 
loped country where conditions differ widely from those in India. 
In our view, the experience of the U. S. S, R., where conditions are 
comparable with those in India, is a more helpful guide. Remarkable 
progress in the provision of public health and medical relief services 
to the people of that vast country has been made in the last 23 
years. During the greater part of that period, the training of medi¬ 
cal personnel was undertaken on a mass scale, by utilising unorthodox 
methods and accepting wide variety in the duration and standards 
of the courses prescribed. The result was that while in the years 
1928 to 1932, the output of doctors was 42,000, during 1933—37 it had! 
increased to 99,600; and other types of trained personnel showed 
similar increases. Thus, in 1938 it was possible for the authors of 
the Third Five Year Plan to place in the forefront of their programme.. 
the improvement of the quality and standard of training and a steady 
increase in the higher grade medical schools. 

This experience suggests to us that we should be prepared to use 
every possible moans in India, including the adopt ; on of a shorter 
licentiate course, to increase, both rapidly and substantially, the 
production of trained medical personnel. Once tho output of such 
personnel has sufficiently increased, then it will be’possible to place 
greater emphasis upon the quality and length of training and to 
insist upon the production of basic doctors only. Such a policy would’ 
make possible tho fulfilment of both the short and the long term 
programmes at an earlier date than is at present envisaged in this 
report. In fact it would speed up considerably the progress of all 
our schemes. 

We recognise that the U. S, S. R. has a highly centralised and 
authoritarian government which is able not only to plan but also to 
execute the plan it has made. In India, on the other hand, the 
adoption and execution of our plans and programmes will be mainly 
the responsibility of Provincial Governments. We can only therefore 
express the hope that they will share our view that the imperative 
and fundamental need in India is the large-scale production of trained 
medical personnel of all kinds, in as short a time as possible, and 
that this may necessitate the toleration, for the time being, of lower 
standards and shorter courses of training than they would ordinarily 
prescribe. Such a policy will be fully justified if it results ,- n really 
rapid and substantial improvement in the health services of the 
country. 


F. E. -JAMES. 
VISHWANATH. 
P. N. SAPRU. 
N. M. JOSIII. 

L. K. MAITRA 
A. H. BUTT. 
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II 

One fifth of this planet's population is cooped up in India. One. 
tenth of this population lives in cities and nine tenth is dispersed, 
over six lacs of villages. The medical service of the people, poor 
enough in urban areas, is deplorably deficient in rural areas. The 
country as a whole possesses but one tenth the number of doctors 
she should have if Western standards of medical service prevailed. 
This enormous deficiency is further aggravated, so far as the rural 
population is concerned, by nine tenth of the available doctors con¬ 
centrating in the cities and only one tenth bring left to serve the vast 
rural population of this subcontinent. Poor communications and. 
economic want interfere greatly with free utilisation of even this 
very meagre personnel. 

Nearly two thirds of the total number of registered medical practi¬ 
tioners in India are Licentiates and the rest graduates. The former 
have been an important indigenous feature oF the growth of Western 
medicine in India and no section of the profession iu the country 
have greater service of humanity or medical science to its credit. 
There is no doctor of eminence from the non-licentiate group whose 
compeer or better could not be found in ludia from amongst the 
licentiates. They occupy through their merit and service a place in 
the affections qf our people to which unbiassed citizens from all 
strata of. India* society, particularly rural, would gladly bear 
testimony. 

The questioir-df, post-war improvements in medical education, has 
been considered recently in England by the Goodenough Committee., 
Two classes of medical practitioners, licentiates and graduates, have 
existed in England, as hi India, for over a century. The Goodenough 
Committee has recommended the abolition of licentiate teaching in. 
England. This recommendation has influenced greatly several, 
members of our Committee. In a hurry to conform they have un¬ 
fortunately ignored the fact that the Goodenough report describes 
the proposed abolition of liceutiate teaching as the “final stage” of 
an “evolutionary development”. We are of the opinion that that 
final stage of evolutionary development is not one of India's achieve¬ 
ments yet. Neither in the medical sphere nor in the more funda¬ 
mental spheres of economic, social or political organisation, can India 
claim to have attained the evolutionary development that the Good- 
enough Committee Report claims for England. From the point of 
view of medical development, India is said to stand today where 
England stood 100 years ago. The U.S.A., 75 years ago and Russia 
in 1917. England was in no hurry in the last 100 years to abolish 
the production of licentiate doctors, why should India be coerced to 
take this step on the eve of momentous changes in iis future? 

An important feature of evolutionary development in England was 
progressive urbanisation. Only 20 per cent, of England s population 
was* rural before this war. It is 90 per cent, in India. England with 
her high urbanisation percentage, is only contemplating giving up 
Licentiate production now. If Japan with 50 per cent, urbanisation 
of her population stuck to Licentiate production, if Russia with vast 
stretches of territory and a vast rural population has perfected rural 
medical relief by strengthening enormously her production of 
Feldshers (medical assistants), why must India abandon a well tried 
and useful institution? 
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The following paragraphs answer arguments cited on pages 
-340-41 of this report:— 

As for argument (a) on page 840, we must state that 
we consider that our licentiates, via-a-via our graduates, represent the 
same range of medical competence as the licentiates and graduates in 
England. One may, if one wishes to indulge in unnecessary compa¬ 
risons, designate groups as more or “less completely trained” but 
.after one has begun medical practice the label may soon shift. The 
licentiate may prove, as he not unoften doeB, more completely trained 
than the graduate. 

The central fact to realise is that our requirements are so vast 
that there is full room for all types of medical personnel in our 
country. 

In “a statistical study spread over 6 years in Bhopal State, it 
was found that 83 per cent, of the total ailments were amenable to 
simple treatment, if given in time, that 18 per cent, needed hospital 
care, and that 4 per cent, required specialised treatment”. This 
investigation suggests a range of usefulness for licentiates which must 
make opposition to their employment at primary and other centres 
a pure exhibition of prejudice. 

So far as “the temptation to increase numbers by lowering the 
standard of teaching” is concerned, the Russian rumple is worth 
close study. There are phases in the programmes of development 
of backward countries, which may demand varying^^payfhasis on the 
quantitative and qualitative aspects of achievements, at different 
times and under different conditions. Within limits standards can 
be made to suit dominant requirements. The contemplated “basic 
doctor’s” training is about the same as that of a medical graduate 
in Russia and within 20 years that country has raised her number of 
graduates from 19,000 to nearly 1,40,000. Simultaneously they have 
produced 3-6 Feldshers for every doctor trained. We have in India 
2,500 out-patient dispensaries which are mostly incharge of licenti¬ 
ates. Russia has 48,000 dispensaries, the independent charge of which 
is held by Feldshers. 

As to para, (b), the practice of community and preventive 
aspects of medicine has a range, like other applied sciences, 
within which the licentiate can usefully function. The licentiate is 
quite competent with a small orientation course to do justice to these 
particular aspects and this teaching can also be fitted into his under¬ 
graduate curriculum without trouble. The community and preventive 
aspects of medicine are merely the applied aspects of fundamental 
sciences which are to a substantial extent integral parts of the exist¬ 
ing curricula of licentiate teaching. The rest of the arguments in. 
this paragraph and in paras, (c), (d) and (e) are an explanation of the 
dangers attending the production of more than one category of 
doctors. If there be any force in these prognostications, Russia— 
the foremost exponent of the utility of the two grades of medical 
personnel—should have been ruined from a health point of view. On 
the contrary, its perfection of public health and medical services, 
working for its rural and urban population and the Army, have been 
the envy of the whole world. She has raised the number of medical 
colleges, which were eleven in the Tsarist regime, to seventy-two 
and medical schools from sixty-five to nine hundred and eighty five. 
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.The argument to create a classless profession to eliminate inferio¬ 
rity complexes, looks superficial, when read in the context of the rest 
of the Report, the organisation section of which gives ample evidence 
of hierarchies, insuring perpetuation of the complexes denounced. 

So far as the demand on the part of the Licentiates for the aboli¬ 
tion of their class is concerned, its genesis lay in the failure on the 
part of the administration in the past, to attend to their genuine 
grievances. Rather than remove these the group has been encouraged 
to commit suicide. 

The consequences of licentiate discontent are not to be borne by 
agencies concerned with the genesis or continuance of the discontent, 
hut are to be visited on the dumb millions of the countryside, who 
are to be deprived of licentiate service. 

A similar situation had arisen in Russia. Although Government 
of that country had also very nearly ordered the abolition of this 
class but before final orders were issued, a scientific examination of 
the demand was ordered. It was found that grave injury to public 
health aud medical relief would result by the abolition of this class. 
Orders were consequently issued to increase the number of Feldsher 
Medical Schools which were gradually raised, from sixty five in 1915 
to nine hundred and eighty five in 1941. 

So far as the argument of the support of the two Congress 
Ministries to the abolition of this class is concerned, it must be 
stated that the step was taken first in Madras where the medical 
portfolio came to be held by a Licentiate Minister. The U.P. 
followed this lead unthinkingly, for it was the province with the 
poorest arrangements for rural medical relief in India and needed 
‘licentiates most. Its Governor when interviewed by members of the 
Health Survey and Development Committee, who toured his province, 
deplored the abolition of licentiate teaching in his province. Further 
this matter could not have been considered by the Central Organisa¬ 
tion of the Congress. Its members claim to be friends of the poor. 
How could they give precedence to the demand of a Trade Union 
like the Licentiates Association, priority over the interests of the 
rural masses? It is difficult to imagine, that looking about for world 
experience, Messrs. Gandhi, Nehru or Azad, could have ignored the 
positive achievements of Russia in this field. 

Note must be taken of the fact that while a majority on the Health 
Survey and Development Committee can abolish the licentiate, they 
cannot prevent other practitioners, practising a variety of systems of 
medicine, taking his place. This has already happened in Congress 
Provinces, particularly those which have banned licentiate teaching. 
So far as indigenous systems of repute like the Ayurvedic and Yunani 
are concerned, their teaching is passing on- to institutions which 
combine elementary courses of training in basic subjects of the 
medical curriculum with Materia Medica and Therapeutics of the 
indigenous systems. Sociology and economics often determine the 
patient doctor relationship. Under existing conditions the licentiate 
will be replaced mainly by Vaids and Hakims. Already hundreds of 
them are being employed by Government for inoculation work etc. 
previously done by medical men- This will raise the question of 
the extent to which these systems will have a claim on Government 
'Support. The virtual shelving of this question by the Health Survey 
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and Development Committee will be no help when the actual appli¬ 
cation of crores of public money to problems of health and medical 
relief takes place in the provinces and at the centre. The “basic” 
doctor will not willingly fit into the rural scheme, except under 
conditions of destitution. 

Since the scheme proposed for Medical Relief and Public Health 
is to benefit only a section of the population (one fifth for the first 
three years and" one half slowly in 10 years) and is supposed to absorb 
the entire output of all the existing Medical Colleges as well as the 
sublimated Medical Schools. Public Health and Medical Relief 
over the remaining four fifth to one half of the country, for which no 
medical colleges or schools will work, will atrophy. There will be no 
personnel like the licentiates even, to help the regions and institu¬ 
tions which will come under neglect. The chaos created by the end 
of ten years need not be considered, for the country by then would 
have entered the period of the long term programme, the details 
of which like those of other millenia, must of necessity remain 
nebulous. 

The decisions of bodies, like the Health Survey and Development 
Committee, are often taken not so much on facts garnered or their 
evaluation, but on ideologies which dominate the minds of the 
members. They must have the Goodenough Committee findings 
prevail, even though there be so little common between the educa¬ 
tional, economic, political or medical development of England and 
India. Russian experience and achievements must be ignored, nay 
rejected, even when the fate of institutions common to both Russia 
and India, such as medical schools for licentiates, was concerned. 

Lt.-General J. B. Hance and Lt.-Col. D. P. McDonald published 
a memorandum for the consideration of our Committee in which they 
said “The basic problem is now to raise 260,000 doctors, 770,000 
nurses, 69,000 Health Visitors and 85,000 Midwives. For the answer 
we should not look to the prosperous and highly civilised communi¬ 
ties of the United Kingdom and United States of America for our 
models. Our difficulties are shared by Russia and China”. Accord¬ 
ing to these officers there was in Russia “A realisation that they could 
not dispense wjth the Feldshers”. 

But the Health Survey and Development Committee decide that 
India must dispense with this clasB. They fear to emulate the 
Russian example. 

Our specific recommendations are as follows: — 

1. Keeping in view the very urgent need for doctors and more 
dootors we are strongly of opinion that the production of Licentiates 
should continue till the increased number of Medical Colleges has 
produced “basic” doctors in the proportion of at least 1 to 1,500 of 
the population, Until 'Such time, provinces must not be coerced into 
closing the existing medical schools. 

2. That the existing course of medical studies for licentiates should 
be considered as closely from the point of view of economics in and 
reinforcements of the curriculum, as already done by the Committee 
in respect of University courses of medical education. In our opinion 
this consideration can help to reduce the licentiate course from 4 to 3 
years plus a period of internship for six months. 
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3. The number of students obtaining the E.Sc. Medical qualifica¬ 
tion in India is so great that this qualification could be demanded 
as basic for purposes of admission to the Licentiate course. This will 
facilitate the acquisition, later of the University qualifications by 
Licentiates who so desire. 

4. The licentiate course can be oriented for purposes of Public 
Health bias along same lines as recommended by the Committee for 
the courses of instruction for medical graduates. 

5. The decisions taken by the Medical Council of India, enabling 
Licentiates to acquire medical qualifications of the University stand¬ 
ard, during the pendency of the war and for three years after should 
be further liberalised and made permanent. Provision should also be 
made for the admission to Medical Colleges of all Licentiates who wish 
to attend supplementary courses of instruction to obtain medical 
degrees. The cruel slogan “once a licentiate always a licentiate” 
must be killed, but with it not the Licentiate whose services to this 
country have been, and may yet be for a considerable time, of inesti¬ 
mable value. 

VISHWA NATH. 

A. H. BUTT. 


Ill 

We strongly feel that admissions to medical schools should be 
stopped forthwith and efforts should be made to upgrade such of the 
medical schools as could be turned into colleges. The improvements 
in the existing colleges could be undertaken afterwards. 

R. A. AMESUR. 

U. B. NARAYANRAO. 

H. R. WADHWANI. 


B. PROPOSALS IN RESPECT OP THE EDUCATION OP 
HEALTH PERSONNEL 

(i) MEDICAL EDUCATION 

Undergraduate Education 

1. There is a great need for a reorganisation of the standards of pro¬ 
fessional training in order to provide the types of workers who will he 
fully equipped for participation in a modern health programme with 
its newer and expanding conception of service to the com¬ 
munity. From a study of modem trends it became evident to us that 
what was really required wbb a reorientation of outlook. Whereas, 
up to the present, there has been a division of medical duties into (a) 
preventive and (b) curative, the need of the future is quite definitely 
for a type of doctor who will combine both of these functions in bis 
own person—a “basic” doctor. It must be borne in mind that these 
remarks apply mainly to .the type of relief which will be given in the 
primary units. In the institutions at the secondary health centres and 
district headquarters, there will be a separation for specialization, 
but again at the highest administrative level, there will be a fresh 
fusion into a Director, whose sphere of duty will cover both the 
preventive and curative fields. 
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2. The conception of a “basic" doctor is not new. Some ten 
jears ago Dr. Etienne Burnet of the Pasteur Institute prepared for 
the League of Nations a Review of Medical Education and the Reform 
•of Medical Studies. In the course of that review he asked the ques¬ 
tion “What type of doctor do we wish to produce?” In his answer 
lie quoted from Professor Hernado of Madrid “We do not th nk that 
the family doctor is disappearing or that he should disappear, lie 
will be a preventive medicine hygienist, he will be a vaccinator, the 
detector of diseases at their outset, the supervisor of^ convalescents 
and germ carriers, the agent of systematic examinations. He will 
require a culture and a skill superior to that demanded of him now". 
Medicine, Dr. Burnet said, having only too much to do in this field 
has for a long time past concentrated on the art of curing disease. 
It is time for it to devote its chief attention to the art of preserving, 
or even of creating, health. This will not be a sudden revolution. 
The creators of rational medicine realize that health has prority over 
sickness and should be studied for its own sake. Hygiene h®3 always 
existed in embryo side by side with medicine. From S'r Arthur 
Newsholme he drew the following contribution—"The first deside¬ 
ratum for the doctor who wishes to enter into the world of new 
medicine is a full acquaintance with the normal and a complete know¬ 
ledge of means for its maintenance.” Dr. Burnet, supporting him¬ 
self further by so eminent an authority as Sir George Newman, gave 
emphasis to the principle that the idea of preventive medicine should 
permeate the whole of medical education. The reason wbv preven¬ 
tive medicine has not, up to the present, become inter-re’ated with 
clinical studies is that it has been taudit largely bv pubh’e, health 
officials. If the practitioner is to practice preventive medicine be 
must be taudit that subiect bv bis clinical professors. Preventive 
medicine leads easily to social medicine, and it is as exponents of 
the principles of social medicine that we would wish the "basic” 
doctor to go forth into the world of medicine. 

8. Considerable thought has been given bv us to the typo of 
training necessary for the evolution of this "basic” doctor, and advice 
was sought from a strong and representative advisory panel of experts 
before setting out the recommendations which will be found detailed 
at some length in Appendix 28. 

4. The main ideas underlying the changes recommended in the 
undergraduate curriculum are as follows:— 

(1) Emphasis in undergraduate teaching will be on the inclusion 
of principles and methods which would enable the student to learn 
for himself, think, observe and draw conclusions. 

(2) Throughout his career the student will be made to realize 
that general science and medicine have many points of contact and 
that they are both continually progressing. 

(3) Every effort will be made to exemplify this principle by the 
inclusion of clinical teaching in the pre-clinical period, given by a 
clinician who will bring living reality into what often tends to be a 
dead and purposeless study. Similarly thl teaching of pre-clinical 
subjects will not end with the passing of examinations, but will 
extend into and throughout the clinical years by regular courses giver 
not informally by clinicians, but by the regular teachers in the pre- 
clinical subjects. 
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(4) In the teaching of anatomy the number of didactic lectures- 
should be radically curtailed and the number of lecture-demonstra¬ 
tions should be increased, with smaller classes than is usual at pre¬ 
sent. In the teaching of physiology, the syllabus should be similarly 
revised. 

(5) Throughout the recommendations, reduction in the swe of 
classes as compared with the present and increase in the number of 
teachers is stressed. . The proportion of instructors to students is a 
matter of considerable importance. In pre-clinical subjects the ratio- 
of instructors to students should be approximately 1 : 15- In the 
U. S'. A., this proportion ranges from 1:2 to 1:12, with an average- 
of 1: 4. It is most important also that mechanical equipment such: 
as microscopes, haemoglobinometers etc. should be adequate- 

(6) Towards the latter half of the pre-clinical studies a course of 

lectures in elementary psychology and elementary pharmacology 
should be introduced as well as an introduction to the study of patho¬ 
logy. * 

(7) At the beginning of the clinical period, a short course of 
instruction should be given in the methods of clinical diagnosis andi 
laboratory technique, the elements of nursing and dietetics, and an- 
introduction to the subject of social medicine. 

(8) In the clinical subjects, which will be taught mainly by whole¬ 
time teachers, every effort should be made by means of regular 
conferences, at which the various teachers should be present, to show 
the students that medicine, surgery and pathology are not separate 
subjects in isolated compartments, but that all form parts of one 
whole. 

(9) In clinical work in the wards every effort should be made to 
give as much personal attention to the students us possible. The 
number of beds in a unit should be at least 40 and 8 or 10 students 
should be attached to each unit. The proportion preferably of junior 
teachers to students should be 1: 8 and of senior teachers 1: 10. 

(10) In the teaching of pathology, which should be revised and 
extended so as to include more definite instruction in Microbiology 
and Parasitology, great importance should be attached to post-mortem 
work. The physician and the surgeon concerned should attend the 
post-mortem with the students and participate with the pathologist 
in the discussion on the post-mortem findings. If necessary, State 
legislation should be introduced to make an autopsy obligatory, if it 
is considered necessary by the medical staff. 

(11) In every teaching institution a department of Preventive and 
Social Medicine" should be organized on the lines set out in Appendix 
29, with facilities for both teaching and field work. In the mean¬ 
time the preventive aspect of medicine should be stressed in the 
teaching of every subject throughout the clinical course, and the 
student given an insight into Social Medicine by contacts with home 
and community life. A hospital social service should be established 
as soon as trained personnel become available. 

(12) We do not wish to attempt to impose upon the country a 
stereotyped curriculum so long as the fundamental details of our 
recommendations are observed. We consider that a wide margin 
should be allowed to individual medical colleges and universities to 
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develop their own potentialities, and even to experiment, provided 
that the obligation to conform to certain known minimum standards 
is met. We hold that reforms and improvements are more likely to 
be brought about in that way, for where reforms have to await agree¬ 
ment among a large number of institutions, the result is usually delay 
in progress. 

(13) It is considered essential that, after the final qualifying 
examination at the end of the fourth year, there should be for every 
student one year’s "internship”, during which time he should work 
under supervision and not be given the full rights of a practitioner. 
There should be sufficient latitude given to the authorities concerning 
the manner in which this year should be spent, but it is essential 
that in every case, three months should be devoted to work in a 
public health unit. 

(14) Throughout the whole period of the course the importance of 
research should be stressed. The whole-time teachers will them¬ 
selves be expected to engage in research in their subject and will also 
be required to encourage any student who shows any aptitude or 
leaning towards this most important aspect of his work- 

5. Annual entry of medical students .—With a view to obtaining 
a standardized medical education our fundamental recommendation 
for the short-term scheme is that existing medical schools shall be) 
gradually closed down as schools, and, so far as possible, be con¬ 
verted into colleges, while existing medical colleges shall be improved 
and expanded so as to take in a larger number of students annually. 

6. At the present time an average of 1,200 students are admitted 
each year into the various medical colleges while the medical schools 
absorb a further 1,000 to 1,200. The total number of students at 
present catered lor is, therefore, in the region of 2,400. We feel 
that if effective steps ure taken, the annual entry into the 16 medical 
colleges existing at present can be increased from 1,200 to at least 
1,920. We would, however, emphasize that such increase should be 
given effect to only when radical alterations have been made in the 
laboratories, lecture halls and hostels, and adequate provision made 
for the teaching of personnel required for each institution. In spite 
of the fact that most of the medical colleges are understaffed and that 
their Departments will have to undergo radical changes, we believe 
Tihat as a first step it should be possible, with sufficient financial aid, 
for changes to be made simultaneously both as regards increased 
efficiency and also as regards extending the scope of work so as to 
permit an increase in the number of students admitted. 

7. As a guide to the authorities concerned in the organisation of 
Medical Colleges on the lines recommended by us we give in Appen¬ 
dix 30 certain recommendations regarding estimates of staff put 
forward by the Goodenough Committee. 

8. The planning of teaching centres .—It has to be borne in mind 
that tome provinces are in a much better position than others to 
open new medical colleges. In the establishment of new medical 
■colleges, therefore, it seems necessary to bear in mind the require¬ 
ments of the latter provinces and to concert measures whereby a 
certain-proportion of seats may be reserved for candidates from such 
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areas with a view to spreading out medical education and making 
it available equally to the whole o£ India. This can be facilitated by 
the Central Government taking a share both in the establishment of 
new medical colleges and also in the financial responsibility for their 
efficient maintenance. 

Detailed Recommendations regarding Teaching Institutions for the 
Training of Undergraduates 

9. (a) Improvements in existing colleges ,—It has been pointed out 
in the survey section of this report that grave defects exist in most 
of the existing medical colleges and we recommend that every effort 
should be made to bring those colleges up to the standards which are 
defined under the heading “The Requirements of a Medical College’’ 
in the Memorandum contained in Appendix 28. 

As has already been noted, that memorandum is integral to any 
large scale adoption of these proposals, and its recommendations are 
of uniform application. In particular, we would like to draw atten¬ 
tion to the fact that considerable improvements are needed in the 
Agra Medical College, in the Balak Ram Medical College at Lahore, 
in the recently opened Medical College at Cuttack, and in the 
Amritsar Medical College opened by the Punjab Government, before 
they can he considered as satisfying the requirements of a Medical 
College. The Stanley Medical College, Madras, and the Missionary 
Medical College at Vellore also require extensive improvements. In the 
Stanley Medical College, immediate steps should be taken to provide 
for the "Departments of Anatomy, Physiology and Biochemistry within 
the College proper, to remodel thoroughly the lying-in-hospital and 
the out-patients department of the Stanley Medical Hospital and 
to improve the facilities available in its special departments. The 
Vellore Medical College authorities, it is understood, are launching a 
large scheme of radical reconstruction with the intention of making 
the college a co-education mission institution to admit a hundred 
■students every year. There is another school, the Arya Medical 
School at Ludhiana. We consider it desirable that there should be 
a medical college for this area of the Punjab and suggest the conver¬ 
sion of the latter medical school into a college. Some of the Depart¬ 
ments of the Calcutta Medical College and the Carmichael Medical 
College stand in need of improvements and reference has been made 
to this in the reports of the Inspectors of the Indian Medical Council. 
The Madras Medical College, which affords extensive facilities in 
many branches of study, suffers unfortunately from the faot, that the 
associated hospitals are too spread out, with the result that the time of 
the students is wasted in journeying to the Maternity Hospital and the 
(Ophthalmic Hospital about two miles away, the Tuberculosis Hospital 
-which is at an equal distance, the Infectious Diseases Hospital and 
the Mental Hospital which are both five miles distant from the 
General Hospital. 

10. This is a convenient place in which to draw attention again to 
the desirability of having all the special departments as far as possible 
situated in the same campus as the General Hospital. For obvious 
reasons, this will at present not he possible in most of those Medical 
Colleges which are already in existence, but we believe the principle 
to be sound and urge that it should be borne in mind in the construc¬ 
tion of new medical colleges. 
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11. We advise (hat the maximum yearly admissions should be 
normally 100, although, during the short-term programme, it is sug¬ 
gested that admissions might be raised to 120 in order to help in the 
production of as many qualified medical men as possible. This would, 
however, be a temporary expedient. It must be realized that any 
number in excess of 100 may lead to a loss of personal attention to 
individual students and to overcrowding in laboratories etc. 

12. In practically every teaching hospital, considerable additions are 
essential both in equipment and additional accommodation for; 
patients, while an increase in the number of teaching staff and the 
appointment of whole-time teachers, and of a large number of trained 
sisters, nurses and technicians and of an adequate secretarial staff are 
all urgently required. Quarters for the house staff, for the nursing* 
staff and the resident students will have to be built in most of the* 
teaching centres. 

13. (b) Conversion of existing Medical Schools into Colleges .— 
Wo are of opinion that given sufficient funds, it should not be diffi-. 
cult to convert the following medical schools into colleges: — 

1. The Poona Medical School, 

2. The Ahmedabad Medical School. 

3. The Darbhanga Medical School. 

4. The Campbell Medical School. 

6. The Calcutta Medical School. 

6. The National Medical School. 

7. The Dacca Medical School. 

8. The Jalpaiguri Medical School. 

9. The Nagpur Medical School. 

10. The Medical School, Bangalore (Mysore), 

11. The Indore Medical School for Central India and' Rajputana 

States. 

12. The Arya Medical School, Ludhiana, 

14. (c) Establishment of new Medical Colleges. —For obvious rea¬ 
sons, namely population, wealth and progress there are considerable 
variations in the ability of different provinces to establish new medi¬ 
cal colleges. We have, in considering this question, borne these 
matters in mind and also the fact that provision may have to be made 
for students from outside a province. The suggestions which we 
now advance must not be considered as in any way final. They 
are the best that, with the information at our disposal, we are able 
to put forward. 

15. It is now proposed to consider the Provinces and States sepa¬ 
rately. 

(1) Madras. —There are at present four Medical Colleges in 
Madras, and no schools remain to be converted. This province should 
within the next 10 years be in a position to establish colleges at 
Madura, Coimbatore, Guntur, Cocanada and Calicut. A distribution 
such as this will spread the new facilities over the province, and 
will run parallel to the long-term policy which is envisaged for medical 
relief there. We would like the question of a college in the Ceded 
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Districts to be considered, either supplementary to or in place of one 
of the colleges suggested above. It is felt that at least two of the 
colleges, each admitting 100 students, can be started i mm ediately, 
and that the other three can be planned within the next five years' 

(2) Bombay ,—Bombay has at present two medical colleges, and 
the conversion of the schools at Poona and Ahmedabad will bring 
the number to four. Bombay city affords abundant clinical 
material justifying the establishment of more colleges, and we pro¬ 
pose that at least tWP more should be provided at an early date, We 
suggest one more college for the southern part of the province. 

(3) The Central Provinces,r-, The conversion of the school at Xag- 
pur into a college is a matter of urgency. We consider that the 
existing buildings will not be suitable and that an entirely new 
college and hospital should be constructed either within the urea or 
the existing buildings, or in an area which may be defined by the- 
Improvement Trust. An area of between 50 to 100 acres should be 
insisted on. It is suggested that, when these recommendations 
have been given effect to, a college should be established at Jubbul- 
pore, 

(4) Orissa .—The school at Cuttack haB recently been converted 
into a college, but in order to come into line with the others, radical 
alterations and improvements will he required. It is not possible 
for this province to consider the establishment of any other college. 

(5) Bengal .—The clinical material in Calcutta is unquestionably 
the richest in the whole of the East and, at present, the strength of 
4,000 beds for a population of nearly 2$ millions is totally inadequate 
for a centre of such importance. There should be a bed ratio of 
6 to 8 per thousand of population instead of the existing ratio 1 to- 
600. 

The Campbell Medical School is inadequate as a training centre 
according to modern standards and we consider that nothing short!, 
of the demolition of a large part of the School and the entire re¬ 
modelling of the Hospital will enable this institution to be converted! 
into a medical college suitable for the intake of a hundred students, 
per year. 

The National Medical School which is a private organisation is 
situated in an area where there is great need for medical facilities. 
We suggest, therefore, that the extensive area around this School 
should be acquired and the‘School converted into a College at am 
early date. 

The above improvements will add two colleges to the two already 
existing, and it is proposed that, in addition, the erection of two 
entirely new colleges should be undertaken within the next five years. 
In that way at the end of 10 years, there should be facilities for the- 
training in Calcutta of 600 students per year. 

In addition to those metropolitan colleges, we recommend that 
in the province of Bengal, colleges should be established at Dacca, 
Burdwan and Jalpaiguri. 

(6) Bihar .—The existing college at Patna should be improved 
and extended so as to take in 100 students. The Medical School at 
Darbhanga should be converted into a College. 

(7) United Provinces .—The two existing medical colleges at 
Lucknow and Agra require improvements and extension so as to. 
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take in the full number of students. We propose that, during the 
short-term programme, colleges should be established at Allahabad, 
Cawnpore, Benares and Aligarh. The Hindu and Muslim Univer¬ 
sities at the last two places serve an all-India purpose and attract 
students of the respective communities from all parts of the country. 
Medical colleges established in these two places can therefore serve 
the needs of India as a whole and it is for this reason that we would 
welcome the establishment of medical colleges fulfilling the requisite 
standards of efficiency at these universities. 

(8) The Punjab .—We advise that activities in this province 
should be concentrated on improving colleges which have already 
been opened. Lahore, Amritsar and Balakram colleges all need 
remodelling and extension. The possibility of opening one more 
college in this province can be considered after these three colleges 
have been strengthened so as to receive the maximum number of 
students. We have already recommended that the Arya Medical 
School at Ludhiana should be converted into a college. 

(9) Sind. —We recommend the closing of the school at Hyder¬ 
abad and the opening of a new college at Karachi. 

(10) Assam and the North-West Frontier Province .—We hope 
that it may be possible for these two provinces to establish medical 
colleges at an early date. Until this is done our recommendation 
is that some of the colleges proposed for the neighbouring provinces 
should, for the present, give facilities for students from these two 
provinces who desire training in medicine. 

(11) Delhi. —The Lady Hardinge Medical College, Delhi, is the 
only institution in India offering medical education exclusively for 
women. 

(12) Ajmer. —We consider the establishment of a new college at 
Ajmer of the utmost importance. The whole of the Ra jput ana area 
has no facilities for medical education. We recommend that a certain 
proportion of the seats in the proposed medical college should be 
earmarked for students from the different Rajputana States and that 
the latter should be asked to contribute towards the capital and 
recurring expenses of the college. 

(13) Indian States. —We have no desire to do more than offer 
helpful suggestions in this as in other matters germane to the health 
•of the people, for the consideration of the Indian States. We feel 
.that infinitely more valuable results can be achieved by co-operation 
between Governments than can possibly follow from isolated indepen¬ 
dent effort and hope that the ideas which we set out here and else¬ 
where in this report may be found of some use by those in the Indian 
States with whom rests the responsibility for action in the field of 
health. 

We have stressed the prime necessity for the maintenance of the 
standards of medical education at u higa level and subject always to 
this basic requirement, we feel that the States have it in their 
power to extend facilities for sound medical education to a very 
material extent. It may be that a number of States may feel it 
advisable to join together to bring institutions adequately equipped 
and administered for this purpose into being to serve their needs. 
Others may find it more suitable to make arrangements with a 
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neighbouring Provincial Government for such a purpose. We feel, 
however, that there is a number of individual States whose re¬ 
sources, high standards of administration and interest in the well¬ 
being of their peoples eminently fit them to make a very effective 
contribution to the solution of what is really an all-India problem 
by having their own medical teaching institutions. For it must be 
borne in mind that the doctor and other medical personnel required 
by the States, if these cannot be supplied by the States themselves, 
may eventually have to be drawn from the limited "numbers avail¬ 
able in British India which must, therefore, be vitally affected. We 
feel that, provided standards are maintained at the level which we 
visualise, a number of new medical institutions could, with advan¬ 
tage to all, be brought into being in the States, while existing insti¬ 
tutions could be brought up-to-date- and enlarged. The Medical 
School at Indore if raised to the status of a College would prove of 
invaluable service to Central India. Mysore could enlarge the college 
at Mysore and bring another into being at Bangalore. With its 
resources, it could ensure that both are up-to-date and in accordance 
with the highest modern requirements, while Hyderabad could 
certainly enlarge its existing college to take in 120 students annually 
while making it, through proper equipment and staff, second to none 
in India. 

16. If all the above colleges work at their full strength the total 
annual intake of students would be between 4,500, and 5,000. This 
is the objective which we wish to be kept in view for the short¬ 
term policy. We are not able to give concrete long-term proposals 
and feel that rather than build upon an insecure foundation, we 
prefer to advise a review of the position at the end of five or seven 
years, by which time there should be more information available 
for facilitating planning on a sounder basis. 

Postgraduate Education 

17. Except for the institution of courses of instruction leading to the 
degrees of M.JD., and M.S., few of the universities have, until 
recently, evolved any extensive scheme for the improvement of 
postgraduate medical education. Within the last year or two, how¬ 
ever, there has been a move by certain universities towards the 
establishment of diplomas in special subjects as well as higher 
degrees in medicine. But this step, while admirable in itself, does 
not attack the problem of postgraduate training at its roots. It may 
tend towards the sterile acquirement of degrees and diplomas as a 
sort of personal adornment, often without either the intention or 
the ability on the pari of the recipient to specialise. There should be 
-a clear understanding by the profession, and also by the public that, 
for recognition as a fully qualified specialist, four or five years should 
have been spent in the study of the speciality in a large teaching 
•centre, where facilities are available not only for instruction and the 
acquisition of knowledge, but also for the conduct of research. 

18. Postgraduate education should be devised to meet two different 
needs, each important in itself but not connected with each other. 
They are: 

(a) The training of consultants and specialists. 

fb) The training of practitioners desirous of practising a spe¬ 
ciality, without the definite status of specialists. 
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In the case of (a) such training will naturally involve several 
years of work in special departments or hospitals under -the guidance 
of a consultant or a specialist. The training may extend up to- 
five years and lead to a higher qualification, such as M.D. or M.S. 

In the case of (b) the training will be in the speciality for a period 
ranging from 12 months to 18 months under suitable guidance. 

Courses should be available in: 

(i) Oto-Rhino-Laryngology. 

(ii) Dermatology. 

(iii) Radiology, diagnostic and therapeutic. 

(iv) Ophthalmology. 

(v) Obstetrics and gynaecology. 

(vi) Venereology. 

Cvii) Anaesthesia. 

(viii) Psychiatry. 

(ix,) Pediatrics. 

(x) Tuberculosis. 

(xi) Malariology. 

(xii) Blood transfusion and resuscitation. 

(xiii) Orthopaedics. 

At the end of the course, the candidate should be eligible for a*, 
diploma in the speciality. Before he engages in study for the higher 
degree or diploma it should be a pre-requisite that the candidate 
should have completed his internship for one year which all persons- 
will, under our proposals, be required to undergo after passing the 
qualifying examination. Resident appointments in the specialities- 
should be available to graduates only after they have completed this 
period of internship. 

19. The technical and administrative control of postgraduate medi¬ 
cal education. —We have given considerable thought to the question of 
developing facilities for postgraduate teaching and research in. 
different parts of the country. In the chapter dealing with the 
All-India Medical Institute it has been suggested that this institu¬ 
tion should provide postgraduate training of a high order in a large 
number of subjects in medical and certain allied sciences. At the 
same time it will be necessary to supplement these facilities by 
the development of existing or new institutions at suitable places 
in the provinces and to make them centres for training on an all- 
India basis. These will fall under two heads, namely, (1) special, 
institutes for particular diseases such as leprosy and (2) provincial 
centres where existing facilities in certain branches of medicine can. 
be extended in order to make them available not only to the province 
concerned but also to other parts of the country. 

20. We think it undesirable that every centre of medical educa¬ 
tion in India should attempt to give courses of advanced training in a 
large number of subjects. We feel that it would be more in the 
interest of real specialisation if universities were to offer advanced' 
courses only in those subjects for which they have particularly good' 
facilities. Clinical material varies in nature in the different provinces 
in India and it is evident that where material is abundant for the 
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study of a special disease, a centre should be established there, 
.aiming at a high level of instruction in that subject. 

We have in view the possibility of such large postgraduate 
centres being instituted in Midwifery and Ophthalmology in Madras, 
in Ophthalmology and Tropical Medicine in Calcutta, in Pathology 
and Bacteriology and possibly Midwifery in Bombay. The Tata 
Memorial Cancer Hospital would undoubtedly be a rich treasure- 
house for postgraduate training in the Pathology of malignant 
'diseases in addition to General Pathology. 

21. We recommend that, as all these institutions will serve the 
needs of the country as a whole, the Central Government should 
contribute a share towards the cost of developing and maintaining 
them. The province concerned and the other provinces, which will 
be benefited by the training facilities that are offered, should also 
hear their respective shares of the financial burden. The question of 
•apportioning the cost will be discussed later. In the meantime it 
will be recognised that, when facilities for postgraduate education 
are to be developed on such a basis of co-operation between the 
Central and Provincial Governments, questions relating to the 
-administration and technical aspects of the control of education 
will have to be considered with care. We shall deal first with the 
technical aspect. 

22. The technical aspect .—We consider it essential that a high 
standard of postgraduate teaching and research should be developed 
in these institutions. In this connection it may not be out of place to 
mention that the Goodenough Committee has Btated that the posi¬ 
tion in regard to postgraduate diplomas in the United Kingdom, 
excluding the fellowship and membership diplomas of the Royal 
Medical Colleges, is unsatisfactory, that a considerable variation in 
standard exists in respect of qualifications in the same subject and 
that many of the diplomas have encouraged “ill-grounded and 
immature specialisation”. In these circumstances that Committee 
'has recommended that the award of all postgraduate med’cal diplo* 
mas, with certain exceptions, should be undertaken by the Royal 
Medical Colleges. We are particularly anxious to avoid the develop¬ 
ment, in India, of such conditions as have been pointed out by the 
Goodenough Committee in respect of postgraduate diplomas in Great 
Britain and we therefore BUggest the creation of a special organisa¬ 
tion for advising the Central and Provincial Governments on the 
control of the postgraduate medical training centres we have pro¬ 
posed. This body may be designated "The Central Committee for 
Postgraduate Medical Education”. We shall deal with the composi¬ 
tion of this organisation later. Before doing so we shall first state 
our reasons for recommending the creation of a special body for the 
purpose. 

23. It may be asked why the function of supervising postgraduate 
education rsbould not be entrusted to the Indian Medical Council 
which has been created "in order to establish a uniform minimum 
standard of higher qualifications in medicine for all provinces”. At 
present the Indian Medical Council exercises supervision over the 
universities granting certain medical qualifications given in the first 
Schedule of the Indian Medical Council Act. which consist of the 
university degrees which qualify for practice as medical men and 
for certain higher qualifications in medicine, surgery and obstetrics. 
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The Act provides for the addition of other qualifications to the First. 
Schedule so that the inclusion of the new postgraduate diplomas 
that may come into existence presents no" difficulty.: We, however, 
doubt the wisdom of adding these new functions to the existing, 
duties of the Indian. Medical Council. Under our programme of 
expansion of undergraduate medical education the number of 
medical colleges requiring supervision by the Indian Medical Council 
will increase considerably. We therefore consider it wiser to limit 
its functions to those already entrusted to it by the Act than to- 
enlarge them so as to include the various new types of diplomas 
that will come into being through the expansion of postgraduate 
education. Its present functions include supervision over such quali¬ 
fications as the Masterships of Medicine, Surgery and Obstetrics. 

24. The Goodenough Committee has suggested, for the United 
Kingdom, the transference of control over postgraduate diplomas, with- 
certain exceptions, to the Royal Medical Colleges. In that country 
the Supervision of undergraduate medical training is vested in the 
General Council of Medical Education and Registration. The latte,r 
was established by the Medical Act, 1858, of that country for the pur. 
pose of enabling persons requiring medical aid “to distinguish 
qualified from unqualified practitioners” and its powers of supervision 
of medical education are limited to undergraduate teaching and to the 
examinations which qualify for admission to the Medical Register, 
whether these be conducted by universities or other licensing bodies. 
Supervision of postgraduate teaching does not appear to come within 
the range of functions of the General Medical Council in Great 
Britain. 

25. The position of the Indian Medical Council is somewhat 
different. It has not been authorised by law to maintain an All-India 
Medical Register or to exercise supervision over the various types of 
basic medical qualifications that exist in the provinces for obtaining 
entry into the Provincial Medical Registers. These are at present res¬ 
ponsibilities entrusted to Provincial Medical Councils and Faculties. 
The supervision of the Indian Medical Council is restricted to certain 
medical qualifications which are granted by Indian Universities and 
which are incorporated in the First Schedule of the Indian Medical' 
Council Act. We consider the present position unsatisfactory and 
have discussed the matter in detail in another section of this report. 
Without going into that discussion here it may be stated that, in 
view of our recommendation for only one basic qualification through¬ 
out India for entry into the profession, we have recommended that 
the Indian Medical Council should maintain an All-India Register 
and that it should supervise undergraduate medical education, which 
will be confined to institutions affiliated to Universities, through¬ 
out the country. In this way its functions will approximate closely 
to those of the General Council of Medical Education and Regis¬ 
tration of the United Kingdom. In view of the large expansion of 
undergraduate medical education we have recommended, we anti¬ 
cipate that the Indian Medical Council will find itself fully occupied 
with the task of ensuring that our suggestions for the improvement 
of undergraduate teaching and for its reorientation in certain direc¬ 
tions are carried into effect throughout the country. In these 
circumstances we consider that there is considerable justification for 
the creation of a separate body for supervising postgraduate medical 
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education. As will be seen presently from the constitution that we.- 
are recommending for the proposed Central Committee, we are pro¬ 
viding for two representatives of the Indian Medical Council on this 
body. 

26. The question may be asked as to whether this proposed trans¬ 
ference of power, to the Central Committee for Postgraduate Medical 
Education, for laying down standards in respect of postgraduate 
training in particular subjects, will not constitute an interference 
with the right of the universities to prescribe such standards in their 
own territories. In this connection it must be remembered that, in 
the field of undergraduate education, the powers of these universities 
have already been circumscribed by the right of the Indian Medical 
Council to regulate and control such education. We consider that, 
in the field of postgraduate education also, there should be some 
central authority for ensuring uniform standards of Training. In 
attempting to secure such uniform standards some of us apprehend 
that, if minimum standards are prescribed, there may be a tendency 
to regard these as maximum standards and that such a tendencv 
will not be conducive to the development of the highest type of 
postgraduate education. Due care will have to be taken to avoid 
such a possibility. We do not envisage that the functions of the 
Central Committee for Postgraduate Education will extend over 
the whole field of subjects in which postgraduate training can be 
given. Wo recommend that the Committee should concern itself, 
at least in the beginning, only with those subjects in which it is 
desired that facilities for postgraduate training, when provided in a 
provincial centre, should serve the purposes not only of that province 
but also those of one or more other provinces. There are no doubt 
many types of postgraduate training for which facilities exist in 
all parts of the country and we see no reason why the right of deter¬ 
mining standards in respect of such subjects should not continue to 
be vested in the universities. We suggest that, in order to assist the 
universities in the organisation of such postgraduate teaching, a Post¬ 
graduate Council of Medical Education may be established in each 
university, on which should be represented members of the medical 
profession who are on the Faculty or Board of Studies in Medicine, 
a representative of the Provincial Government concerned and a repre¬ 
sentative of approved medical societies in the province. This Council 
will be responsible for regulating postgraduate education in the wide 
field that falls outside the suggested jurisdiction of the Central Com¬ 
mittee for Postgraduate Education and will perform, among others, 
such functions as determining the subjects in which training should 
be given, arranging the courses, prescribing the syllabus from time 
to time and fixing the honoraria to be paid to lecturers. 

27. The administrative aspect .—We envisage for the Central Com¬ 
mittee for Postgraduate Education not only the function of technical 
supervision over postgraduate training in the institutions proposed 
to he established but also certain advisory functions in relation to 
their organisation and administration. These functions will include, 
in respect of both categories of institutions, namely, (1) institutes 
for special diseases and (2) existing provincial institutions which will 
be developed to serve as All-Tndia training centres, the advising of 
the Central and Provincial Governments on the lines on which such 
institutions should he developed and the apportionment of cost, 
capital and recurring, between the different Governments. In the 
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case of institutes for speoial diseases, which may have .to be started 
afresh, the Central Committee for Postgraduate Education will also 
be responsible for recommending the sites at which these should 
be estaDhshed. 

28. A decision regarding administrative control will be determined, 
to a large extent, by such matters as (1) the party or parties contri¬ 
buting to the expenditure involved in the maintenance of the institu¬ 
tion concerned and (2) the authority that used to be responsible for its 
administration, if the institution be one which had existed previously 
and had been improved and enlarged to serve training functions on 
-an all-India scale. It seems therefore advantageous to consider the 
institutions under the two categories separately. 

20. (i) The institutions under category (1) above are for special 
diseases. As has already been pointed out, many of them will have 
to be established afresh or, even if certain existing facilities are 
utilised, the expenditure involved may be so considerable as to make 
the gain from the utilisation of these facilities inappreciable. In 
suggesting an apportionment of the cost it must be remembered that 
these institutions will provide postgraduate training facilities for all 
provinces. Even so, the services developed in connection with each 
of these institutions will serve the people of the local area in the 
province concerned, so that it seems correct to say that, on the 
whole, the latter benefits to a larger extent than the remaining pro¬ 
vinces. As against this may be set the close co-operation and help 
that the provincial health administration will have to provide in 
order to enable the institution to function properly, particularly from 
the point of view of facilities for field training and research. In these 
circumstances it is recommended that the Central Government should 
bear 60 per cent, of the cost, non-recurring and recurring, and that 
the remaining 50 per cent, be distributed equally among the pro¬ 
vinces. It is anticipated that it is during the short-term programme 
of rapid expansion of our health organisation that the need for finan¬ 
cial help from the Centre to the Provinces will be the greatest. It 
is therefore suggested that, at the end of the first ten years, the 
question of redistributing the burden of expenditure may be taken 
up and that a reapportionment of cost may be made. 

It is desirable that the administration of these institutions, includ¬ 
ing the appointment and control of the staff, should be vested in the 
<Jentral Government. In the case of institutions under this category 
•with no previous history of administration by the provincial authority, 
•there seems to be no special reason for transferring control to that 
authority. However, certain suggestions will be made later to ensure 
co-operation between the institutions and the provincial authorities 
concerned. 

30. (ii) Institutions under category (2) form a class apart from 
those already discussed. There will be organisations already in 
existence and financed and controlled bv the Provincial Government 
concerned. An improvement and expansion of their activities are 
being suggested in order to enable them to provide training- facilities 
of the requisite standard for the country as a whole. In these cir¬ 
cumstances it seems reasonable to suggest that, so far as recurring 
expenditure is concerned, the Province need contribute only the 
average annual amount It had been spending for the past three Veers. 
Of the additional expenditure that will he required for the main¬ 
tenance of the Institution, it is suggested that the Centre may 
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■contribute 50 per cent, and that the Provinces, excepting the one in 
which the institution is situated, may share equally the remaining *>0 
per cent. As regards capital cost the Centre may contribute 50 
per cent, and in the distribution of the remaining 50 per cent., the 
Province in which the institution is situated should also/ bea»jin equal 
share with each of the other provinces. 

These proposals should be subject to revision at the end of the 
first ten years. 

As regards administrative control, it seems reasonable to suggest 
that the Provincial Government, which had so long been in charge 
and had, on its own initiative, developed the existing facilities, should 
continue to be in charge. 

81. We have already pointed out the need for the closest possible 
co-operation between the Provincial Health Department and the post¬ 
graduate training centres under both categories, if the latter are to 
function properly. Some provinces may contain two or three or more 
«ueh centres of training. We therefore suggest the establishment of 
a small Committee with the Provincial Director of Health Service as 
the Chairman and with the Directors of the Institutes in the province 
and the three Provincial Deputy Directors in charge of Professional 
Education and Research, of Medical Relief and of Public Health aB 
members. All local difficulties in respect of individual institutes can 
be quickly resolved through the consultations that such a Committee 
•will provide, while the Central Committee for Post-graduate Educa¬ 
tion will probably find that the Provincial Committee can be of great 
value in helping to raise the standards of training m these institutions. 
The composition of the Central Committee for Postgraduate Medical 
Education 

32. It is suggested that the composition of the Committee may be 
sis shown below: — 

The Director-General, Health Services (Chairman) or, in his 
absence, his Deputy who deals with professional education 
and research. ........ 1 

A representative from the Medical Faculty of eaoh of three 

Universities in British India in rotation . S 

Two representatives of the Soientifio Advisory Board for 
Medical Research, which has been reoommeuded elsewhere 
in the report for the organisation and control of medical 
research in India ........ 2 

It is desirable that one of them should be a distinguished 
scientist who is not a medical man. 

'Two representatives of the Medical Counoil of India • . .2 

Rive Provincial Directors of Health Service.,, or in their 
absence their Deputies in charge of professional education 
and research, in rotation ...... S 

Two representatives for all the postgraduate training institu¬ 
tions under category (1) described in this ohapter . . 2 

Two representatives for all the postgraduate provinoial centres 

under category (2) described in this chapter . . .2 

Two Directors of Provinoial Research Institutes . . .2 

THfe Committee should have a full-time. Secretary. 

The Committee will have a strength of 19 members, including 
the Chairman. It is suggested that the tenure of office, except in 
the case of those who hold their seat in their official capacity, may 
<be fixed at three years. 
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33, The creation of an Executive Committee consisting of about 
■five to seven, members, the Chairman of the main Committee being 
also the Chairman of the Executive Committee, is recommended, itf 
is also suggested that the main Committee should divide itself into 
Advisory Committees for dealing with different subjects with power 
to co-opt outsiders as members when discussing particular problems. 

34. Recruitment and, control of the staff of the institutions under 
categories (1) and (2).—We have already recommended that institu¬ 
tions under -category (1) should be under the control of the Central 
Government and those under category (2) under the control of the 
Governments of the provinces in which they are situated. The 
general principles, which should guide recruitment in both cases, are 
in our view the. same. We therefore make the following recommend¬ 
ations, which are based on-the procedure we suggested in the chapter 
dealing with the organisation and inter-relationships of the central,, 
provincial and local health administrations (Chapter XiVII): — 

(1) Recruitment to these posts should be solely on considera¬ 

tions of merit. 

(2) The venue of recruitment should be India and recruitment 

should be made through the Federal Public Service 
Commission or Provincial Public Service Commission as- 
the case may be. 

(3) It is essential that the best persons available Bhould be 

secured. In respect of individual posts a search should 
be made through the country in order to investigate the 
possibility of securing suitable persons of the required- 
calibre. It is only when this is not found to be possible 
that recruitment through the world market should be 
resorted to. The experts who are obtained from abroad 
should be entertained on short-term contracts, normally 
extending from three to five years. 

(4) The condition should be laid down in every case that, with¬ 

in the period of the contract, a suitable Indian should 
be trained for taking on the duties at the end of the- 
term. 

(5) The selection of suitable persons from the world market 

should also be done by the* Federal Public Service Com¬ 
mission or the Provincial Public Service Commission as 
the case may be, with the aid of such ad hoc committees 
as may be formed in the respective countries in order to- 
assist the Commission, 

(6) There should be no reservation of any of the posts for the 

members of any services. The sole criterion of selection 
should be merit and reservation of posts is incompatible 
with this principle. 

85. Salaries. —We have already discussed the question of salaries; 
in the chapter referred to above. Here again we adhere to. the prin¬ 
ciples we enunciated. 

As regards persons recruited from abroad, the salaries offered wilt 
have to be such as will be necessary to secure the class of persons 
required. They will, of course, fall outside the regular nfedical 
services of the country and, as has already been pointed out, should 
be regulated by short-term contracts. 

For Indians the problem of recommending suitable scales of pay is 
by no means easy. We have discussed the different aspects of the- 
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problem in that chapter and do. not propose to traverse the 
same ground again. We have suggested the appointment of fin ad 
hoc committee by the Government of India for an examination of 
this complex and important problem, in order that suitable recom¬ 
mendations may be made available to the Central and Provincial Gov¬ 
ernments on which they can base reasonable scales of salary for the 
different categories of their employees. 

.-Hi Legislation .—The proposals made in this chapter for the 
organisation of postgraduate education in the oountry raise certain 
points of departure from existing administrative procedure and require, 
for the successful functioning of the institutions that will be set up, 
close collaboration between the Central and Provincial Governments. 
It seems essential therefore that legislative sanction should be secured 
for the implementation of these proposals in order to ensure that the 
necessary adjustments between the Centre and the Provinces may be 
placed on a legal basis. But such adjustments between the Govern¬ 
ment of India and Provincial Governments are required in many 
spheres in connection with the development of the national health 
programme. We have recommended elsewhere the enactment of 
comprehensive legislation in order to secure f these objects. In our 
view any legislation that may be necessary in respect of the proposals 
embodied here may well form part of such comprehensive legislation 
and need not be taken up separately. 

Refresher Courses for General Practitioners 

87. One of the most serious handicaps in the raising of the general 
standard of medical practice in this country is the absence of any 
provision for refresher courses. New ideas and new discoveries in 
medicine come forward with such bewildering rapidity that it is hardly 
possible for the busy doctor to keep abreast even of those advances 
in knowledge which are necessary for him in th» daily carrying on 
of his profession. This fact is fully realised in all the more advanced 
countries and provision is made for both long courses and short 
compressed courses on a great variety of subjects of medical interest, 
given by leading experts in large centres which practitioners may 
arrange to attend. Arrangements are also frequently made for touring 
units to take the courses to the doctors in the more outlying districts. 

,38. Opportunities for such courses, at least once, in five years, 
should be available in India for all medical practitioners, including 
private practitioners as well as the doctors in public service. Our pro¬ 
gramme of health development will tbnd, as it proceeds, to absorb 
large numbers of existing general practitioners as well as almost all, 
the new medical men who will be produced for many years to come. 
Therefore the memherq of the State health services will as the venrsy 
go by, be increasingly benefited by the proposed refresher courses. 
The kind of periodical training required by private practitioners and 
by large numbers of medical officers in public service need not. how¬ 
ever, differ because both classes of medical men will be dealing in 
general practice in the community and not with any specialised form; 
of medical service. In the interests of those who are in public service 
the refresher courses will lay emphasis on the preventive aspect of 
medical practice and we feel that such emphasis will be for the 
benefit of private practitioners also. 

89. The whole aim of such refresher courses should be (aj r, 
brushing up of the knowledge which every general practitioner should 
possess. This should include a revision of the aetiology, diagnosis 
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and treatment of those diseases with which he is in daily 1 contact; (b) 
an account of recent important advances in diagnosis, prognosis and 
treatment, with particular emphasis on methods which can be applied 
by the practitioner himself and (c) an exposition of the recent 
advances in the diagnosis and treatment of diseases with which the 
general practitioner should be familiar, though he may not always 
be able to apply them himself. 

40. The emphasis in these courses should always be on the practi¬ 
cal aspects of the training and the lectures should be 'predominantly' 
clinical lecture demonstrations. In fact the whole success of the 
refresher courses will depend on the extent to which set lectures and 
theoretical disquisitions are relegated to the background. The conve¬ 
niences of the general practitioner, the amount of time that he can 
spend, the facilities that are to be placed at biB disposal and those 
available for him at the training centres should all be borne in mind 

41. Nature of refresher courses .—There are several lines along 
which refresher courses may be arranged. 

(i) Whole-time refresher courses which may extend from two 
weeks to two months. It is desirable to encourage short-term courses 
of two to four weeks, as many medical men may not find it practi¬ 
cable to be away from their duties for longer periods. 

(ii) Part-time courses which may be 

(a) week-end courses "l spread over weeks or 

(b) whole-day courses > months organised on 
(cl half-day courses J a systematic basis. 

(iii) One educational session once a week or fortnight conducted 
throughout the year. 

(iv) Short-term posts in a recognised hospital for periods ranging 
from one month to three months. 

42. Place or institution for refresher courses .—We recommend 
that_ facilities, for refresher courses should be developed in all hospitals 
attached to secondary centres, district headquarters, medical colleges 
and the headquarters of each province. Such a wide distribution of 
provision for theso courses is suggested in order to make it possible 
for medical officers in the State health services and for private prac¬ 
titioners to obtain the training at periodical intervals. In the case 
of doctors in service these refresher courses will be considered as duty 
while in the case of practitioners, it is desirable that, in order to 
■encourage them to take the training, they should be exempted from 
payment of fees and, if they have to leave the place of work, that 
they should be given a subsistence allowance during the period of 
training, if they ask for it. 

It will be seen that the agency responsible for the development 
•of facilities for refresher courses will be Provincial Governments. Even 
so, it is suggested that, in university centres, the organisation of such 
courses should be undertaken in consultation with the universities 
•concerned. 

'The Provision of Special Training In Oertain Branches which are so 
Important as to warrant separate consideration 

43. Tuberculosis ..—There can be no question that this disease still 
remains as one of the ‘‘Captains of the Men of Death” in India, and 
•special attention must be given to the training of the personnel neces¬ 
sary to combat it. It is obvious that the mere provision - of the- 
Shospitals and sanatoria etc., which have already been recommended 
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will be of no avail unless a very considerable technical staff is 
simultaneously prepared. The training of this staff divides itself 
naturally under three heads. 

(a) Undergraduate training. —The need for special instruction in 
tuberculosis is referred to in our memorandum where a three months’ 
course of out-patient attendance and clinical demonstrations in . the 
wards is recommended. The lectures and demonstrations should 
form part of the general teaching of medicine, and we are definitely 
of opinion that in this subject clinical demonstrations are of greater 
value than didactic lectures. 

(b) Refresher courses for the general practitioner. —A four weeks 
course similar to that outlined by the Tuberculosis Association of 
India is recommended, It should be given in the chief provincial 
centres in co-operation with the teachers of general medicine and the 
special tuberculosis hospitals in the province. 

(c) Postgraduate training in tuberculosis. —It is desirable that 
graduates of suitable aptitude should be encouraged to take up post¬ 
graduate training in tuberculosis, Such postgraduate training should 
be taken only after the completion of the internship for one year 
which every person will be required to undergo after passing the qua¬ 
lifying examination for the medical degree. 

44. Postgraduate training in tuberculosis should cover a period of 
one academic year and the following facilities should be available. 

(i) A central clinic with a staff having recognised training expe¬ 
rience and with proper equipment for X-ray and laboratory diagnosis, 
in order to enable it to carry out a full programme of diagnostic and 
preventive work including contact examination, follow up, and after¬ 
care work. There should be a minimum attendance of 1,000 new 
cases requiring diagnosis in a year. 

tii) A sanatorium or hospital for pulmonary tuberculosis of at least 
150 beds where all modem methods of diagnosis and treatment are 
carried out and where a minimum of 50 thoracoplasties are done in 
a year. The teaching staff should have had special training and ade¬ 
quate experience. 

(iii) Facilities for study of the diagnosis and treatment of non- 
pulmonary tuberculosis—For this purpose, the orthopedic depart¬ 
ment gf the general hospitals attached to the university medical 
training" centres may be fully utilised. 

(iv) Teaching in pathology, bacteriology, etc. associated with 
tuberculosis in a department attached to a medical training centre 
except in those rare cases where a specialised tuberculosis institution 
furnishes all the available material and has a special department of 
pathology and bacteriology attached to it. 

We recommend that, if these conditions can be fulfilled, trainees 
should be eligible for a special Diploma in Tuberculosis which should 
be instituted by the various universities. 

45. In addition to the training of medical men as specialists in 
tuberculosis there is a great need for the training of health visitors 
having a special knowledge of this disease. It is true that, when the 
evolution of the public health nurse reaches the practical stage, such 
nurses will include such knowledge as part of their general equipment 
and this may best be arranged for them by a course of four months 
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at a tuberoulosis clinic and two months at an in-patient tuberculosis 
institution. 

46. In view, however, of the difficulty of securing personnel for 
sometime to come, we recommend that, as a short-term policy, special 
tuberculosis health visitors should be trained,'both male and female, 
who should possess the school leaving certificate as a basio qualifica¬ 
tion and should have special training in a recognised centre for a 
period of at least 12 months, nine months of which should be spent 
in tuberculosis clinics and three months in an up-to-date tuberculosis 
institution. In due course, when sufficient trained nurses become 
available, this interim method of training may be discontinued. 

47. A brief reference may be made to the training centres that we 
have recommended, elsewhere in this report, to be established during 
the short-term programme. The number of places, in which the 
facilities indicated by us in an earlier paragraph as being essential for 
such centres can be made available without delay, are only five. 
During the first five years of the programme these will be supplemen¬ 
ted by seven more training centres. During the same period we 
have recommended the creation of 33 tuberoulosis hospitals with pro¬ 
vision for 200 beds in each and of a well-equipped and adequately 
staffed clinic in association with each hospital. These institutions 
will become additional training centres both for dectors and for nur¬ 
ses (or health visitors) during the second five years. Thus forty five 
such centres will bo working throughout .the period. Our scheme of 
expansion provides for the establishment of another Bet of 33 hospi¬ 
tals and associated clinics during the second five years and, of these, 
it may well be that about 20 will function during the last two years 
of the period. 

48. Mental Hygiene .—This subject must become of even greater 
importance than it is at present in any advanced scheme of preven¬ 
tive medicine. The increasing Btrain of modem life playing upon an 
organism which is often inadequate for meeting it must lead to an 
increase of the number of cases on the borderline of insanity, and 
also of those actually under care in mental institutions. There has 
been up till now a neglect in this country, of the advances made in 
psychological medicine, but any scheme for the future must allow 
for the training of an extensive staff of clinical psychologists, psy¬ 
chiatrists, social workers and allied personnel. 

49. We have drawn attention in our memorandum to the need for 
undergraduate training in this branch of medical knowledge, both in 
early and later periods of the course. In addition to such undergra¬ 
duate training we suggest that postgraduate training in psychiatry 
should be established at universities in suitable institutions, such 
training leading to the granting of a Diploma in Psychiatric Medicine. 

50. Refresher courses in mental hygiene and psychiatry for the 
general practitioner and the medical and surgical staff of general hospi¬ 
tals would be useful. Psychiatric units or departments should be 
established in general hospitals to facilitate both undergraduate and 
postgraduate teaching, though to open these too early before trained 
personnel become available to conduct them would be bad propa¬ 
ganda. In the United Kingdom modern developments in mental 
health services are doing much to lessen fears and prejudices among 

the public. It is vital that, in any future organisation of medicine, 
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psychiatry should not remain segregated and that it should take its 
place in the general scheme, subject to the provision of adequate and 
well trained personnel. 

51. In order to make adequate trained personnel available for 
teaching purposes we may make two recommendations. One is that 
specialists should be obtained, on short-term contracts,- from abroad 
to' take charge of mental hospitals and to organise teaching program¬ 
mes and social services during the early stages of development. The 
second is that selected graduates should be sent out to the United 
Kingdom or the United States of America for- postgraduate .training- 
in psychological medicine, after holding a resident appointment for 
about six months in a mental hospital in India, if the candidates have 
not already had that experience. 

52. Dietetics .—The subject of dietetics has been badly neglected 
in-all hospitals in India and even in teaching centres and little 
emphasis has been placed upon this aspect of treatment. Not only 
have dieticians to be trained who will be in a position to rationalise 
the system of dieting in public institutions but the teachers them¬ 
selves have to be trained in this subject, initially, with special refer¬ 
ence to the needs of this country. We understand that a step in this 
direction is being taken by the*Central Government in connection 
with its scheme for the award of scholarships for overseas training 
in different subjects. We consider that a Department of Dietetics 
should be established in all teaching centres and that properly trained 
dieticians should be available at such centres both for organising 
departments of dietetics and for carrying on research and the training 
of dieticians, who should then be employed in hospitals, public institu¬ 
tions, hostels, schools etc. 

53. In this connection it may bo mentioned that, for the past 
seven or eight years, under the auspices of the Indian .-Research Fund 
Association, training courses in nutrition have been carried out in the 
Nutrition liesearch Laboratories maintained by that Association in 
Coonoor and that well over a hundred workers, who belong mainly 
to the Health Departments of .the different provinces and of certain 
Indian States, have been trained during this period. 

The Establishment of Courses designed to raise the Existing Licentiate 
to the level of the “basic doctor’’ 

54. If our recommendation as regards the conversion of schools 
into colleges is accepted, after some time, there will be no further 
additions to the ranks of the licentiates. The question, however, of 
affording to existing licentiates facilities for postgraduate training 
presents itself and deserves serious consideration. There are two 
types of such postgraduate training that may be given, (1} training 
which will enable them to obtain a university degree and (2) advance( 
training in the different specialities. 

(1) Courses leading to degree qualification .—There are a large 
number of licentiates, particularly those under 40, who are anxious 
to obtain a university degree. The All-India Medical Council has 
suggested certain changes which some universities have accepted, 
the result of which will be that a licentiate can within 18 to 24 months 
obtain the Degree of M.B.B.S. Special concessions to those who are 
serving in the armed forces so that they may, after demobilisation, 
proceed to n degree have also been recommended. We consider that. 
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every encouragement should be given to all licentiates who wish to* 
obtain the full medical qualification and they should be given every 
reasonable facility in the different medical colleges to pursue the 
necessary courses of study. So far only a few universities have seen 
their way to arrange this, but we suggest that it should be the endea¬ 
vour of every university and every medical college to reserve a muclt 
larger number of places for licentiates so as to enlarge substantially 
their opportunities to obtain a medical degree. 

(2) Advanced training for licentiates .—It is desirable that licen¬ 
tiates should have opportunities of training so that they may be in at 
better position to practise the various specialities. There are at 
present only a few centres where such training can be obtained by 
licentiates. The Calcutta School of Tropical Medicine and the All- 
India Institute of Hygiene and Public Health aSord opportunities for 
licentiates to acquire their diplomas while the Madras Government 
have introduced special courses in ophthalmology, obstetrics and 
gynaecology, tuberculosis and clinical laboratory sciences for licen¬ 
tiates leading to a Government diploma after a period of training for 
one year. We feel that such diplomas should he made more freely 
available to licentiates on the lines which we have suggested in our 
proposals for the postgraduate training of university graduates., 

55. Three of us (Drs. Amesur ,ahd Narayanrao and Pandit’ Maitr'u) 
are of opinion that medical licentiates should be permitted to obtain 
postgraduate degrees and diplomas granted by the universities with¬ 
out completing the degree course. They state “There is a very large 
number of licentiates in the country who are specialists in different 
branches of medicine and we feel that they should have unfettered 
chances to take up and compete for university postgraduate degrees 
and diplomas in their specialities without undergoing the complete 
university M.B.B.S. course.” 

(H) DENTAL EDUCATION 

56. The provision of an adequate service for the dental care of the 
population is now recognised in all countries as an essential part of 
any comprehensive scheme for public health and medical relief. 
Unfortunately, in India, this matter has, up to the. present, received 
so little attention from universities or from the State that there are 
only four institutions available for the training of dentists—two in> 
Bombay, one in Calcutta and the fourth in Lahore. One of the two 
in Bombay and the dental college in Lahore are supported by the 
respective Provincial Governments and the other two are under 
private management. 

57. Of those dental surgeons who practise in India, the vast 
majority troat only the wealthy. For the poor there is practically 
no provision at all, and throughout the country dentists are employed 
only to a very limited extent in the hospitals under State control. 

58. In the West, a basic minimum of 1 dentist to 3,000 population 
is not considered to he sufficient, but, as the incidence of dental caries 
in India is relatively less, it would probably be permissible for us to- 
wi^rk on a basis of 1 dentist to 5,000 population. This arrangement 
would require about 75,000 qualified dentists in thirty to thirty-five- 
years, on the assumption that the population of British India will be- 
about 375 millions by that time. This wouTd necessitate the training 
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of at least 2,500 per year over that period and the establishment of 
25 Dental Colleges, each capable of admitting 100 students per year. 

59. A similar difficulty was experienced in New Zealand and was 
partly met by the training of ‘‘dental nurses” for a period of two 
years with matriculation as the basic minimum qualification for en¬ 
trance. These ‘nurses” were capable of carrying out the simpler 
operative procedures which take up so much of the average dental 
surgeon’s time, but require no very high technical skill. There is 
little doubt that, in India, a sufficiently large body of matriculates, 
both men and women, could be induced to take up this interesting 
and worth-while work. They could, when qualified, staff the school 
dental clinics and assist in hospitals and dispensaries, in all cases 
under the supervision of a fully-qualified dentist. The proposed title 
for such personnel is ‘‘dental hygienists”. They would have to be 
trained at government expense, in the first instance, and required 
to enter into a bond to work for 5 —IQ years. 

Planning for the expansion of Dental Education- 

60. In planning for the expansion of dental education in India 
there are two initial difficulties:—• 

(1) the extreme shortage of adequately trained Dental Surgeons 

available—only 1 to 400(000 of the population and 

(2) the difficulty' of obtaining teachers of the right calibre to 

staff new colleges on a large scale. 

61. Provision will have to be made for the training of three types- 
of personnel: 

(1) the dental surgeon; 

(2) the dental hygienist; 

(3) the dental mechanic. 

62. The responsibility for the training of the Dental Surgeon will 
of necessity be shared between the Medical and Dental Colleges. 
The training of the other two classes (dental hygienists and dental 
mechanics) will throw no additional burden on the Medical Colleges 
but will be" undertaken entirely by the Dental Colleges. Provided 
all senior posts are made full-time, the professors of the Colleges can 
easily arrange for all lecture courses for the hygienists and no- 
separate training institutions will be required. There are in India 
very few properly trained dental mechanics and large numbers will 
be required to meet the growing demands of the profession in colleges, 
hospital service, -and in private practice. In a State Dental Service 
it would be wasteful economically if the higher paid dental surgeon 
were required to devote a large proportion of his time to laboratory 
work Given sufficient accommodation and adequate staff, the dental 
mechanic could also be trained in the Dental Qolleges under the 
Professor of Prosthetic Dentistry, and for this purpose an intensive- 
course in mechanics is suggested. 

Dental Colleges 

63. All dental colleges should be directly affiliated to a University 
in order to regularise the conferment of a Dental Degree at the 
conclusion of the course of study, and a separate Faculty of Dentistry 
should in each case be created, together with a Board of Studies. 
The minimum entrance requirements should be the same as those 
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for a Degree in Medicine; the course should extend over a period 
of four years, and lead to the degree of B. D. S. (Bachelor of Dental 
Surgery). The courses of study and the regulations for the Degree 
together with the syllabus should follow the general lines laid down 
in Appendix 81. 

64. A separate course of two years’ duration may be given for 
those medical graduates who wish to qualify for an additional Degree 
in Dentistry. 

^Postgraduate Instruction 

65. Appointments as “house surgeons” should be instituted in all 
Dental Hospitals run in conjunction with Dental Colleges, so that 
additional training on a salaried basis may be available for graduates. 
Stipends for such appointments should be on the same scale as those 
given to medical house surgeons. In view of the present acfite 
shortage of teachers, all graduates in Dentistry should be encouraged 
to proceed to a higher degree, and provision for this should be made 
in all universities by the establishment of the degree of M. D. S. 
•(Master of Dental Surgery). In that way only can a well-trained 
body of teachers of Dentistry be gradually built up in India. 

' (>6. As a temporary measure dental graduates should be 
encouraged to proceed overseas to study the modem trends of dental 
education and to pursue courses of training in special subjects in order 
to qualify for professorial appointments on their return to India. At 
the same time, during the whole short-term period, it may be neces¬ 
sary to engage dental professors from outside India to supplement the 
staff of the new colleges, and they would have to concentrate very 
largely on the post-graduate training of prospective teachers. 

Training Centres 

67. In view of the difficulty in obtaining well-trained dental 
teachers for- the short-term programme of 10 years it is advisable 
that the number of dental colleges proposed to be opened in India 
during that period should be limited. For effective distribution of 
.facilities it is suggested that dental colleges should be opened at 
•Calcutta, Bombay, Madras, Lucknow and Patna, and thfet the dental 
college at Lahore should be expanded. Both from the point of view 
of economy and efficiency it is desirable that each dental college for 
undergraduate students should be associated with^ a medical college, 
which should be extended so as to include a wing for the dental 
college. There should be the closest co-operation between the staffs 
<of both these colleges in arranging for courses of study, and the 
teachers of the medical college should assume responsibility for the 
instruction of dental students in those subjects which form part of 
the normal studies of the undergraduate in medicine. 

68. Every training centre should train approximately equal 
numbers of dental surgeons and dental hygienists, and it is recom¬ 
mended that each of these centres should be capable of training 100 
•dental surgeons and 100 dental hygienists annually. Each training 
•centre should normally be so constructed and equipped as to allow of 
those numbers being accommodated. If such arrangements are not 
possible, the minimum numbers should be 50 dental surgeons and 
50 dental hygienists, if the proposition is to be economical for the 
State. 
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69. In short the scheme outlined above envisages, as a first step, 
the replacing of the private colleges in Calcutta and Bombay by 
Colleges affiliated to the universities, the enlargement of the college 
of dentistry at Lahore and the inauguration of new colleges at 
Lucknow, Madras and Patna with facilities in each of these six 
dental training centres for training 100 dental surgeons and 100 
dental hygienists per annum. 

"Uniformity in Dental Education 

70. The establishment of some degree of uniformity throughout 
India is extremely desirable. It is suggested that ultimately, through 
an all-India body, the courses of instruction etc. which are to bq 
pursued at all dental colleges should be standardized. Such standar¬ 
dization through a central body could be ensured by: — 

(a) a uniform standard of entrance with Intermediate Science 

(Medical Group) as the minimum; 

(b) a four year dental course; 

(c) affiliation of every dental college to a university, prefer¬ 

ably with the creation of a separate Dental Faculty, 
but, in any case in close liaison with a Medical College; 

(d) uniformity in curriculum standards, technical and clinical 

requirements, and standards of examination; 

(e) a reasonably low level of tuition fees and 

(f) supervision over all dental institutions to see that they 

maintain the standards of efficiency -which are laid down 
for them. 

We* have recommended in Chapter XXIJ the creation of an All- 
India Dental Council and ulso of Provincial Councils. 

Dental Legislation 

71. Instead of each Province having its own Dental Act, com¬ 
prehensive all-India legislation should be introduced, which 
should, in addition, ensure complete reciprocity between the different 
provinces. Dentistry as a science can make little real progress in 
this country until it is upheld by suitable legislation directed to 
•compulsory registration, and the prohibition of practice by un¬ 
registered persons, dne of us (Mr. N. M. Joshi) is, however, of the 
view that such legislation is premature, but if passed it should not be 
made applicable to those areas where the free services of a registered 
dentist are not made available within a reasonable distance from the 
residence of a patient. The following advantages will accrue from 
registration— 

(1) the standard of the profession in India will be raised, 

(2) the public will be protected against practice by unqualified 

and unskilled persons, 

(3) it will be ensured that persons trained under the scheme 

as dental hygienists and dental mechanics will keep 
within their proper sphere of activity, 

(4) trained dental surgeons will be kept aware of the need to 

adhere to the standards of professional etiquette which 
are expected of them. 
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Registration must be separate for the three categories of dental 
surgeons, dental hygienists and dental mechanics. 

Post-war Dental Services. 

72. Though we have referred to the subject of dental service in 
our chapter on the short-term programme, it may be noted here that 
the object of the proposed expansion of dental education is not only to. 
provide private practitioners, but also to furnish the personnel for 
Provincial Dental Services which will eater for that huge proportion 
of the population, which is at present completely neglected. Our 
short-term dental programme will attempt to provide: 

(1) dental sections at all the secondary health unit hospitals 

that will be established during the short-term and 

(2) a travelling dental organisation for the area covered by each 

secondary unit. 

73. It is our opinion that the increase in the number of dental 
colleges and improvements in the training of dental surgeons and 
hygienists will not load to satisfactory results unless the State itself 
undertakes the establishment of a comprehensive dental service to- 
meet the urgent needs of the population. The above proposals for 
the short-term constitute the beginnings of such a comprehensive- 
service. 

(HI) PHARMACEUTICAL EDUCATION 

74. The present standard of training for those engaged in the 
practice of pharmacy is entirely inadequate and a drastic revision of 
the education system in this subject is essential. 

We consider it necessary to provide educational facilities for 
three classes of persons. 

(1) The licentiate pharmacist 

(2) The graduate pharmacist. 

(3) The pharmaceutical technologist. 

75. The licentiate course will provide for the large number engaged! 
in dispensary work in chemists’ shops, dispensaries and hospitals. 
The initial standard should be the matriculation or an equivalent 
examination with physics and chemistry as compulsory subjects uf’ 
study. A two-year course at an approved educational institution is 
necessary, and the following subjects should be included in the 
syllabus of study: Chemistry, Biology with special emphasis on 
Botany, Elementary Physics, Pharmacy, Pharmacognosy, Elementary 
Pharmaceutical Chemistry, Elementary Physiology and Forensic 
Pharmacy (Appendix 32). There should be two examinations held, one 
at the end of the first year and the other at the end of the course. 
The standard of the examination should be controlled by an All-India 
Pharmaceutical Council which, it is hoped, will be established for the 
whole of India, and which will maintain a uniform standard through¬ 
out the country. After passing the examination, the apprenticeship- 
should continue before an individual is considered qualified as a 
pharmacist. The title of pharmacist should be conferred on persons 
who hold this diploma. 

7fi. The course for a graduate pharmacist will be designed to train- 
the smaller number who will be engaged in manufacturing concerns,. 
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analytical laboratories and educational medical. institutions. It will 
be a degree course for either the B.Sjc". (Pharmacy), or the B. Phar¬ 
macy at the discretion of the University concerned. The entrance 
qualification for this course should be the Intermediate Science with 
Physics, Chemistry and Botany as a compulsory course of study or 
its nearest equivalent. The duration of the course should be for 
three years and should include Inorganic, Organic and Physical 
Chemistry, Botany, Biology, Elementary Phys.ology, Pharmacology, 
Pharmacy, Pharmacognosy, Pharmaceutical Chemistry and Forensic 
Pharmacy. Holders of the above Degree should be eligible for the 
pharmacist’s diploma without further examination, provided they 
undergo an apprenticeship for one year. 

77. For those desiring to take up the manufacture of phar¬ 
maceuticals and drugs on a commercial scale it is recommended that 
there should be, in addition to the graduate course in pharmacy, an 
additional course of one year in chemical technology, design, equip¬ 
ment etc. 

This degree should be open to those who take up technological 
studies after qualifying for the B. Sc. Degree with Chemistry as the 
main subject, or fo those who possess the Degree of B.,Se. with 
Pharmacy. The period of training should range from one year to 
eighteen months and the special object of the training should be to 
enable such persons to undertake the manufacture of pharmaceuticals 
and drugs and to control institutions where the large-scale manufacture 
of pharmaceutical preparations and the standardization of such pre¬ 
parations are undertaken. 

78. The number of institutions in which proper training for licen- 
tiates can be given should be determined by the Provinces concerned, 
taking into consideration the requirements of the Province and the 
extent to which facilities are available in the proposed training 
centres. A district headquarters hospital should be in a position to 
train licentiates, provided proper staff and adequate equipment are 
available. 

79. The training for the degree course in pharmacy should be 
undertaken by the Medical Colleges affiliated to Universities, and for 
this purpose, their Departments of Pharmacology and Therapeutics 
should be sufficiently enlarged for adequate courses of training to be 
given. The technological course should be arranged in Technological 
Colleges affiliated to the University. 

80. A detailed syllabus 'for Jtthe diploma course in pharmacy 
suggested by Dr. B. Mukerjee, Director, Biochemical Standardisa¬ 
tion Laboratory, Calcutta, is given as Appendix 82. 

It is proposed that, as soon as licentiates under this scheme are 
available in sufficient numbers, the training of compounders may be 
done away with. 

(IV) THE EDUCATION OF PUBLIC HEALTH PERSONNEL 
Introduction 

81. Scientific instruction in hygiene may be said to date from 
1868 when the brilliant chemist and physiologist Max Von Pettenkofer 
was elected to the newly created cha : r in that subject at Munich, 
and there founded the first University Institute of Hygiene. The 
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English D. P. H. was instituted in 1886 with the dawn of bacteriology 
and preventive medicine, while "the first University School of Hygiene 
in the United States of America was established at Johns Hopkins 
in 1919. 

82. No branch of medical education is in such a state of flux as 
that which concerns the training of workers in the field of public 
health. This will be evident from a study of the report on European 
Institutes and Schools of Hygiene issued in 1938 by the League of 
Nations, from which it appears that, at that time, there were four 
types of schools engaged in giving instruction in public health: 

(a) University institutions organised for public health teaching 
and research work. At present there is only one example in Europe— 
the London School of Hygiene and Tropical Medicine. This is an 
academic institution with all the duties and privileges of a University 
School. 

(b) University Institutes of Hygiene which have combined with 
the regional Institutes of Hygiene to form a single unit, supported 
in their work by both the Education and Health authorities. The 
Professors of Hygiene are at the same time Directors of the Regional 
Institutes. Instruction in hygiene is given to medical students as 
well as postgraduate training. Such institutes are found at Nancy, 
Jassy and Bucharest. 

(c) Institutes of Hygiene which organise public health courses by 
means of a department known as the School of Public Health, in 
which the staff of the Institute provides the greater part of the 
instruction. Such institutes are found at Warsaw, Budapest, Rome 
and Ankara. 

(d) Schools of Hygiene as special institutions of the State Health 
Administration at Zagreb and Athens. These schools, in addition 
to giving courses in public health, carry out part of the programme of 
the State Health Service, Zagreb in the matter of health education, 
surveys and sanitary engineering, and Athens in anti-malaria work and 
sanitation. 

The postgraduate training carried out by these institutions is not 
of a uniform type, and the duration of the oourses varies consider¬ 
ably, from six weeks at Sofia to 12 months in Athens and London. 
The programme also differs widely especially as regards the time given 
to the different subjects. 

As regards the training of public health nurses, most countries 
have established schools and the courses are more uniform, averaging 
thrbe years in length. Courses for Sanitary Inspectors vary from 
Warsaw 4 months to Zagreb 1 year. 

The primary aim of the institutions is not only to train doctors 
in public health, social insurance, and social assistance, but also to 
carry out pure and applied research. Only in England, France, 
Hungary and Greece is a diploma or certificate in Public Health 
compulsory for applicants for public health posts. 

Another type of instruction exists in Russia where there are no 
Schools or Institutes of Hygiene in the accepted sense, but where 
Hygiene forms one of the three faculties which provide training for a 
medical degree in each medical school. 
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83. We have, in other chapters of this section, adverted to the 
extreme importance of presenting the principles of preventive and 
social medicine to students of medicine, nursing and other branohes 
of health activity during their period of training. We have recom¬ 
mended the setting up in medical colleges of adequately staffed and 
equipped departments of preventive and social medicine as centres of 
teaching and research. We have also suggested the provision of rural 
and urban health organisations in association with these departments, 
in order that these centres may provide facilities for field work to 
students and for the investigation of community health problems to 
the different departments of the college. We have expanded our 
proposals regarding the education of nurses so as to include the tram- 
ing of the public health nurse. 

84. The postgraduate training now provided through the course for 
the diploma in public health will, we believe, be largely incorporated 
in future in the course of training for the undergraduate, in view of 
the growing demand for doctors trained equally in preventive and 
curative health work. Postgraduate training in preventive and social 
medicine will then have, as its objective, the provision of facilities 
for advanced training in such branches of the subject as malariology, 
maternity and child welfare, industrial hygiene, public health 
administration, epidemiology, public health laboratory practice and 
statistics. Such-specialised training may be of two types. The first 
will be of a limited character and will have as its purpose the equip¬ 
ment of health workers with a reasonable measure of prdficieney 
in these subjects. This course of instruction may, it is suggested, 
ordinarily range from about three months to one year. The second 
will be for those who desire to attain the status of specialists in each 
of the abovementioned branches of preventive health work. For them 
we suggest that the period.of training should be about three to five 
years. The candidate should be attached to the preventive and social 
medicine department of a medical college and, during this period, he 
should associate himself more and more with the teaching, research 
and administrative activities of the department, including participation 
in the field training given to the students. We anticipate that such 
specialisation will generally be undertaken aftdt an individual has 
had some period of practical experience in preventive and remedial 
health work. From the persons so trained it is suggested that recruit¬ 
ment can be made of suitable individuals for the more responsible 
administrative posts in the health department as well as for the 
higher teaching posts in the departments of preventive and social 
medicine in medical colleges. 

85. In view of the possible developments suggested above we 
believe that training in preventive and social medicine is likely to be 
developed in'two types of institutions, (1) in the departments of social 
and preventive medicine associated with medical colleees and (2) in 
special institutions on the lines of the All-India Institute of Hygiene 
and Public Health, Calcutta, or the London School of Hvgiene and 
Tropical Medicine. This second type of institution will probably 
devote itself solely to postgraduate work and fo research into commu¬ 
nity health problems. It will also reauire the provision of field train¬ 
ing centres to work in association with it. 

86. There remains for discussion in this chapter the question of 
training three types of workers whose activities are solely related to- 
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•the problems of preventive medicine. We refer to the Public Health 
Engineer, the Public Health or Sanitary Inspector, and the Public 
Health Laboratory Worker and Technician. 

A. The Public Health Engineer 

87. Our proposals for postwar health development require a large 
number of qualified public health engineers for the tackling of the 
problems of environmental hygiene. Public health engineering 
applies knowledge concerning the practical control and modification 
of the human evironment to the prevention of disease and the promo¬ 
tion and maintenance of health. The major activities of a public 
health engineer include the following: — 

1. Quantitative and qualitative control of water supplies. 

2. Removal of solid and liquid community wastes. 

8. Control of milk and food right from production through trans¬ 
port to distribution. 

4. Control of air pollution. 

5. Control of thermal environment in housing, industry, etc. 

6. Control of pollution of, streams, rivers, harbours, waterways, 

etc. 

7. Control of animal, insect and bacterial agents of communicable 

diseases. 

8. Safety and control of special occupational hazards in industry. 

9. Control of light, noise, etc. 

10. Promotion- of amenities such as parks, playgrounds, bathing 
places, etc., slum clearance, town planning, general 
cleanliness and control of offensive trades. 

88. Other activities are continually being added to this list and it 
Is evident that such specialised work calls for engineers with a definite 
public health outlook and a broad general education. A reference to 
the survey section of our report will show how backward is the control 
-of sanitation in this country. In order to make a definite improve¬ 
ment in existing conditions it is estimated that about 2000 adequately 
trained engineers will be required, with a yearly allowance of 80-100 
"for replacements. 

8Q. As regards the type of training required, we trust that the 
enumeration of the public health engineer’s functions made above will 
'remove any impression that may exist that a course of instruction in 
Applied Hydraulics given to a student of Civil Engineering is suffi¬ 
cient to provide the type of worker who can satisfactorily perform the 
important duties expected of him. 

90. A beginning in training can be made at the All-India Institute 
or Hygiene at Calcutta in collaboration with the Bengal Engineering 
College and the Calcutta University. Arrangements should be made 
to provide for at least 50 students at first on an all-India basis. For 
the first ten years 80 per cent, of the admissions should be restricted 
to specially selected engineers between the ages of 25 and 40 yho 
are already employed in the Provinces and States. 

91. The course should consist of academic instruction and 
demonstrations for eight months with an examination followed by six 
'months’ practical training at selected centres. Those who are not 
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■already in the service should undergo practical training for one .year. 
■Candidates may be awarded a degree or diploma on the completion of 
the course. 

92. A syllabus for a special course for qualified engineers to be¬ 
come public health engineers and more elementary courses in public 
health engineering (1) for incorporation in the training course *of all 
•engineering students qualifying for a degree in Engineering and (2) 
for Engineering Supervisors to be employed in small municipalities 
are given in Appendices 33, 34 and 35. These were prepared for us 
'by Professor Subrahmanyan, All-India Institute of Hygiene and 
Public Health. 

93. At a later stage it is proposed that this subject should occupy 
■a definite place in the courses of studies provided at the different 
Engineering Colleges, so that instruction in public health engineering 
will form a part of the training of all those who qualify as engineers. 

94. It is further suggested that opportunities should be given to 
public health engineers in public service to visit foreign countries for 
the study of recent advances in this subject. For this purpose the 
grant of four or five fellowships annually is recommended. 

B. The Public Health or Sanitary Inspector. 

95. The sauitary inspector is essentially a British Institution and 
the work of such an inspector has become more highly technical and 
■specialised within the British Empire than anywhere else in the 
world. He works under the Medical Officer of Health and is, in 
fact, his eyes and ears, his sanitary policeman, who enforces the 
sanitary laws of the community. In Great Britain the certificate 
of the Hoyal Sanitary Institute and the Sanitary Inspectors Joint 
Examination Board is an obligatory qualification. The instruction 
leading to the certificate extends over six months and is given in 
approved technological schools. After,this the candidate is required 
to undergo practical training for a further period of six months. 

96. In India the sanitary inspector is often the only officer to look 
•after public health and public works in many of the smaller muni¬ 
cipalities; his duties are heavy and his professional training not 
adequate to meet the requirements of some of his highly technical 
duties. Hence he generally confines himself to supervising conser¬ 
vancy and spends the larger part of his time in writing reports instead 
of concentrating on outdoor work. The position of the inspector in 
rural aroas is worse t for his area is so large that it is difficult for him 
even to complete his round of visits. He literally has no time for 
many of the duties which are allotted to him. In Bengal, there are 
at present 575 Sanitary Inspectors or one per thana of 80,000— 
100,000. 

97. British India will require a minimum of 12,000 Public Health 
Inspectors at the rate of 1 per 25,000 of the population, with replace¬ 
ments of about 800 annually. The present number under employ¬ 
ment is probably in the region of 8,000. 

98. The training given to these inspectors must prepare them to 
discharge their duties efficiently, and it must not be merely academic. 
The present position is unsatisfactory. The minimum standard of 
preliminary education for an inspector should be the school final or 
matriculation with mathematics or science subjects. A proposed 
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curriculum for the course is in Appendix 36. The period of training, 
is one year. 

99. We wish to add a final observation on this subject. In order 
to obtain and retain the services of intelligent men for this important 
work it will be necessary to offer adequate rates of pay. The 

apostle of health’’ will not carry much conviotion if he is not paid, 
enough to maintain his own health. 

0. Public Health Laboratory Workers 

100. Public health laboratories have not so far undertaken the 
training of laboratory workers. There are many fields in which 
specialised training is necessary to enable such persons to staff public 
health laboratories at other centres. Water-analysis, examination 
and analysis of food-stuffs, the place of disinfectants and their protec¬ 
tive value, problems connected with industrial health, etc., should all 
be taught and laboratory workers bo trained will fill a definite place in 
any scheme of organised public health laboratory practice. 


(V) T HE TRAINING OF NURSES AND MIDWIVES 


A. Nurses 

101. The conditions under which nurses have hitherto been required 
lo carry on their profession in this country are recognised by all think¬ 
ing persons to be deplorable. As long as such conditions obtain it is 
inconceivable that Indian women from the more educated families- 
will enter that profession in appreciable numbers. Wo give below 
in tabular form the main, but not the only, objectionable features 
of the present system together with the remedies proposed. It will 
be noted that in all cases it is within the power- of Governments, if 
they so wish, to remove these obstacles which cause many aspiring 
candidates to refrain from undertaking this work which is of such- 
prime importance to the welfare of their country: — 

Present condition Proposed remedy 

1. A lack of any professional status • The granting of gazetted (oivil ) rank to- 

persons who by reason of pay drawn 
or the position of responsibility they 
oooupy may reasonably be given 
suoh rank. 

2. Underpaid senior positions Salaries to be reviewed and increased 1 

so as to render the profession attrac¬ 
tive and to meet looal economic 
requirements. 


3. Grossly understaffed hospitals with 
consequent overwork. 


An attempt to reach in due course the- 
international standard of one nurse 
to 2J beds. 


4. Deplorable living conditions with 
gross overcrowding. 

6. Diet not balanced and insufficient for 
growing young women. 

6. No reoreational or oultural facilities • 


1 A fresh and vigorous approach to the 
I problem of accommodation and diet 
^ by the authorities oonoerned and the- 
| provision of requisite amenities. 


7. No general superannuation or pension Inauguration of a pension or provident 
schemes. fund scheme. 


The problem examined in detail 

102. There are at present the names of 9,500 nurses registered 
with the various Provincial Nursing Councils, but many nurses register 
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in more than one province, many are too old to practise, some have 
died and some have left the country, often without having taken their 
names off the registers\ In our opinion a more accurate figure would 
be in the region of 7,000, which is equivalent to a ratio of one nurse 
to 48,000 of the population, or to 124 square miles of territory in 
British India though it must not be thought that the few nurses 
available are spread evenly over the country in this proportion. 
Many—only too many—millions of the population cannot afford the 
luxury of a nursing service, and many even of the State-managed 
hospitals are without this essential personnel. There are not in the 
whole of India today so many qualified nurses as there are in London 
alone. 

103. The nurses whose names are on the various registers differ 
greatly in their professional ability and their educational background. 
There are at present approximately 190 schools, where training recog¬ 
nised by. the Nursing Councils is undertaken, but these training 
schools are far from satisfying even the minimum requirements of a 
modern training institution. In most of them students are employed 
as unpaid nurses, working long hours with no adequate time for 
study. In that way in almost every hospital in India, the education 
of the nurse is sacrificed to the urgent demands of the nursing service. 
Furthermore, in no hospital is there a staff adequate either in 
numbers or in experience to provide the necessary instruction and 
the supervision of training. An All-India Nursing Council, which we 
are recommending elsewhere in this report, will ensure that the 
required standards of training are attained by all the training institu¬ 
tions in the country, and that student nurses, are regarded as 
students and not as employees of the hospitals at which they are 
studying. 

104. (a) The living conditions in training centres .—The living con¬ 
ditions in training centres at present are, in most cases, deplorable. 
Overcrowding is almost universal and even the barest essentials for 
hygienic living are not provided. In some centres student nurses are 
even expected to cook their food in their own rooms in their off-duty 
time, while recreation rooms for nurses are practically non-existent. 
These conditions require the most drastic revision. . Young growing 
women who work hard require well-ventilated rooms with sufficient 
regard to privacy and with special arrangements for quiet for night 
nurses, sufficient light and air, and an adequate diet supervised by a 
properly qualified person. The student nurses should be provided 
with accommodation of this type, free board, laundry, uniform and no 
charges should be levied for any of the amenities provided. Besides 
this they should be given a stipend ranging from Es. 15 to Bs. 25 
per mensem. The living-accommodation for student-nurses should 
be separate from that of staff nurses, and should include dining, 
sitting and bed rooms, proper bath rooms and lavatories, the apart¬ 
ments being fully furnished not on any expensive basis, but to meet 
the ordinary requirements of students. Proper facilities should be 
provided for recreation both indoors and outdoors. 

105. (b) The target to be aimed at.—The target to be aimed at is 
the provision of one nurse to 500 of the estimated population at the 
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end of 30 years—roughly 500 million. This will mean an attempt to 
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100. The actual number of nurses that can be trained depends 
■upon three factors— 

(i) the number of young women with a proper educational 

qualification who will be prepared to enter the nursing 
profession; 

(ii) the number of properly equipped and properly staffed .train¬ 

ing institutions that will be available to train suoh 
nurses and 

(iii) the financial resources available for such training. 

107. The great need is to elaborate a satisfactory short-term 
policy. The long-term programme is so intimately bound up with 
post-war development in other spheres, particularly education, that 
it must await their collateral development. There is no. doubt that 
the spread of educational facilities, better teaching and the introduc¬ 
tion of compulsory education up to at least the high school standard 
will eventually attract larger numbers to the profession. Meanwhile 
the immediate need is for a thorough overhaul of the existing training 
centres together with the establishment of others better designed and 
more adequately equipped. 

Establishment of Preliminary Training Sohools 

108. It must be borne in mind that not all provinces possess the 
same facilities for the training of nurses. In some of them the 
education of women hus progressed further than in others. We 
believe that in South India, particularly in the southern districts of 
the Madras Presidency, in the States of Travaneore and Cochin, in 
Mysore and the Bombay Presidency, if the conditions of service are 
made more attractive, a larger number of students will bo attracted 
to the profession of nursing. As regards the rest of India the outlook 
is not so hopeful at present. A great handicap to the immediate 
setting up of regular training centres is the extreme shortage of 
efficient sister-tutors, and it is felt that the only immediate solution o£ 
the problem which will permit the full utilization of the very few who 
are at present available is the establishment of preliminary training 
schools at suitable centres, though it must he clearly recognised that 
this is an emergency short-term measure and not intended to replace 
the regular systematic training of nurBes. It is proposed, therefore, 
that a sufficient number of training schools should be established over 
as wide an area in each province as possible. 

109. These schools will give elementary instruction to students 
who wish to become nurses, midwives, public health nurses and hospi¬ 
tal social workers. The basic preliminary course -proposed by us for 
these institutions is devised to instil into the students a preventive 
approach to health problems from the very commencement. The 
nursing course can be made interesting only if it is correlated with 
existing educational backgrounds and linked to community and home 
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conditions. The elementary course is so planned that it will provide 
those students, who do not proceed to the full professional course, 
with valuable experience immediately applicable in their ojyn homes 
and villages. 

110. Candidates should not be less than 17 years of age and th ■ 
course should not be less than 14 weeks—13 weeks for study and 
one week for examination. This permits of three sessions annually, 
allowing 10 weeks for transfers and admission of students and holi¬ 
days for teaching staff. The approximate number of hours of tuition 
per week is 34, allowing for rest during one afternoon and a whole 
day in each week. (Details of the proposed course are given in 
Appendix 37.) 

The Training of Nuraei 

111. In order to ensure that our recommendation should be of the 
most practical nature we obtained the advice of a Conference of the 
representatives of the civil nursing profession from the provinces and 
of the Army nursing services of India, the United Kingdom and the 
United States, who have furnished us with material for the following 
scheme, which we now advance for training the large number of 
nurses who will be eventually required. 

112. It is recommended that there should be Uvo grades in the 
profession with corresponding types of training i.e., a junior grade 
and a senior grade. In addition to these two grades it is proposed 
that a University Degree course in nursing should be established, 
wherever possible, and that postgraduate courses for nurses should 
be instituted in order to train selected nurses for assuming the more 
responsible duties of their profession. 

113. The course for the junior certificate .—The age for admission 
should be 17 years and the entrance qualifications should be not 
less than a completed course of the middle school standard. This 
standard of entrance may be raised as the education of women in 
India progresses and this course ultimately abolished as soou as 
there can be one uniform course of training for the nursing profes¬ 
sion. The details of the suggested course of lectures and 'demons¬ 
trations for this certificate are given in Appendix 38. The length 
of the course should be three years. 

' 114- The course for the senior certificate .—The minimum entrance 
qualifications for this course should be a completed course for 
matriculation, school leaving certificate, the Junior Combridge or 
their equivalent. Training should extend over three years while, if 
midwifery is included, four years should be adequate to prepare a 
nurse to assume any responsible post in the field of general nursing 
or of public health. A draft syllabus for the senior certificate course 
is given in Appendix 89. 

Though the courses arranged for the junior and the senior certi¬ 
ficates should be entirely separate, it should be arranged in planning 
all syllubuses that the preventive side of medicine and the social 
aspects of nursing are brought! continually before the student through¬ 
out her training. Instruction may be given either in English or in 
the chief languages of India. If instruction is given in these different 
languages it must be ensured that text-boobs are of the proper stan¬ 
dard and that they are brought up-to-date at suitable intervals. In 
order that this may be ensured it will be necessary to establish a 
central agency or editorial board. 
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115. Examinations .—The qualifying examination for nurses should 
be controlled by the different Provincial Nursing Councils and 
Medical Examination Boards subject to the general supervision of 
standards by the All-India Nursing Council. There should he two 
examinations, an intermediate at the end of the preliminary period 
of twelve to eighteen months of training and a final at the completion 
of the course. The examinations may be held twice a year. While 
emphasis should undoubtedly be placed upon examinations as fit 
and proper.tests to ascertain the progress that the nurse has made, 
in the assessing of educational assets greater emphasis should be 
laid upon the adequacy of the teaching centres, the facilities which 
they have at their disposal, the equipment they possess, the number 
of nursing staff, the hours of work for pupil nurses, the qualifications 
of those engaged in training, and last, but by no means least, the 
qualifications, attainments and personality of the head of the Nurses 
Training Centre. 

116. Hours of work .—The hours of duty at present required from 
student nurses vary in different hospitals, ranging from 45 to 70 a 
week for day duty, and from 49 to 90 a week for night duty. Few 
schools include lecture and class room demonstrations in the duty 
hours, while many expect the student nurse to attend classes when 
off duty. It should be clearly realised that it is impossible for 
young growing women to carry the burdens of hard work and hard 
study at the same time without a danger of interference with their 
health. The International Council of Nurses recommends a 48 
hour week both for day and for night duty and in this all classes 
and lectures are included. At least one hour of Btudy should be 
arranged for each hour of class work and the total of classes, study 
and duty should not exceed 10 hours a day in a six day week. This 
arrangement leaves the student the necessary free time for recreatioit, 
hobbies and social contacts which are so desirable for the develop¬ 
ment of a well-balanced personality. We strongly recommend that 
this international standard should be the target for all Irainiug 
institutions for nurses in this country. 

” 117. Requirements of training centres .—It is desirable that each 
training centre should provide training in all the subjects of the 
curriculum. In some cases training is given only in hospitals for 
women and children, while in other cases it is restricted to hospitals 
for men. As an interim measure we suggest that, in the former 
case, the training' centre .should have affiliated to it a hospital where 
both surgical and medical male patients are treated, and that dutscb 
should be posted there for a period of at least six months. In the 
latter ease affiliation should be sought with a hospital for women and 
children and training given therein for at least one year. In either 
case the affiliated hospital should be adequately staffed and up to 
the requirements of an institution for the training of medical men 
during internship. 

118. Qualified staff in teaching centres .—No teaching centre for 
nurses can adequately fulfil its role unless it is manned by a well- 
qualified staff who, besides bearing the responsibility of looking after 
the patients, will find time for supervising, directing, and advising 
the student-nurBes when they are on duty. It is recommended that 
for every 25 beds in a teaching hospital, there should be one Sister 
and three Staff Nurses in order to provide for supervision of the 
ward nursing personnel during the whole 24 hours. This excludes 
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the administrative staff required for night duty. In a hospital with 
500 beds or less, there should he a Nursing Superintendent, an 
Assistant Nursing Superintendent, a Sister-Tutor, and a Home and 
House-keeping Sister. The administrative staff should never be less 
■than three since it is necessary to provide for relief, off duty and 
for vacation. In a hospital with over 300 beds, the staff should 
consist of a Nursing Superintendent, a Theatre Sister, an Assistant 
Nursing Superintendent, a Home Sister, two Sisters-tutor, and a 
House-keeping Sister specially qualified with a sound knowledge of 
nutrition. It is our hope that eventually these recommendations 
will apply to all hospitals, whether teaching centres for nurses or 
not, but as a short-term policy we advocate that they should bo 
■considered as absolutely essential for the efficient running of a teach¬ 
ing hospital. There should always be a Night Supervisor who is 
specially qualified to carry on the administration of the hospital at 
■night. It should not be expected that the Night Supervisor should 
also undertake the responsibility for emergency work in the operat¬ 
ing theatre. Arrangements should be made for two staff nurses to 
■be available for these night emergencies. In addition to the minimum 
staff suggested above supplementary provision should be made for 
the relief of the regular staff of the hospital during vacation and 
sickness. 

119. Advanced study for trained nurses .—Such courses in hospital 
■administration, sister-tutor courses, courses for public health super¬ 
visors and others should be instituted as early as possible. At 
present in most of the Provinces there are no properly qualified 
teachers to conduct such courses or to conduct proper courses in 
public health nursing. We recommend that a suitable number of 
carefully selected Indian ladies should be sent abroad at an early 
date to study in Universities, such as London and Leeds iiv the 
United Kingdom, and Toronto and Nashville Tennessee in the North 
American Continent, where oourses of instruction are available. At 
least 36 scholarships should be given for this purpose every year 
for the next five years, and if the experiment is successful, the 
number of these scholarships should be increased. 

120. University education. —Degrees,in nursing are given by cer¬ 
tain Canadian and American Universities and London University 
awards a Diploma in this subject. We consider it essential that such 
a degree course in nursing should be instituted as early as possible 
in India in order to protide leaders for the nursing profession from 
among the more highly educated and cultured ladies. It is proposed 
that, as a first step, the School of Nursing Administration at Delhi 
■should be transformed into a College of Nursing. It is hoped that- 
eventuallv the three provinces of Madras, Bombay and Bengal and 
the larger provinces will similarly develop their own Nursing Colleges. 
When those sent abroad for training return it is hoped that a degree 
■course may be instituted in association with these Colleges of Nursing, 
so that there may be combined in one unit a Model Preliminary 
School, a five-year degree course and advanced courses in Hospital 
Nursing Administration, in the Teaching of Nurses and of Public 
Health Supervisors. 

_ 121. Accommodation .—It is emphasised that, since nearly all 
■existing institutions are inadequately staffed, the nursing which'they 
provide rs, and must remain, of a low standard until urgent and 
necessary improvements have been undertaken. The main limiting 
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factors in this respect are accommodation and funds. If accommo¬ 
dation were sufficiently provided, an extra three or four thousand 
nurses could be trained in the existing institutions alone, it is 
estimated that approximately one thousand candidates are imme¬ 
diately available for the proposed Junior Certificate Course and a 
further eight hundred for the Senior. 

In view of this serious hold-up in training it is--urged that imme¬ 
diate consideration should be given to the problem of providing the 
required accommodation, either by the construction of new Nurses 
Homes, or by the commandeering of buildings suitable for this pur¬ 
pose. We feel that, without adequate arrangements for accommoda¬ 
tion, the most important of our recommendations for the training of 
nurses cannot be carried out. In view of the obvious fact that, on 
demobilization, large numbers of nursing auxiliaries, both mule and 
female, will be demanding facilities for completing their training, it is 
essential that these constructional works should be undertaken with¬ 
out delay. Priority for building materials should be given to those 
institutions which have made repeated and urgent requests for 
supplies. 

122. A Pre-nursing Course .—In order to permeate the community 
with elementary notions regarding hygiene and the basic principles 
of nursing and mothercraft it is proposed that a pre-nursing course 
should be introduced in the final yoar curriculum of all high schools 
as an optional subject. Such & course would serve the double pur¬ 
pose of providing young women with useful knowledge wherewith to- 
commence a nursing career, and if that is not intended, with useful 
experience in the management of a home and the care of children. 
A suggested schedule is set out in Appendix 40, 

We hope that such a scheme, if given effect to, would help in- 
providing recruits for the proposed Junior Certificate Courses at the 
Preliminary Training Schools. A kindred proposal, which might 
work to the same end by providing useful training during- the period’ 
between the school leaving age and entrance to a training school, is 
the establishment of properly staffed centres for the day custody of 
the children of mothers who are at work. Such centres could have 
Considerable scope for giving elementary instruction in hygienic 
principles to girls who intend to take up nursing later as a profession. 

123. The status of certificated nurses .—In some of the more 
advanced countries of the world the nursing profession is recognised 5 
as being equal in status to the medical profession, in that both- 
are concerned with the healing art although their duties and respon¬ 
sibilities may differ. The Matron, or the Nursing Superintendent, 
contributes her full share towards the administration- of the hospital. 
She attends the weekly meetings of the House Committee, she 
works in dose collaboration with the Superintendent of the hospital 
and she is regarded by the Consultant and Resident Medical staffs 
as their colleague. In India, however, in the opinion of the general 
public, the status of nurses is so low that Provincial Governments 
place them in the subordinate grades. The recent granting of com-, 
missioned rank to members of the Indian Military Nursing Service 
has done something to remove this stigma and has raised that service 
to the level of the Imperial and Dominion Nursing Services. We 
have already made our suggestions regarding the granH of gazetted 1 
status to nurses. 
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124. The safeguarding of nurses against ill-health and disability: 
provision for old age .—We consider it essential that nurses should 
be protected in sickness and in old age. The health organisation, 
that we have recommended, if developed on the lines indicated by 
us, will bring within its fold a considerable proportion of the existing 
nurses as well as almost all those who will be trained for many years 
to come. In public service medical leave is one of the privileges 
which all enjoy while provision for old age is usually made either 
by the grant of a pension or through a provident fund scheme. It 
will be remembered that the services under local authorities will, 
under our health organisation, be provincialised so that the benefits 
under consideration will become applicable to all classes of nurses 
maintained out of public funds. Thus there will be adequate provi¬ 
sion for sickness and old age in respect of the vast majority of mem¬ 
bers of the nursing profession. We recognise, at the same time, that 
a certain number will remain outside the public services. We have 
in mind such nursing services as may be maintained by voluntary 
organisations, including missionary bodies. Wo would suggest that 
the authorities concerned should investigate the possibility of providing 
the benefits under consideration to this class of nurses. The transfer 
of the services of a person from one Government to another does not 
affect such medical leave, pension or provident fund as she may have 
earned under the previous Government, because these benefits are also 
transferred to her credit in the new post. We consider that nurses 
serving outside the public service should also have this benefit of 
transference of their earned sickness leave and pension or provident 
fund. We suggest that the “Contributory Federated Superannua¬ 
tion Scheme for Nurses and Hospital Officers” introduced in Great 
Britain in 1928 may serve as a model for a scheme to be introduced 
in this country in order to afford these safeguards to this particular 
section of the nursing profession. One of the strongest aDd roost 
important features of that scheme is that membership is continued 
throughout the individual’s career. If contributions are suspended 
on migration all contributions already paid remain intact for the 
benefit of the member and accumulate at compound interest. In 
no circumstances whatever can a member lose any part of her 
contributions. 

Although we have drawn attention here only to the need for 
providing such benefits to nurses in the service of private organisa¬ 
tions, we feel that the question is one of much wider application and 
that other workers also require similar protection. The matter 
therefore deserves consideration at the hands of the authorities con¬ 
cerned. Such provision will appropriately form part of any general 
scheme of social security for the community as a whole. 

Another question also seems to require consideration. Nurses 
are, in spite of all precautions that may be taken, continually exposing 
themselves to injury to their health during the normal discharge of 
their functions. There are also other types of health workers who 
are exposed to similar hazards to their health, Monetary compen¬ 
sation for specific damage to health caused by conditions arising out 
of a person’8 occupation is a recognised provision for industrial 
workers in most countries, and we feel that an extension of this 
benefit to workers in other fields of activity useful to the community 
is a reasonable proposition. Such a proposal may eventually embrace, 
within its scope, most persons who are gainfully employed outside 
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their own homes and its adoption is therefore likely to raise financial 
considerations of a far reaching nature. We do not consequently feel 
justified in doing more than throwing out the suggestion that the 
grant of compensation for damage to health due to causes associated 
with a person’s occupation has a far wider field of application than 
that of industrial workers. 

B. Male Nurses 

125. Owing to the social conditions and customs in certain parts 
•of India, male nurses play an important part in the health programme 
•of India. Men can go out to nurse in districts where women cannot 
go, and do work which women ure unable to do. It is a regrettable 
fact that some excellent schools for male nurses have had to be 
■closed because those trained in them have found it difficult to obtain 
posts with a salary of more than Rs. 15 to Rs. 40 a month. 

126. It is obvious that, with the present acute shortage of trained 
nurses, male nurses and male staff nurses should be trained and 
•employed to a considerable extent in the male wards and male out¬ 
patient departments of Government Hospitals, thus releasing women 
nurses for other work. The social^ background, professional educa¬ 
tion and entrance qualification for mule nurses should be the same 
ras for women nurses, with an equivalent salary for corresponding 
work. Proper living quarters for single men nnd family quarters 
for married nurses will have to be provided. 

>0. Public Health Nurses and Health Visitors 

127. There are in India today about 750 or 800 health visitors, i.e., 
1 to 375,000 of the population in British India. Very few of these 
•health visitors are registered nurses. Most of them are certified 
midwives and have had a 9 to 18 months training in the duties of 
iiealth visitors. Their work has been almost entirely limited to 
maternity and child welfare. None of them are rendering that type 
■of service to the individual, family and community which is consi¬ 
dered necessary in health programmes today. They function as 
maternity supervisors and train and supervise dais in order to provide 
for trained attendance on the mother at childbirth. They carry out 
much valuable work in their health centres and by home visiting, 
but the quantity of work to be done, the limited training of the health 
visitor and the widespread influence of superstitution," ignorance and 
•unhealthy habits, make effective health education of the public 
extremely difficult. In order to promote preventive work on more 
efficient lines it will be necessary to replace this partially trained type 
of health worker by the more fully qualified individual, whose func¬ 
tions we shall discuss presently. 

128. It is regrettable that there is no uniform standard for the 
education and registration of health visitors in India. Four out of the 
•gight existing schools have doctors and not health visitors in charge, 
and only one of these doctors has a diploma in maternity and child 
welfare. Only four of the schools have, under the control of the 
school, field training centres which are meant to provide practical 
•experience for the student health visitor. The lack of any organised 
-system of social service throughout the country greatly handicaps 
the efficient functioning of health visitors. 
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1-29. The form of training which has been found elsewhere to give 
the most satisfactory results is that devoted to the production of a 
public health nurse. This has proved to be more effective in opera¬ 
tion and less expensive to administer than the provision of multiple 
specialised services such as maternity and child-welfare, school 
"health and tuberculosis work. The public health nurse is a type of 
health worker hitherto unknown in this country. We may indicate 
her functions by the following quotations, from an article entitled 
■“Functions in Public Health Nursing” in the journal. Public Health 
Nursing, of November 1936. 

“Public health nursing includes all' nursing services organised 
by a community or an agency to assist in carrying out any or all 
phases of the public health programme. Services may be rendered on 
an individual, family, or community basis in home, school, clinic, 
or business establishment. 

It is the responsibility of the public health nurse to assist in 
analysing health problems and related social problems of families 
and individuals; to help them, with the aid of community resources, 
to formulate an acceptable plan for the protection and promotion 
■of their health, and to encourage them to carry out the plan. The 
public health nurse: 

1. helps to secure early medical diagnosis and treatment for 

the sick; 

2. renders or secures nursing care of the sick, teaches 

through demonstration and supervises care given by 
relatives and attendants; 

3. assists the family to parry ont medical, sanitary, and 

social procedures for the prevention of disease and 
the promotion of health; 

4. helps to gecure adjustment of social conditions which affect 

health and 

5. influences the community to develop public health facili¬ 

ties through participating in appropriate channels of 
community education for the promotion of a sound, 
adequate community health programme and shares in 
community action 'leading to betterment of health 
conditions." 

130. The nurse who can, in her relations with a particular family, 
be ..engaged in tuberculosis follow-up, prenatal care, the conduct of 
delivery and the subsequent postnatal care of mother and child has 
earned the position of a family friend, and one' to whom the family 
will turn in their troubles. She becomes' in fact the “Minister of 
'Health" in the home. 

131, The public health nurse who is to carry out this generalised 
type of nursing service should be a fully qualified certificated nurse 
and midwife. Her training will, however, differ to some extent frontf 
that of an ordinary nurse. The educational programme for her 
should stress,' throughout, the preventive point of view. A curri¬ 
culum should be worked out, which will carefully balance an 
integrated class room instruction in the science and art of nursing 
and in social studies with well-planned experience in hospitals, com¬ 
munity health services and in the home. Experience of rural work 
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should be specially provided. The course of training for this class 
of health worker should be carefully worked out so as to suit Indian 
conditions. We therefore recommend that, in the first instance, 
the training of public health nurses should be organised in 
association with important training centres, where medical colleges’ 
and nursing educational institutions for the higher grade of nurses 
are provided. In these centres facilities for field training will also 
be available so that adequate opportunities can be provided for 
the trainees in public health nursing to acquire public health 
experience and to participate in domiciliary practice. At a later 
stage, in view of the necessity for providing a very large number 
of public health nurses to man our health services, it is suggested 
that nurses undergoing training in the ordinary training institution* 
might be attached, for specific periods of time, to the field organisa¬ 
tions of medical colleges in order that they might obtain the neces¬ 
sary training in public health and domiciliary service. 

132. We anticipate that, in due course, the need for facilities for 
training in community health work will increase considerably because 
we believe that nearly all types of health workers will require such 
training if they are to perform their functions satisfactorily. We 
have therefore provided, in each primary unit, associated with 
teaching institutions, housing accommodation for 12 trainees, who 
may at any time consist of doctors, nurses, midwifes or other type* 
of workers. 

133. A course of four to five years should'be suflicient to cover the 
general nursing, midwifery and public health training necessary. It 
must be made quite clear that, at present, there ore no properly 
trained and qualified teachers or supervisory staff capable of con¬ 
ducting such a public health nurses training school in India. In 
building up such a staff it is hoped that advantage will be taken of 
the proposal made above to send selected Indian women abroad, 
for study in connection with the more advanced problems of nursing 
education. It would he most suitable if, among the 36 students 
suggested for this study, some could be sent for specializing in the- 
training of public health nurses, who would, on their return, co¬ 
operate in the work of the College of Nursing. In that way only,, 
it is thought, can an adequate and comprehensive scheme be 
evolved for the development of this essential type of training. -» 

134. About 125,000 public health nurses will be required in British 
India alone by the time our long term programme is reached, taking 
into account the leave reserve necessary for the maintenance of the 
service. As an interim measure every effort should be made to 
impress orl health visitors, during their training, the requisites of nor¬ 
mal health, tlte preventive measures to be adopted against disease and 
the elementary principles of social medicine. 

I>. Midwives 

135. Soviet Russia holds the midwife in such eBteem as the agent 
who, above all others, entering the homes of the very poor, can 
instil there the principles of health and the care of infants, that an 
institute has been established in Moscow for the “protection of 
Motherhood and Infancy" the main function of which is to estab¬ 
lish standards aud supervise curricula for the training of midwives 
at the schools which have been set up all over the country. A two- 
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years’ course of theoretical and practical training is given (Bigerist— 
Socialised Medicine in U.S.S.R.). It is interesting to note that, 
whereas the midwife is a standing institution in most other countries, 
she-is almost unknown in the U.S.A. 

136. In India today there are approximately 10,856 certificated 
midwives, and 662 assistant midwives registered by the Provincial 
Councils, but for the reasons, that we have, already given in the 
•case of nurses, we feel that these figures are probably in excess of 
the correct number. It is likely that an accurate estimate of the 
number of midwives actually available for midwifery duties is in the 
region of 5,000. In order to provide one midwife for every 100 
births, approximately 100,000 midwives will be required for British 
India and, to maintain that number, about 2,000 fresh pupils will 
have to be taken under training each year. 

137. We have drawn attention elsewhere to the appalling rates of 
maternal and infantile mortality in this country and have adverted 
to the measures that should be undertaken to sever what is really 
the tap-root of the tree of ill-health, which overshadows the people 
of India. One of the most important of those measures is the 
provision of the services of a trained midwife for every confinement 
that takes place in the country. It will therefore be seen how 
essential it is to arrange for the proper training of this class of 
personnel in very large numbers. 

138. The widespread efforts made in the past to attract Indian 
women of even a low standard of education to the profession of mid¬ 
wifery have, in most parts of the country, met with limited success. 
It is true that, in Madras, the situation is not so difficult as in other 
parts of India, a probable cause being the fact that the general level 
of education among women in that province is higher than in other 
provinces. We therefore feel that, for many years to come, it will 
be necessary to encourage the training of the indigenous dai. She 
as the hereditary midwife, has her recognised place in the Indian home 
throughout the country and she therefore seems to be a valuable agent 
for spreading all over India the practice of modem midwifery, pro¬ 
vided she can be made, by adequate training, to render reasonably 
efficient service to the mother and infant during the discharge of her 
functions. We realise that the dead weight of ancestral tradition 
may be so heavy on her that, in attempting to educate a woman of 
this type, the success achieved may prove to be quite limited. Never¬ 
theless, we feel that, in view of the magnitude of the problem and 
by the force of existing circumstances, the services of the indigenous 
dai, with such training as she can be made to assimilate, will have to 
be utilised over most parts of the country for many years to come. 
The type of training that may be given to her will be dealt with 
presently. 

139. At present, instruction in midwifery is given both in English 
and in the vernacular languages. Courses in this subject vary 
from nine months to one year in the case of certificated nurses and 
from 18 months to two years for mid wives. Only four provinces 
include domiciliary experience in the training—Madras, the North- 
West Frontier Province, the Central Provinces and Assam. 

140. We are of opinion that midwifery training should be uniform 
for all nurses, the period of such training being one year for the 
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fully certificated nurse, whether junior or senior. On the other 
hand it should extend to at least 18 months for the midwife. In. 
many training institutions, it is required that training in midwifery 
should form an essential part of the general training in sick nursing. 
While we value such training and feel that it gives a complete 
education to the nurse, we must draw attention to the enormous 
wastage that it involves. This wastage is two-fold. The bulk of 
those who receive midwifery training do not contemplate practising 
midwifery and as a matter of fact avoid it, restricting themselves 
to the field of sick-nursing. Secondly, many of the nurses trained 
in midwifery forget in course of time all that they have learnt and, 
when actually posted to perform such duties owing to their being 
technically qualified as midwives, are found unable to carry them 
out satisfactorily. In view of the urgent need for training a very 
large number of midwives, we suggest that until facilities are 
available for an increase in the number of training centres, mid¬ 
wifery training should be given only to two classes of people, (a) to 
the candidates who will follow the profession of midwifery and (b) 
to those certificated nurses who will run maternity institutions and 
hold the more responsible positions in the midwifery practice of 
the country. Training in midwifery will include training in sick- 
nursing, elementary anatomy and physiology, aB well as in the 
problems of public health, particularly in their relation to infectious 
diseases, etc. A suggested course is given in Appendix 41. 

141. It is proposed that, as for nurses, there should be two grades 
of midwives—junior and senior with equivalent basic standards ot' 
education. The minimum age for commencing training as a pupil 
midwife should be 18 years, though intending midwives will be- 
eligible for the prenursing courses which we have proposed for inclu¬ 
sion in high school curricula. 

142. Training centres for midwives. —These require considerable 
improvement and not all of them deserve recognition. The most 
serious drawbacks are: 

(i) lack of properly trained and well-qualified supervisory 

staff; 

(ii) lack of adequate facilities for ante-natal and post-natal 

■work; 

(iii) lack of domiciliary practice and 

(iv) lack of opportunities for witnessing complicated cases of 

labour. 

The present practice of admitting pupils in numbers based upon 
the annual number of deliveries in an institution is wholly illogical 
and no institution should be recognised as a training centre for 
midwives which does not meet the following fundamental require¬ 
ments:—- 

(i) there should be a minimum number of 500 cases of labour 

a year conducted within the hospital; 

(ii) there should be provision for antenatal cases being treat¬ 

ed both in the inpatient and in the outpatient depart¬ 
ments, with the minimum number of ten beds avail¬ 
able for inpatients; 

(iii) in addition to the medical staff there should be a superior 

nursing staff qualified and experienced in midwifery; 

(iv) proper accommodation for pupil-midwives should be 

available in- the training centre; 
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(y) domiciliary practice within easy reach of the hospital 
training centre should be available, under adequate 
supervision and with facilities for transport and 

(vi) a properly equipped teaching centre with models, 
diagrams, specimens, and library facilities should be 
available. 

The training can be given either in English or in any of the Indian 
languages, but if training is given through Indian languages the 
person who gives this training should himself or herself be a practi¬ 
sing obstetrician holding a senior and responsible post in the 
hospital. The method by which teachers in midwifery are appoint¬ 
ed, more on the basis of their linguistic qualifications than on their 
professional attainments, should not be encouraged. 

143. Text-books .—As in the case of nurses, so also in the case of 
midwives, there is a great need for up to date text books. These 
could be arranged by the Editorial Board; which has been suggest¬ 
ed earlier, in such languages as Tamil, Telugu, Canarese, Malayalam, 
Marathi, Gujarathi, Hindi, Urdu, Bengali, Sindhi, etc. 

144. Revision courses .—There is little use in making elaborate’ 
arrangements for the original training, if no provision is made for re¬ 
fresher courses, which will enable the midwife to learn about advances 
in her profession. It must not be forgotten that the midwife works 
largely by herself and often in out of the way places, while the nurse 
works usually with medical men who help to keep her up to date. 
It is, therefore, evident that the need of the midwife for such courses 
is very real and we suggest that they should be arranged at intervals 
of five to seven years in all training institutions for midwives and that 
all midwives should be required to attend them at those intervals- 
during their professional career. 

E. Dais 

145. We have already expressed the view that the continued em¬ 
ployment of these women will, for a period, be inevitable. A trained 
dai is obviously better than an untrained one, and a scheme must 
be elaborated by which it may be possible to get the most effective 
use out of this type of personnel. For the successful working of such 
a scheme certain matters require consideration. The dai, as the 
hereditary midwife, has great influence over the people and any 
plan which fails to secure her active co-operation may stand little- 
chance of success. One of the reasons underlying the hostility 
shown by the dai is the fear that the restrictions that the health 
authorities may introduce will probably deprive her of the Emolu¬ 
ments to which she has been entitled in the past. Another is 
the feeling of scepticism with which the human mind looks on 
all innovations. With her conservative outlook and lack of edu¬ 
cation she finds it difficult to believe that her traditional practice- 
of midwifery is faulty and that the new methods suggested by 
the health authorities are an improvement on her own. An 
essential feature of our scheme should therefore be to secure her 
confidence by dispelling her fears regarding the probable loss of her 
established rights to certain emoluments and to attempt, only by 
stages and with a sympathetic understanding of her own background 
of ignorance and prejudice, to win her over to the adoption of certain- 
necessary changes in her traditional practices. 
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146. One of us (General Hance) has had considerable experience in 
•developing a midwifery service through trained dais in North-West 
Frontier Province. The first’attempt was made in Dera Ismail Khan. 
Two health visitors were placed in charge of the scheme. The local 
dais were invited to report to the health authority the confinement 
cases they were called in to undertake. When such reports were 
made, one of the health visitors went, on each occasion, to the house 
■concerned and attempted, with tact and a sympathetic handling of the 
dai, to improve her practice of midwifery through such simple 
methods as the washing of hands before assisting in the confinement 
and the avoidance of interference with the normal course of delivery. 
For each case that was brought to the notice of the health authority 
a fee of He. 1 was paid to the dai. It was made quite clear to 
these women that there was no intention to deprive them of their 
legitimate income and that the purpose of the health visitors’ visits 
was to help the dais with such advice and guidance as would prove 
useful to them. Thus, in course of time, there developed an 
atmosphere of mutual trust and friendly co-operation, which facili¬ 
tated the starting of the next stage of the experiment. 

147. Selected dais were taken for training in midwifery in the local 
hospital. They were given food, lodging and a stipend during the 
period of training and, when they went back to work, they accepted 
with greater willingness than before the help and guidance of the 
health visitors in the conduct of the deliveries they had to handle. 
The domiciliary midwifery service which was thus developed was 
based on the hospital, the two health visitors acting as the agents 
for carrying out skilled supervision of the work of trained dais. 
Through antenatal and postnatal clinics established at the hospital, 
health visitors and trained dais were encouraged to persuade expect¬ 
ant mothers and women after childbirth to attend the clinics for 
suitable advice and treatment. The hospitalisation of difficult cases 
of labour was also facilitated through the co-operation that was 
established between that institution and the trained dais. It will 
thus bo seen that, although in a limited way, a co-ordinated scheme 
of institutional and domiciliary midwifery service was developed in 
the area by utilising the services of trained dais. The success of the 
scheme was founded on the absence of compulsion and on tbe en¬ 
listing of the interest and co-operation of the hereditary midwife by 
disarming her of her fears and suspicions regarding the intentions of 
the local health authority. 

148. We understand, from another member of ouj committee 
(Dr. Butt), that the attempt to train indigenous dais and improve 
their normal practice of midwifery has been found equally successful 
in the Punjab. 

140. In selecting dais for training experience has shown that it is 
difficult to wean elderly women from their established habits and 
that the more intelligent among their daughters and daughters-in- 
law provide suitable material for such training. When devising the 
course of study it should be borne in mind that dais working in 
urban and rural areas require a somewhat different type of training. 
Tn both cases emphasis must be laid on certain common matters, 
which include the diet in pregnancy, the hygiene of pregnancy, the 
■danger signals to be looked for, the various presentations, the conduct 
of labour with the minimum of interference and the importance of 
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.giving up certain bad habits of midwifery known to be practised by 
indigenous dais. The better facilities for hospitalisation and for 
antenatal and postnatal care that towns generally provide point to 
the desirability of emphasising, in the training course for the urban 
dai, the need for sending expectant mothers to maternity and child 
welfare centres for periodical examination and treatment and for 
advising all women with any abnormality or adverse medical con¬ 
dition to seek admission into hospital for delivery. In the absence 
of equal facilities for medical care in the rural areas, the training 
of the rural dai should lay special emphasis on danger signals and 
abnormalities, the precautions to be taken under such conditions, 
the availability of skilled attention in the neighbourhood and the 
methods of transporting the patient to hospital with the least possible 
risk to her health. In both cases the training should include the 
experience of midwifery under hospital conditions and in the homes 
of the people. Hospital and home conditions are so different that we 
consider experience of domiciliary practice essential. We recommend 
that, during training, a minimum of ten domiciliary cases of confine¬ 
ment should be carried out by each dai. At first the latter should 
watch a certain number of such cases conducted by the health visitor 
and she should later conduct them herself under the supervision of 
the health visitor. 

150. Two essential features of any scheme for a midwifery service 
through dais should b 0 the provision of (1) adequate supervision and 
(2) facilities for refresher courses. Under our scheme there will be, 
during the first five years, a dispensary with two maternity beds at 
the headquarters of each primary unit as well as a 80-bed hospital to 
serve the needs of four primary units. In the next five years the 
number of such hospitals will be doubled so that each will serve two 
such units. We recommend that the training of dais should be 
started, on the lines indicated above, at each of the 80-bed hospitals 
and primary unit dispensaries. The services of the four health visitors 
attached to each primary unit can be utilised for initiating work on the 
lines which has been followed in Dera Ismail Khan. Such prelimi¬ 
nary work directed towards winning the confidence of the local dais is 
of the utmost importance. Later, a combined institutional and domi¬ 
ciliary service for mothers and children can gradually be developed, 
the 30-bed hospitals and the dispensaries with their maternity beds 
taking their share in the proposed programme. The women doctors 
attached to the primary units and the health visitors can take a 
prominent part in the development and maintenance of such a 
service. 

151. In British India the annual number of births is probably in 
the neighbourhood of ten millions and, even if a proportion of this large 
number of expectant mothers is to receive skilled attention during 
pregnancy and childbirth, the need for enlisting the services of the 
indigenous dai, as an interim measure, cannot be over-emphasised. 
It is recognised that, even after such training as she may be given, 
-the dai is not likely to prove as satisfactory as a qualified midwife 
and that the danger of such an imperfectly trained person is that 
‘she may lapse into her old and undesirable habits. One of the rea¬ 
sons for such return to old habits was, in the past, the inadequacy 
•of provision for supervision over the work of trained dais. The four 
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health visitors working in the relatively small area of a primary unit 
should be able to provide a much higher degree of supervision than 
could' be exercised in the past. Another method of ensuring a reason¬ 
able measure of efficiency is by providing refresher courses for dais. 
Such training should be available at least at intervals of two years- 
The 80-bed hospitals and the dispensaries with their maternity beds, 
will have to perform this function also. 

152. We must emphasise, at the same time, the need for proceed¬ 
ing with the training programme for midwives on the lines indicated! 
by us. The purpose in view is not, however, to deprive the dai of her 
hereditary profession through her replacement by trained midwives- 
from other classes of the community. We believe that, with the 
development of the postwar educational programme, most of the 
younger women of the dai community will, within the next fifteen 
or twenty years, become sufficiently educated to qualify themselves; 
for the full course of training prescribed for a midwife. The pro¬ 
gramme of dai training described in the previous paragraphs, with 
its special emphasis on a sympathetic understanding of the existing 
disabilities of these women, will also have helped, it is to be hoped, 
to turn large numbers of that community into active collaborators- 
with the health department in the provision of midwifery service to 
the people. In these circumstances what we anticipate iB that 
increasing numbers of the younger women of the dai community 
will become available, as the years go by, for the complete training' 
of a qualified midwife and that these will form the vast majority 
of those who are employed in the State midwifery organisation. Thus 
the objective we have iri view is the upgrading of the existing class- 
of hereditary workers in the field of midwifery in the country into- 
fully trained and efficient workers. 

153. The subjects of control over the standards of training required 
for nurses, health visitors and mid wives and of their control fromi 
the professional point of view have been discussed in Chapter XJQl(c). 

F. Nursing Orderlies and Ward Ayahs 

154. At present no regular training is given for these workers. It 
is very desirable, however, that they should be given an elementary 
understanding of the principles of hygiene, the cause and spread 
of disease and the methods to be employed for protecting them¬ 
selves and others. They should be instructed also in the routine- 
and non-nursing duties of a nurse, and should be capable of relieving 
the.latter in the carrying out of these, so that she may be more 
usefully employed on her professional duties. At the same time,, 
they should in no case be taught, or expected to give, nursing atten¬ 
tion to the sick. 

(VI) HOSPITAL SOCIAL WORKERS 

155. Hospital social service brings to the care of the sick in institu¬ 
tions such knowledge of their social conditions as will hasten anT 
safeguard their recovery and help to prevent any recurrence. Such* 
knowledge enables those responsible for their treatment to under¬ 
stand and treat the patients’ illnesses more effectively. In the- 
carrying out pf her dutieB the medical social worker has become, 
in fact, an assistant to the physician in the diagnosis- and treatment 
of disease. 
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156. The medical social worker is comparatively a new comer in 
the field of medical service. She is called upon to use her profes¬ 
sional skill and knowledge in efforts to effect desirable chapges in 
the relationship of the patient and his physical and human environ¬ 
ments. She is also being increasingly recognized as an essential 
professional colleague of the physician in the analysis and treatment 
of the« physical and emotional disturbances of his patients. When 
the physician discovers or suspects the existence of social malad¬ 
justments it should be his duty to refer the case to the social 
worker, defining for her the specific social and emotional disturb¬ 
ances which he suspects to be holding up effective treatment. 

157. The duties of a hospital social worker may therefore be 
divided broadly into two main sections, the one constructive or 
positive, and the other negative or semi-negative, and in a sum¬ 
marised form they may be stated as follows (Stone —vide infra): — 

“(a) Discovery and making available to the medical staff any 
factors in the patient’s environment that may have any 
bearing on his physical condition, thus supplementing 
medical history by social history. This would include 
any facts of heredity, personality, manner of life, home 
environment, worry about finances, dependents, charac¬ 
ter of employment and strains and hazards incidental 
thereto, recreations and standard of living generally, or 
shortly all facts that may influence diagnosis and affect 
the plan of treatment. 

(b) Influencing and guiding patients in carrying out treatment 

by making the physician’s directions simple and con¬ 
crete, and helping them to carry out the plan of treat¬ 
ment through to completion. 

(c) Overcoming obstacles to successful treatment or recovery, 

particularly in' the out-patient, department, and during 
convalescence. Under this head also, it may be neces¬ 
sary to see that medical and surgical supplies (instru¬ 
ments, spectacles, teeth, etc.) are secured; that social 
or economic conditions affecting the patient adversely 
are corrected, and that as far as possible a situation 
favourable to recovery is secured. Thjs last may mean 
new employment, temporary financial assistance, reliev¬ 
ing patients of responsibilities for care of children, 
special assistance with food, etc. It will also include tht; 
provision of sanatorium or convalescent treatment where 
advised by the medical staff. 

(d) Arranging for supplementary care of patients. This is the 

positive side of this second requirement and is treated 
under heading number 3. This and the next duty will 
require a thorough knowledge of the powers and duties 
of all the available social and health agencies of the 
country. 

(e) Educating the pationt in regard to his physical condition in 

order that he may better co-operate in the programme 
laid down by the physician, this programme providing 
not ..only for the cure of illness, but the promotion of 
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health with a view to the prevention of illness. With¬ 
out this service much valuable and expensive treatment 
would be wasted because of its ineffectiveness. 

(f) Discussing with patients their resources, and collecting, if 

required to do so, their contributions towards the cost 
of the treatment given. 

(g) Checking the abuse of hospitals, both as to out-patients 

and in-patients, who on examination are found to be: 

(i) in a position to pay for treatment: 

(ii) persons insured under the National Health Insurance 

Acts, entitled to the services of a panel doctor, and 
not requiring special hospital treatment. 

(iii) beyond the power to benefit by any assistance other 

than that obtainable through the Public Assistance 
Committee. ” 

158. It is evident that, in any progressive scheme for the develop- 
Tnent of Social Medicine along these lines, it is essential that 
workers of this type should be brought under active instruction as 
■quickly as possible. The chief difficulty at the moment is to obtain 
any adequate training in India. It is a training which cannot be 
undertaken by amateurs, or by the method of trial and error. 

159. An attempt has been made at the Sir Dorabji Tata Graduate 
School of Social Work in Bombay to develop courses for social 
workers, and we have had the benefit of discussion with the Director 
■of that school. It appears that the two year graduate courses at 
present being given, in addition to the pre-professional and general 
-courses, cover the following: — 

(1) Family and child welfare. 

(2) Juvenile and adult delinquency. 

(31 Industrial relations and labour problems. 

(4) Administration of social work. 

(5) Medical lectures for social workers. 

(6) Medical hygiene and psychiatry for social workers. 

(7) Social and family case work. 

These courses as they stand are too specialized and restricted and 
•would require considerable modification and expansion in order to 
meet the nqpds of a hospital service. 

160. For the guidance of those who will have to devise suitable 
courses for India in this important department, reference should be 
made to the following authoritative works: 

(1) ‘Hospital Organisation & Management’ by Captain J. E. 

Stone—chapter 22 and 

(2) ‘Hospital Organisation & Management’ by M. T. 

MacEachern—chapter 12. 

161. The training of a, hospital social worker is the same whatever 
the field in which she will eventually work, but Psychiatry is all- 
exception. The education of a psychiatric social worker requires a 
different training and different examinations. In addition to the 
general training referred to above, a candidate must spend an extra 
year in specialised training. The main functions of such workers are 
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described in tho Interim Report on Social and Preventive Medicine 
by the Eoyal College of Physicians (October 1943) as follows:—- 

(1) To obtain social histories by means of which the psychiat¬ 

rist is enabled to see the patient more clearly against 
his domestic and wider social background. 

(2) To ensure that the patient’s relatives, or others close to 

him, provide as far as they can the psychological and 
material environment judged necessary to further his 
recovery and maintain his mental health. 

(3) To bring the resources of the community to bear on the 

patient’s needs, e.g., by referring some of his problems, 
to employers, relief agencies, social clubs, etc., which 
can help him, and by aiding him to make the best use 
of the available facilities. 

(4) To easo by after-care the difficult transition, from more or 

less dependent patient to self-reliant member of the 
community. 

(5) To carry out systematic social investigations needed for 

assessing the causes of good health and illness, the 
effectiveness of treatment, or other matters of medical 
and social import. 

l_6) To educate the pirblic-rincidentally, in the course of her 
work—to take a sensible attitude towards mental health 
she is well-placed to do this, and is a fitting interme¬ 
diary. Teaching the public to discard harmful pre¬ 
judices and to act promptly to nip illness in the bud 
will be the. special worker’s business as well as the 
doctor’s. 

162. We consider it extremely desirable that suitable persons 
should be sent without delay io foreign countries where this branch 
of health work is receiving special attention, in order to acquire the 
necessary training and to study what is being done in those countries. 
On their return to India, they should be employed in initiating 
training schools for hospital social workers. 

(YIT) THE TRAINING OF TECHNICIANS 

163. In the great advance of medical science in recent years the 
need has increasingly developed for a large ancillary army of workers 
to assist the medical practitioner in those technical details and 
processes which would otherwise fritter away his energies, and in 
order to allow him adequate time to devote himself to the more 
utrictlv medical aspects of his profession. These technicians, who- 
form a highly specialized group of personnel, may be broadly classi¬ 
fied under the following heads: — 

(1) Laboratory technicians. 

(2) Radiographers. 

(3) (a) Occupational therapists. 

(b) Physical therapists. 

164. In India courses of training have not reached an adequate 
Standard except in Madras, though several Missionary institutions 
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have made a beginning in this direction—notably the Christian Medi¬ 
cal Association of India, which has instituted a training school at 
Union Mission Tuberculosis Sanatorium, Arogyavaram. 

165. In the U.-S. A, the training of occupational and physical 
therapists and of clinical laboratory technicians is governed by the 
■Council of Medical Education and Hospitals of the American Medical 
Association. According to the last published report (Jl. Am. Med. 
Assoc. March 22, 1941) every physical therapist technician had, in 
that year, -an average of 12 months training in addition to a pre¬ 
liminary qualification either as a physical educator or as a nurse, 
and 275 students were in training in 15 approved schools. There 
■were, at that time, some 200 schools training clinical laboratory 
technicians* In China training schools for technicians have been in 
operation for the last 20 years with 6—12 months courses in labora¬ 
tory techniques. In ttussia there has been an increasing demand 
for this type of personnel, trained in a one year course. A uniq” B 
feature of the Russian technicum is that individuals who complete 
a technical course for a specified period and, at the same time, 
satisfy the requirements of a medical worker’s faculty which is 
designed to train daily workers for higher education, may proceed to 
study for a medical qualification. 

Laboratory Technicians 

166. The laboratory technician or medical technologist has been 
defined as “a person who by education and training is capable of 
performing the various chemical, microscopic and bacteriological 
tests used in the diagnosis and treatment of disease under the super¬ 
vision of a qualified physician or clinical pathologist.” 

167. Schools for the training of such technicians should be orga¬ 
nised by universities, colleges of medicine, well-equipped hospitals 
and public health laboratories. The responsibility for training , in 
hospitals should be placed on the hospital administrative staff, while 
in the colleges and universities this responsibility should be laid 
upon the controlling Board. Every such school should have a com 
petent teaching staff, the Director of which should be a graduate in 
medicine and a pathologist of recognized ability who should tuke part 
in, and be responsible for, the actual conduct of the training course. 
TCot more than two students should be attached for laboratory practice 
to each senior member of the teaching staff of each department. 

168. Laboratory technicians may be trained either in the Depart¬ 
ments of Anatomy or Physiology of a Medical School, or in the 
Departments of clinical laboratory sciences, Pathology, Bacteriology 
and Pharmacology. Each student should receive practical training, 
adequate in kind and extent under competent supervision in a 
hospital laboratory. Such a hospital should have a minimum of 
'2,000 admissions, and an average of 15,000 tests and examinations 
■carried out in the laboratory department annually. Adequate space, 
light and modern equipment should bo provided in the Laboratory 
■department, while there should be a library with up-to-date reference 
hooks and periodicals. A satisfactory record system should be pro¬ 
vided for all work carried on in the Department. Candidates for 
aidmission should preferably be persons who have completed the 
Secondary School Leaving Certificate or the Matriculation examin¬ 
ation with Science as one of the compulsory subjects of study. 
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169. A laboratory technician may qualify himself in either of the 
following two groups— 

(1) Anatomy and Physiology (for work in those departments). 

(2) Pathology, Bacteriology and Biochemistry (for specific 

laboratory work). 

The period of instruction for each of these groups should be two 
years. Courses considered suitable for this purpose are detailed in 
Appendix 42. 

Radiographers 

170. The radiographer assists the radiologist in a manner similar 

to that in which the dental hygienist assist the dental practitioner. 
He sets the radiologist free in fact for the finer details of Ins 
specialized practice. ' „ 

171. The training of this type of personnel has, naturally, to be 
undertaken in an Institute or Department of Radiology and Physico- 
•electric therapy. The standard of entrance should be the Interme¬ 
diate Science, preferably with mathematics or a pre-degree examin¬ 
ation of an analogous standard. A suitable course of training 
designed to extend over two years is set out in Appendix 43. 

Examinations 

172. An examination should be held at the end of each year’s 
course. The examiners should be appointed by the examining body, 
which should issue certificates to the successful candidates after the 
-completion of 2 years’ course. It is desirable that no examination 
foe should be charged. If this is not possible, then only a nominal 
fee of Rs. 10 or less, depending on the conditions prevalent in a 
province, should be paid by the candidates. 

In the case of both the above classes we propose that the Examin¬ 
ing Body should be a Board constituted by either the Ministry of 
Health or by the Administrative Medical Head of the Province. 

tuition Fee and Oaution Honey 

173. No fee should be charged for the training, but the candidates 
will have to deposit caution money of Rs. 50 in the case of a 
laboratory technician and Rs. 100 in the case of a radiographer. 
This exemption from the payment of fees is suggested in considers 
tion of the fact that candidates will be doing work for the department 
•during the course of their training. 

Registration. 

174. Adequate consideration must be given to the question of regis¬ 
tration of these technicians and, as a guide to the establishment of 
such a register, an extract is given as Appendix 44 from the 10th 
edition of a booklet describing the function of the Registry of 
Medical Technologists of the American Society of Clinical Patholo¬ 
gists. 

Occupational and Physical Therapists 

175. There are at present no regular arrangements for the train¬ 
ing of such therapists in India. It is very desirable that schools 
•should be established at an early date which will supply adequate 
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training in the rehabilitation of the sick. We do not feel that, at 
this stage, we can offer any concrete proposals for such training but 
suggest that, in the near future, experts from abroad, if necessary, 
may be, brought to India temporarily, and also that selected persons 
with adequate qualifications may be sent abroad to study the prob¬ 
lem with a view to the establishment of schools and courses of train¬ 
ing suitable to the needs of this country. 

As a guide to those who may have to organise these courses we 
have included in Appendix 45 of the set-up proposed by the -Council' 
on Medical Education in Hospitals of the American Medical Associa¬ 
tion for schools for occupational therapists, physical therapists and 
clinical laboratory technicians. 


CHAPTER XIX 

MEDICAL RESEARCH 

Introduction 

1. A study of the present state of existing institutions, which is 
fully set out in the survey section of our report, will show quiie 
clearly how great is the need for the improvement, expansion and- 
development of medical research in India in all its branches. The 
outstanding defect at tho present time is the almost complete absence 
of organised medical research in the various departments of the 
medical colleges. It is true to say that, apart from a few noteworthy 
exceptions, research in these institutions has been very badly neg¬ 
lected. The chief factors concerned are: (1) ignorance on the part of 
the authorities of the importance of research in relation to the 
maintenance of a high standard of teaching and the development of 
the right attitude of mind in the student; (2) insufficient personnel 
of the right type; (3) the prevalent practice of employing part-time 
teachers especially for clinical subjects and the consequent necessity 
for teachers to engage in private practice in order to make a reason¬ 
able living; (4j insufficiency of suitable equipment and, in some 
cases, lack of adequate accommodation and (5) inaptitude for, or 
lack of interest in, research on the part*of many of the teachers em¬ 
ployed. No proper facilities exist in India for training the young, 
alert minds of the country in a scientific approach to medical matters 
and this lamentable deficiency probably accounts for the indifferent 
attitude to research on the part of many of the teachers in medical 
colleges. 

2. Organised medical research in India at the present time depends, 
to a large qxtent, on the Central and Provincial Government insti¬ 
tutes, on the small cadre of officers of the Medical Research Depart¬ 
ment and on the Indian Research Fund Association, which has 
hitherto functioned mainly through ihe agency of these officers and 
institutes. The opportunities for the couduct of research in Central 
and Provincial Institutes have diminished progressively in direct 
proportion to the, increase in volume of the routine duties which 
they have been compelled to undertake, usually without any corre¬ 
sponding increase in staff. The Central Research Institute, Kasauli, 
for example, was originally constituted for the primary purpose of 
undertaking investigations both in the laboratory and in the field, 
but it has been compelled to undertake such a heavy burden of 
routine work that, in recent -years, research work has become, at 
best, a spare-time activity 9r enthusiastic individuals. In fact, 
research on any appreciable scale has been possible in recent years 
only when additional personnel, material and equipment have been 
made available through grants-in-aid from the Indian Research 
Fund Association. The same trend has been apparent in most of the 
Provincial institutes. It is important fully to realise this throttling 
effect of routine work on research- even in laboratories in which re¬ 
search was intended to be the primary function. There are at 
present few facilities for post-graduate training in teaching and re¬ 
search in medical subjects. Such as are available are centred chiefly 
in the Calcutta School of Tropical Medicine and the All-India Insti¬ 
tute of Hygiene and Public Health. 

3. The opportunities available in India for the investigation of 
many medical and public health problems are as good as, if not 
better than, those in almost any other country. It is true to say 
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that, in the past, India has been in the forefront on such major 
health problems as malaria, cholera and kala-azar and hag taken a 
prominent, part in the investigation of such other important problems 
as rabies, plague, leprosy, the dysenteries and nutrition. Neverthe¬ 
less, the achievements of the past have not been commensurate 
with the unequalled material available for research or with the 
pressing needs of the country. 

4. While it has been freely admitted that the Indian Research Fund 
.Association has fulfilled a useful function within the limits imposed 
by the financial resources at its disposal, it is generally felt that 
research asr at present organised is narrow and restricted, and that 
there is an urgent need not only for it to be organised on a broader 
basis but also for making funds much more freely available for 
research work. Hitherto the Indian Research Fund Association has 
'been the chief organisation in India which has subsidized research. 
The amount of money available for distribution has been only 
about Rs. 4 lakhs per annum, an allocation which iB considered to 
be miserably inadequate to meet the needs of medical research in 
a vast sub-continent- Provincial Governments, with a few excep¬ 
tions, have taken little interest in medical research and have not 
been prepared to spend money on it. 

5. Within recent years great advances have been made in India in 
tlje production of pharmaceutical and biological preparations by 
private enterprise. It may be accepted that some of the fiime en¬ 
gaged in work of this kind are already well established although the 
standards so far achieved, at least in so far as the preparation of 
biological products is concerned, are not, in all cases, entirely satis- 
iactory. It is apparent, however, that this trade has come to stay 
and it will be wise to foster and encourage it with such safeguards 
as are essential to protect the public interest. India provides a 
vast market for preparations of this kind and, if this young industry 
is carefully nursed it should eventually be able to meet most, if not 
all, of the requirements of the country. 

We shall now proceed to examine the possibility of remedying 
these defects and to make proposals for future development. 

X Organization of Medical Research In India 

6. The criticisms made of the existing organization for medical 
research in India have already been cited. Organizations for medical 
'research in other countries were examined, in detail including the 
Medical Research Council in Great Britain, the National Medical 
Research Council in Canada, and the- national Research Council in 
the United States, all of which have contributed greatly to the 
furtherance of medical ’research in iheir respective countries. A 
common feature of all these organizations is that they enjoy great 
latitude in the formulation of their research policy and complete 
freedom in the disposal of the funds allotted to them. We are 
unanimously of the opinion that in India some similar central body 
for medical research is essential. We consider that thig should be 
constituted as a separate autonomous organisation unfettered in the 
formulation of its research policy and vested with full powers to hold 
and disburse moneys allotted to it from public funds, or placed art. its 
disposal by private benefactors. We recommend the constitution 
of a statutory organisation consisting of: — 

| l) a Scientific Board, which would be the executive machinery 
of the organisation and 
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(2) sea Administrative Body which would form the link between 
the Board and the Government of India and exercise general super¬ 
vision over the working of the organisation. 

(1) The Scientific Board 

This Board would undertake the executive responsibilities of the 
organisation for the furtherance of medical research. The Board 
should include the following: — 

(ar) Medical research workers of standing and experience. 

(b) Bepresentatives of universities and medical colleges. 

(c) Bepresentatives of the principal scientific bodies in India. 

(d) Prominent workers in the field of public health and 

clinical medicine. 

(e) Non-inedical representatives of allied and fundamental 

sciences. 

(f) Persons with experience of health administration. 

The work of this Board should be aided by the formation of an 
^adequate number of expert advisory committees for special subjects. 

(2) The Administrative Body 

We suggest that it should huve the following type of member¬ 
ship : 

(a) The Minister of Health in the Central Government. 

(b) Bepresentatives of Government Departments for Agricul¬ 

ture, Industry, Labour and Finance. 

(c) One representative of the Council of State. 

(d) Two representatives of the Legislative Assembly. 

The Director General of Health Services with the Government 
of India should be in attendance art all meetings of this body. 

The Board would make recommendations regarding the alloca¬ 
tion of funds for the furtherance of research to the Administrative 
Body, in which would be vested the power of giving sanction to such 
allocation. 

(3) A wholetime Secretary specially selected for his scientific 
eminence, organizing ability and driving power should be appointed 

•for this statutory organization. 

The majority of us consider that, if a National Research Council 
of India should be formed at some future date, the proposed central 
organisation for medical research Bhould lecome a Division or Board 
of this Council, though some of us are of the view that, though the 
closest liaison with it should be established, the question of ulti¬ 
mately incorporating the research organisation in the National 
BeRearch Council might be left for decision at a later date. 

The functions of the central medical research organisation pro¬ 
posed above would be:—• 

(a) Formulation of policy in regard to the future development 

of medical research in India and the co-ordination of 

all medical research activities. 

(b) Stimulation of research activities'in universities and medi¬ 

cal colleges and / arrangements for exchange of associate 

professorships with this end in view." 
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(cj Eespongibility for the selection and training of medical 
research workers. 

(d) Constitution of an adequate number of expert advisor' 

committees for special subjects. 

(e) The promotion of research programmes and the allocation 

of funds for, or in aid of, their conduct. 

These functions would be exercised by the Scientific Board consti¬ 
tuted as in (1) above under the general supervision of the administra¬ 
tive body constituted as in (2) above. 

We also recommend that the Indian Research Fund Association 
should be merged into the Central Medical Research Organization 
now proposed. 

n. Medical Research in Teaching Institutions 

7. Postgraduate Teaching Institutions— 

There are only two highly-organized and developed medical post¬ 
graduate teaching institutions in India at the present time, namely, 
the Calcutta School of Tropical Medicine and the All-India Institute 
of Hygiene and Public Health, Calcutta. In each of these, advanced 
courses of instruction, as outlined in Vol. I of this report, are given 
and research work of a high order is regularly carried out. Both are- 
capable of further development and the lines on which this should. 
in our opinion, be carried out are given below: — 

(a) School of Tropical Medicine, Calcutta .—'This School is for 
all practical purposes an All-India Institution and it should therefore 
be.largely, if not wholly, a Central Government responsibility.. At 
the present time students, teachers, research workers and patients 
are drawn from all parte of India and even from beyond its frontiers. 
Up to now the Government of Bengal has met the greater portion 
of the expenditure incurred, although much of the money available 
for research work has been derived from other sources, in particular 
from industrial concerns, from the endowment fund of the School 
and from the Indian Research Fund Association. 

The work of the School is at present greatly handicapped by 
lack of sufficient accommodation- The various departments are so 
overcrowded that their resea roll activities are impeded and it would 
be virtually impossible to accommodate any appreciable number of 
postgraduate students. For this reason, training facilities of an 
exceptionally suitable nature are denied to many potential teachers 
and research workers. 

At the present time, the work of the School is decentralized into 
nearly twenty so-called departments, each of which covers only a 
very limited sphere of work. This has the disadvantage that, from 
the point of view of training young graduates, individual departments 
do not afford a sufficiently broad basis for training purposes, and 
furthermore research work on narrow specialities is liable to be 
carried oat in water-tight compartments. It is true that the Pro¬ 
fessor of Tropical Medicine acts ns co-ordinator of research, but it 
would probably be more satisfactory if research work was co-ordinat¬ 
ed after several of the departments had been amalgamated under 
better and more direct supervision. 

There are very strong reasons for retaining the School and its 
associated hospital in its present location and there is an urgent 
necessity for greatly increased accommodation to allow of the proper 
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conduct, and of the further development, of the work of the School. 
Unfortunately, the possibility of providing increased accommodation 
on the present site appears to be remote as there are no vacant sites 
in the immediate vicinity. The most obvious remedy would be for 
the School to take over the large, modern and well-equipped labora¬ 
tories at present occupied by the All-India Institute of Hygiene, 
which is situated immediately adjacent to the School. This would 
provide immediate relief for the present congestion and would leave 
room for future development for many years to come. As a first 
step in placing the School on an all-India footing, it would be fitting 
if the Government of India were to gift these buildingB to the School. 
This would, of course, entail the provision of new accommodation 
for the Institute on an equivalent, or preferably more generous 
■scale elsewhere. 

Given suitable personnel and the opportunity to expand by pro¬ 
viding improved and enlarged accommodation, the School may 
safely be left to develop into a centre for teaching and research on 
tropical medicine second to none in the world. As has already been 
pointed out, the clinical material and other facilities available are 
unparalleled. The fullest use should be made of these facilities in 
developing centres for the training of teachers and research workers. 

We emphasize the need for additional organizations of this kind 
at other important centres in India. 

(b) All-India Institute of Hygiene and Public Health .—The All- 
India Institute of Hygiene and Public Health is much less over¬ 
crowded, and is organized on a much broader basis than the Cal¬ 
cutta School of Tropical Medicine. If all the accommodation in the 
Institute buildings were made available to the legitimate depart¬ 
ments of the Institute, space would be sufficient for present needs. 

The Institute has hitherto failed to fulfil one of the primary 
functions for which it was established, namely, the investigation of 
methods of applying knowledge o£ medical protection to large com¬ 
munity groups. Recently, a collaborative scheme between the Gov¬ 
ernment of India and the Government of Bengal has placed under 
the control of the Institute a large area near Calcutta where oppor¬ 
tunities will be available for investigations of this kind. I’lu; 
research activities of the Institute should be directed to the solution 
of problems of two main types. In the first place, research is 
required in order to develop effective methods of public administra- 
tion best suited to the social and economic conditions prevailing in 
India. In the second place, the development of such methods will 
raise problems for the elucidation of which knowledge is not at 
present available and research will therefore be required. For 
example, the provision of a safe water supply must be based on 
proper water standards for the working out of which collaborative 
research between the sections of microbiology, chemistry and epide¬ 
miology will be necessary. The investigation of efficient methods 
of applying knowledge may well raise other problems for the solution 
of which the co-operation of other institutes such as the departments 
of the natural sciences of a university may be required. The evo¬ 
lution of the present methods of controlling yellow fever provides a 
classic example of the necessity for collaboration with the pure 
physicist. In brief, the chief research activities of the Institute 
should be directed to the solution of problems of administration 
■•designed to facilitate the adoption of practical recommendations by 
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the most efficient methods. The Institute would thus serve as a staff 
college for administrative health officers. 

8. Medical Colleges 

In order to rectify existing conditions in the medical colleges o£ 
India as regards the conduct of research work, a drastic overhaul 
will be necessary. This is a matter which concerns, primarily, pro¬ 
fessional education. A complete change of (Tut look towards research, 
in the various departments of the medical colleges in India must be- 
achieved, and a greatly increased number of properly trained, 
workers must be provided in order to establish active research cen¬ 
tres in the medical .colleges. This subject is discussed in some 
detail in the section of this report dealing with the recruitment and 
training of medical research workers, but may be summarised here- 
as follows: — 

(1) The importation, for short periods, of medical research 
workers of recognized standing. 

(2) The appointment of associate professors, financed, if neces¬ 
sary, by the Central Medical Research Organization, to conduct and 
stimulate research. 

(3) Exchange professorships. 

(4) The provision of scholarships for selected young workers 
including promising young graduates in the basic sciences. 

Primary requirements in establishing research centres in the 
medical colleges are: an increase, in tho number of properly trained 
personnel; tho retention of wholetime workers; the provision of ade¬ 
quate emoluments; liberal provision for study leave; the prohibition) 
of private practice and the provision of better accommodation and 
equipment. 

In our view the departments of the mediqal colleges, both clini¬ 
cal and pre-clinical, provide the most favourable and most desirable- 
location in which to establish research centres. 

in. The Recruitment and Training of Medical Research Workers 

9. We recognize that the number of suitable medical research- 
workers and the facilities for training them are at present inadequate 
in India, and that before any expansion of medical research can be 
undertaken, the primary requirement will be a great increase in 
the number of properly trained workers available. No extension of 
medical research will be possible until this requirement is met. 

10. We consider that responsibility for recruiting medical research) 
workers, and for the creation of training centres for them, must be a 
primary function of the central organization for medical research, 
and that this function should be freely exercised at the earliest 
possible moment. The following methods are recommended to 
achieve this end: — 

(1) The provision of scholarships to facilitate the training of 
young workers in the universities, medical colleges and 
other laboratories and institutions in India, in num¬ 
bers up to the capacity of these institutions to train 
them adequately- Promising young science graduates 
who might eventually be suitable for medical research 
work but who are unable to meet tie expenses of a 
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medical education, should be given scholarships for 
this purpose or directed into lines of work in which 
their training may enable them to take up research on, 
subjects allied to medical research, with the necessary- 
financial and other assistance. 

(2) To facilitate such training, the services of workers of 

recognized standing in different branches of medical 
science should be obtained for short periods for attach¬ 
ment to suitable medical institutions. The duty of 
these workers will be to conduct research ou selected 
subjeets in which young scholars and graduates would 
be associated. 

(3) The provision of an adequate (and annually increasing)) 

number of scholarships for young Indian graduates 
(medical and non-medical) tenable abroad for a period 
up to three years, to enable them to receive advanced 
training in special fields of study. Camdidates for this- 
type of scholarship might suitably be selected from- 
amongst those trained as suggested in (1) and (2) 
above. Those selected for scholarships for training 
abroad would be required to devote their energies to- 
acquiring specialized knowledge of the subjects in 
which it was intended that they should he employed 
on return. They should not acquire academic degrees 
or diplomas without the express sanction of the spon¬ 
soring authority. 

(4) The formation of active research centres in universities 

and medical colleges in Tndia by the appointment of 
associate professors, selected by the Central Medical 
Research Organization, for the express purpose of pro¬ 
viding facilities for the advanced training of senior 
students and graduates, so as to interest them in, and 
fit them for, research careers. 

11. We recognize that medical graduates are unlikely to undergo 
the necessary training for a research career unless subsequent employ¬ 
ment in such work can. be secured for them and consider that 
arrangements for this must be a further responsibility of the Cen¬ 
tral Medical Research Organization which has selected the graduates 
and has arranged for their training. We therefore suggest that, in 
consultation with the authorities concerned, subsequent employment- 
might suitably be arranged in (1) the proposed All-India; Medical 
Institute; (2) a Central'or Provincial laboratory or institute where 
their services could be suitably employed; (3) a university or medi¬ 
cal college as associate professors or research workers; and (4) any 
suitable field of medical or public health work in which their train¬ 
ing and experience would be of value. 

12. The Central Medical Research Organization must, where neces¬ 
sary, be prepared to meet the emoluments of trainees until such 
time ns they- are absorbed into regular employment, or have censor 
to be productive in the field of research. 

13 We recommend that the terms and conditions offered to medi¬ 
cal research workers should be such as to provide reasonable security 
and to ensure freedom from financial worry. It is not recommended 
that workers should enjoy such a degree of permanency as might. 
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lend to foster indifference end lack of effort, Adequate scales of 
pay with provident' fund benefits are recommended, and continued 
•employment should be given to all wlio retain their capacity for 
fruitful research. Work should be subject to periodical review and 
in those cases where a worker has lost his powers of original work, 
his services should either be dispensed with at the conclusion of his 
contract, or, if he is otherwise an industrious and efficient worker, 
every effort should be made to find him employment of a more 
routine nature so far as this may be possible- 

14. Although we have dealt with the question of training teachers 
and research workers in various branches of medicine in other plaoes 
in this report, we may set out here certain principles which should 
govern the development of provision for such training. 

Objective. —The object should be to develop teachers in the 
various branches of medical science whose competence is based on 
■personal ability, and experience gained through teaching and inde¬ 
pendent research in their own fields. 

Selection of Trainees. —Trainees should be selected from dis¬ 
tinguished graduates in medicine or graduates in science, with 
(honours or post-graduate qualifications, and should be chosen by a 
personnel selection board on lines now employed by the Army Medi- 
•caT Service—primarily on re basis of aptitude for, and attitude to, 
scientific studies. A satisfactory health record should be essential 
for acceptance. 

Science graduates should be eligible for training in the pro-clini¬ 
cal fields and may be required to attend courses in selected medicad 
subjects for orientation. 

Medical graduates who have completed their curriculum, except 
for the intern year, should be eligible for training in the pre-clinical 
fields if the intern year has been spent in the department concerned. 

15. The Course of Training. —We recommend that the minimum 
period of training should be four years including the intern year. 
Science graduates should enter training as interns in the department 
concerned. In the case of those who have already had experience 
of teaching, the period of training may be of shorter duration. The 
detuils of the course of training recommended are outlined briefly in 
Appendix 46. 

16. In order to implement the suggestions made above we speci¬ 
fically recommend: — 

(1) the creation of an All-India Medical Institute, 

(2) the establishment of post-graduate training institutions in 

different provincial centres for subjects which will not 
be included in the programme of the All-India Institute, 
and 

(3) the development of a number of teachers training depart¬ 

ments as a short-term policy to initiate postwar 
development. 

As regards (1) and (2) our specific recommendations have been 
^set out elsewhere in this report- 
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VVe consider that immediate action should be taken to make 
possible all the three recommendations set out above. 

IV. The Future of Medical Research in Existing Government Insti¬ 
tutes and Laboratories 

17. Existing institutes and laboratories under the Central and pro¬ 
vincial Governments have fulfilled important functions in the past 
and we recommend that) these should not only be continued but 
■extended. 

18. It has been the universal experience in India that research in 
the Central as well as in the Provincial institutes has been progres¬ 
sively encroached upon by an ever-increasing volume of routine work. 
We therefore consider it imperative that any institution created for 
the special purpose of undertaking basic research should at all costs 
avoid acceptance of responsibility for routine work of any kind. The 
-existing Central Research Institute at Kasauli has now become little 
more than a centre for the manufacture of biological products and 
it is recommended that work of this kind should continue to he 
-carried out at this Institute together with applied research in rela¬ 
tion to this primary function and certain other routine functions, 
which will be considered more fully below- 

19. The existing institutes and laboratories in the Provinces also 
have heavy routine duties to perform and these are likely to increase 
in the future. In the Presidencies of Madras and Bombay, the 
scope and functions of the King Institute and the Haffkine Institute 
respectively have increased progressively over the past forty years. 
The stage has now been reached in both of these Presidencies when 
there is an urgent need for decentralization of some of the functions 
of the main institutes by establishing regional laboratories at select¬ 
ed centres. These laboratories should be affiliated to the parent 
institute and should undertake only those functions which it is 
desired to decentralize as for example, diagnostic laboratory work for 
hospitals and practitioners, and public health laboratory work such 
as the examination of water, foodstuffs, etc., as required by the 
public health services. Other functions such as the manufacture of 
biological products should continue to be the responsibility of the 
parent institute. The accommodation and facilities available in the 
existing institutes should be improved and expanded to permit of 
the conduct of research work on a larger scale thaft is at present 
possible, and to allow of the training of personnel in routine and 
research methods. Regional laboratories should be planned to 
allow for expansion of the routine duties allotted to them and to 
provide sufficient- accommodation -and equipment to enable them to 
undertake research, especially research of a clinical nature. A more 
detailed consideration of the future of the existing and proposed 
laboratories in the Presidencies of Madras and Bombay will be given 
in later sections of this report. 

20. In some Provinces, existing institutes and laboratories are in¬ 
adequate for present day needs and in some there is little or no pro¬ 
vision for work of this kind. Tn Bengal, for example, the Govern¬ 
ment has made provision for the conduct of routine public health 
laboratory work and for the manufacture of essential biological pro¬ 
ducts in piecemeal fashion. The existing laboratories are consider¬ 
ed to be totally inadequate for the needs of the Province, and we 
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recommend the creation of an Institute of Preventive Medicine in 
Bengal on the lines proposed for the future development of the King 
Institute, Guindy or the Haffkine Institute, Bombay. In addition: 
to a new institute of this kind, adequately staffed, constructed sncl 
equipped on modem lines, the creation of subsidiary regional labora¬ 
tories at selected centres throughout the Province is recommended. 

21. In other Provinces, such as the Punjab and the United Pro¬ 
vinces, provision for public health laboratory work, clinical diagnostic 
work and the manufacture of essential biological products are barely 
sufficient for present-day needs, and we recommend that the existing, 
public health laboratories in these Provinces should be improved and 
expanded on the lines indicated above, and ultimately de-centralized 
in a manner similar to that proposed for Madras and Bombay. In' 
those Provinces and Indian States where few, if any, facilities at 
present exist for work of this kind, new institutes will be required. 

22. One of the primary functions of the main institutes in the Pro¬ 
vinces, whether existing or proposed, will be to undertake the large- 
scale manufacture of primary public hearlth requirements of vaccines, 
sera and other biological products. This does not mean that Gov¬ 
ernment laboratories need come into competition with commercial 
firms already engaged in the large scale manufacture of biologicals, 
since the latter are engaged chiefly in the preparation of products 
required by hospitals and practitioners throughout the country rather 
than those of primary public health importance such as prophylactic 
vaccines, vaccine lymph, etc. 

23. We recognise that the manufacture of biological products by 
commercial firms in India is an industry which is now well-established 
and one which, at the present time, is making rapid progress. There 
are already numerous firms in Bengal, Bombay, the Punjab tad 
Kashmir. As u rule, the manufacture of biological preparations is 
undertaken by firms engaged also in the manufacture of other pro¬ 
ducts such as pharmaceutical preparations. We also recognise that 
some of the leading commercial firms in India have already made 
great strides towards the production of biological preparations under 
more satisfactory conditions than was formerly the case. Two of us 
(Drs. Yishwanath and Butt) are of the opinion that the time has now 
arrived when the manufacture of such products should be a respons¬ 
ibility of commercial firms under sufficiently strict Government inspec¬ 
tion to ensure public safety. The others, while taking due note of 
recent developments in the manufacture of these biological products 
by commercial firms, consider that the interests of the people should 
come first so far as essential medical requirements, including such 
biologicals, are concerned. The large scale production of basic pro¬ 
phylactic preparations, such as cholera, plague, T. A. B. vaccines, 
vaccine lymph and antirabic vaccine is of paramount importance to 
public health authorities in India in protecting the people against epi¬ 
demics. It is therefore considered that their production should 
remain a Government responsibility. So far as the requirements of 
these products of non-governmental agencies are concerned, Govern¬ 
ments should make these products available at cost price or even 
below the cost of manufacture, where necessary. 

The views of our colleagues on this and certain other points are set 
out in a note which is appended to this chapter. 
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24. The following specific recommendations are made in regard to 
the existing Central and Provincial Government laboratories.' 
Organizations Financed by the Central Government 

25. (a) The Central Research Institute, Kasauli. —This institute 
was originally designed to fulfil the functions which its name implies 
but it has been compelled to accept the responsibility for an ever-in¬ 
creasing volume of routine work, particularly the large-scale production 
of vaccines and sera. Nevertheless, a large amount of important 
research work has been carried out at the Institute, some of it having 
a direct bearing on improved methods and procedures for the manu¬ 
facture of biological products. We recognize the need for a model 
biological station maintained by the Central Government and we 
consider that the existing Institute at Kasauli would, with certain 
modifications and extensions, provide a suitable location for such a 
station, the primary functions of which would be (1) to manufacture 
a representative series of biological preparations under optimum con¬ 
ditions so as to provide an ideal standard for the trade; (2) to carry 
out applied research, particularly in regard to the evolution of newer 
and better products and of improved methods for their preparation; 
and (3) to provide a training centre for expert technical personnel 
in work of this kind. We consider that Government cannot reason¬ 
ably enforce the provisions of the Drugs Act (1940) and demand a 
standard of manufacture by commercial concerns which they them¬ 
selves cannot demonstrate. In addition to the routine functions at 
present being performed by the Institute and those proposed above, 
provision should also be made at the Institute for a permanent Serum 
Standardization Section. 

26. The present buildings and equipment of the Institute at 
Kasauli are in most respects satisfactory for the work in progress but 
there are certain serious defects which would require to be rectified 
before the Institute could become a model biological station with faci¬ 
lities for applied research. Apart from the many facilities already 
available at Kasauli, the climate is ideally suited for breeding and 
maintaining animals under very favourable conditions. The Kasauli 
Institute possesses a fine library and would make an ideal centre to 
which research workers from the plains could recess during the hot 
weather for the purpose of preparing reports, papers for publication, 
etc. 

It is suggested that the name of the institution be changed into 
the Central Biological Products Laboratory. 

27. (b) The Malaria Institute of India. —Recommendations as to 
the future role of this Institute are given in the section of this report 
which deals with researches on special subjects. 

28. (c) The Biochemical Standardization Laboratory. —This labo¬ 
ratory forms the nucleus of the proposed new Central Drugs 
Laboratory. We recommend that the latter should be constituted at 
the earliest possible date. We recommend that provision should 
be made in the new Central Drugs Laboratory for the conduct of 
research of an applied nature relating to the evolution of newer and 
better methods of assay. 

Organizations Financed by Provincial Governments 

29. The survey of existing institutes and laboratories given in 
Vol. I of this report shows that some of these are good (e.g., King 
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Institute, Madras and Hafikine Institute, Bombay); some are 
barely sufficient for present needs (e .g., the laboratories in the United 
Provinces and Punjab); some are poor ( e.g ., the laboratories in 
Calcutta) and that in some Provinces none exist at all. We recognize 
the value of well-developed institutes of preventive medicine in 
relation to public health work in the Provinces and emphasise the 
need for at least one modern, well-equipped and adequately staffed 
institute of this kind in each Province in the lirst instance. As 
progress is made, it will be necessary to create additional insti¬ 
tutes and laboratories at other centres throughout each Province 
so as to de-centralize most of the functions of the parent institute. 
Proposals on these lines have been put forward by the Directors 
of the King Institute and the Haffkine Institute for the Presi¬ 
dencies of Madras and Bombay respectively, and so far as they 
go these proposals have our full support. It is felt, however, that 
these proposals represent an immediate necessity and that 
even if they were implemented in full, the end-point in the 
provision of laboratory and research facilities would not have been 
reached. We are not, however, in a position at present to make 
specific proposals for further development. With the rapid expansion 
of health services contemplated under our health programme, the 
need for laboratory services will naturally increase. At the same 
time the medical teaching centres contemplated under our scheme, 
the district headquarter organisations and even the secondary health 
units may be expected to provide laboratory facilities of different 
degrees of efficiency. Further, in regard to special branches of medi¬ 
cine, laboratory and research facilities will be developed in different 
provincial postgraduate training centres we have recommended. In 
these circumstances we must leave it to the provincial health autho¬ 
rities to plan the development of such further laboratory and research 
facilities as may he required in the light of the arrangements which 
will come into existence as the result of the proposals we have 
already made. 

30. The proposals for the development of an improved labora¬ 
tory service for Madras Presidency, which will be described in some 
detail below, set a standard which other Provinces would do well to 
follow both as recards the functions of the regional laboratories and 
as regards the organisation of the Central Provincial Institutes. Sinii- 
.lar proposals have been made for the Bombay Presidency. We 
would suggest that, for reasons already stated, this scheme of 
regional laboratories should be linked with other developments in 
connection with our health programme. 

81. The Madras scheme .—We recommend the continuance, on an 
extended scale, of the functions hitherto carried out by the King 
Institute, and endorse the proposals outlined by the Director of the 
Institute for the re-organization of the Institute itself and for the 
development of daughter regional laboratories to be established 
throughout the Presidency. These proposals are briefly summarized 
below: — 

32. The creation of regional laboratories .—There is an urgent need 
to de-centralize some of the functions of the King Institute so that 
laboratory service may be more readily and more widely available 
in the districts than is the case at present. Hitherto, the King Insti¬ 
tute has served as the laboratory for most of the district headquarters 
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hospitals but, owing to the limited amount of clinical material which 
it has been possible to send to the Institute for examination, the 
hospitals have not had as complete a laboratory service as they require. 
In addition, health workers in the field, especially during epidemics, 
cannot at present obtain adequate laboratory service near at hand. 
For these reasons the creation of regional laboratories at the follow¬ 
ing centres is necessary: — 

(1) Bellary—to serve the needs of the Ceded districts. 

(2) Madura—to serve the Southern districts. 

(3) Coimbatore—to serve Salem and the West Coast districts. 

(4) Vizagapatam—to serve the Northern Circars. 

The last-named could conveniently be established in connection with 
the Medical College at Vizagapatam and, if medical colleges are 
established in the other places also, the regional laboratories should 
be associated with them. Other districts such as Nellore, North 
Arcot, South Arcot, Chingleput, and Madras City would continue to 
be served by the parent institute at Guindy, while the Pasteur Insti¬ 
tute, Coonoor would continue to serve the Nilgiris and surrounding 
areas. 

33. The functions proposed for these regional laboratories include 
the conduct, for their respective areas, of the following: — 

(1) Bacteriological and serological examinations of all clinical 

material received from hospitals and dispensaries and 
from the public health authorities. 

(2) Examination of samples of food submitted in connection 

with the Prevention of Adulteration Act. 

(3) Examination of water from protected supplies in the area. 

Regional laboratories would also serve as subsidiary centres for tin- 
distribution of biological products, such as therapeutic sera and pro¬ 
phylactic vaccines. In addition, the regional laboratories would be 
well-placed for development as centres of research, particularly 
clinical research for which a wealth of material would be available 
from the well-equipped district hospitals. Decentralization on the 
lines recommended would ensure more efficient and mere widespread 
diagnoses of disease and better investigation and control of com¬ 
municable diseases. There would also be provision for the extension 
of the important functions of food and water analyses, thus providing 
for an extension of food and water control to the remoter areas. 
Regional and district laboratories, when formed, should be placed 
under the administrative control of the Director of the parent Insti¬ 
tute at Guindy. A cadre of especially selected ancT trained officers 
and assistants should be maintained to serve the Ring Institute as 
well as the regional and other laboratories in the Presidency. Simi¬ 
larly, common provision should he made for the supply of all labora¬ 
tory materials, stores and equipment. 

34. Re-organization of the King Institute. —It is not anticipated 
that, when some of the functions of the King Institute have been 
de-centrnlized in the manner outlined above, the work of the parent 
institute will he decreased. On the contrary, it will be extended and 
developed, especially for research purposes, and this will necessitate 
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a re-organization of the existing sections and the provision of addi¬ 
tional accommodation and equipment. The Director’s proposals for 
re-organisatlon of the Institute, with which we fully concur are sum¬ 
marised below:— 

(1) Diagnostic Department. —For the examination of clinical 
material, the preparation of diagnostic reagents and their issue to all 
regional and other laboratories In the Presidency, and the main¬ 
tenance of stock cultures. 

(2) Department for the Manufacture of Bacterial Vaccines, Sterile 
Solutions, etc. —The work of this department would be carried out in 
a new block especially designed and built for the purpose. 

(3) Vaccine Lymph Department. —This department would remain, 
as at present, a centre for the manufacture, storage and distribution 
of vaccine lymph. 

(4) Department of Anti-toxins. —This department would produce 
therapeutic sera for the Presidency and also products for immuniza¬ 
tion against diphtheria, tetanus, etc. 

(5) Government Analyst's Department. —This department would 
carry out duties similar to those at present undertaken for the areas 
under its jurisdiction and would be available as a reference laboratory 
for the new regional laboratories. 

(6) Department of Water Analysis and Algal Control. —This 
department would assume responsibility tor the chemical and 
bacteriological analyses of water and undertake research work on the 
control of algal growth in water-supplies and on water purification. 

(7) Department of Medical Bacteriology. —This department would 
assume responsibility for the conduct of laboratory work on malaria, 
filariasis, dracontiasis, medical entomology, helminthology, etc. Field 
investigations in connection with these diseases would be carried out 
by the “Investigation Units” already established for the purpose. 

(8) Blood Bank Section. —This section would function mainly as 
a blood processing centre if the policy of establishing blood bunks 
(whole blood) in the Presidency is adopted. It would also serve as a 
centre for research in the development of better methods of processing 
and drying. 

When the Institute has been re-organized on the above lines and 
when additional staff, accommodation and equipment have been made 
available, it will be possible to continue and expand research activity 
in the various departments. The Institute is at present better staffed 
and equipped for research on filterable viruses than any other in India 
and is likely to maintain its premier position in this field of work. 

The , good library facilities at present available will be further 
developed in order to provide a comprehensive medical library for 
South India, the amenities of which will be available to workers in 
other medical Institutions and to private practitioners. 

35. Haffkine Institute, Bombay. —The Haffkine Institute, Bom¬ 
bay, has made rapid advances during the past decade and may now 
be considered one of the best equipped and most active laboratories 
in India for routine and research work of the type.undertaken. At 
the present time work is in progress to extend the laboratory accom¬ 
modation at a cost of approximately Rs. 12 lakhs in order to set up 
new departments. 
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36. Plans for future development now being discussed include the 
provision of an adequate laboratory service for the Presidency by the 
creation of four regional laboratories at Belgaum, Poona, Nasik and 
Ahmedabad, and by the provision of improved laboratory services at 
each district hospital throughout the Presidency. The intention is 
that these greatly extended laboratory services will undertake work 
both for hospitals and for the Public Health Department. These 
proposals are, therefore, very similar to those outlined for Madras 
Presidency. 

37. In order to increase the supply of highly.trained laboratorv 
technicians in the Province to keep pace with the expansion outlined 
above, a scheme is at present being initiated under which the Haffkiae 
Institute will recruit 12 science graduates each year to undergo a 
course of training in bacteriology and clinical pathology, lasting for 
12 to 18 months. The aim will be to train 70 to 80 men of this type 
‘for posts in the extended laboratory service of the Province. 

38. We recommend the continuance of the routine and research 
functions at present being performed by the Haffkine Institute and 
-endorse the proposals for their future development and extension. 
We also recommend that the plans for establishing regional labora¬ 
tories throughout the Province and for improving laboratory facilities 
at each district hospital should be earned out. 

3D. (c) Laboratories maintained by the Government of Bengal .— 
The provision at present made by the Government of Bengal for the 
conduct of public health laboratory work, particularly for the prepara¬ 
tion of essential biologicals, is quite unsatisfactory. There is a very real 
and urgent need in Bengal for a properly constructed, staffed and 
equipped Institute of Preventive Medicine organized on the lines 
proposed for the future development of the King Institute, Guindy, 
or the Haffkine Institute, Bombay. We consider that such an insti¬ 
tute could be conveniently located on the outskirts of Calcutta where 
building sites can be obtained at cheaper rates and on a more exten¬ 
sive scale than in the urban area. The chief functions of the institute 
-recommended would be: — 

(t) The conduct of public health laboratory work of all kinds, 
including departments for food and water analyses, diag¬ 
nosis, medical biology, etc. 

{■>) The preparation, under optimum conditions, of a repre¬ 
sentative series of biological products, including depart¬ 
ments for the large-scale preparation of bacterial 
vaccines, anti-rabic vaccine, anti-toxins, prophylactic 
toxoids, vaccine lymph, sterile solutions for parenteral 
injection, etc. 

(8) To provide accommodation for the Provincial Drugs Control 
Laboratory. 

(4) To provide a training ground for expert technical per¬ 

sonnel. 

(5) To carry out applied research in relation to all branches of 

the routine work of the institute. 

40, An institute of this kind would undoubtedly be a great asset to 
'the Province, but it is probable that, with greatly increased emphasis 
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on public health activities of all kinds, it would soon become Neces¬ 
sary to establish subsidiary laboratories, especially for public health, 
and diagnostic work, at other centres throughout the Presidency. 
These might conveniently be established on lines similar to those 
proposed for regional laboratories in Madras Presidency. One of 
the most important functions of the main institute would be to' 
form a modern biological station so as to set a high standard for the 
various commercial firms already established in Calcutta, and to 
provide a training ground for expert technical personnel to be 
employed by them. 

41. The new institute should be established on bold lines and 
should be constructed and equipped in such a manner that it could be 
adapted to altered functions or new lines of work, without incurring 
extensive structural alterations. The functions of any institute ol 
this kind are continually changing and developing in relation to up-to- 
date knowledge and no greater mistake can be made than to build 
and equip an institute with regard only to its immediate require¬ 
ments. 

42. Laboratory Services hi other Provinces. —We recommend the 
progressive development in all other provinces in India of laboratory 
services and facilities for research similar to those outlined above for 
the three Presidencies of India. 

Organisations Financed from Other Sources 

43. Pasteur Institute of South India, Coonoor. —This institute is 
capable of being developed into an active centre for medical research; 
So far as they go the laboratories and equipment are good, but any 
great extension of work require the provision of additional labora¬ 
tories. The institute is exceptionally well-provided with facilities for 
the breeding and maintenance of laboratory animals. 

44. The Association of the Pasteur Institute of South India is the 
only remaining “Pasteur” organization in India which is self-support¬ 
ing and, therefore, inherits a claim, to become the chief centre for 
rabies research in India. It is recommended that it should be deve¬ 
loped as such, and that it should receive additional support from other 
sources such as the proposed Central Medical "Research Organization- 
or the income on the invested capital of the Association of the Pasteur 
Institute of India. Rabies research has been neglected in recent 
years although there is still n great need for it. For example, the 
nnti-rabic vaccine at present in use is identical with that introduced 
by Semple at Kasauli in 1911, which must be regarded as an 
extremely crude product. Preliminary work carried out at the 
Pasteur Institute, Coonoor, a few years ago has shown that it is 
possible experimentally to eliminate much of the animal protein from 
sheep-brain vaccine without impairing its antigenic value. It is 
obviously important that this work should be followed up especially 
as there are indications that the rare, but highlv dangerous, compli¬ 
cation known as ' paralytic accident” may be due to the brain protein 
included in the present crude vaccine. The aetiology of “paralytic 
accident” is another problem which deserves further investigation. 
Likewise, there is room for further research to evolve better and more 
certain methods for the diagnosis of rabies in animals. These and 
other unsolved problems in regard to the diagnosis and prevention of 
rabies necessitate the setting up of at least one active centre for 
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rabies research in India and, in our opinion, the Pasteur Institute at 
Coonoor offers an ideal location for such a centre. It would, of 
course, be necessary to increase the staS of the Institute, to provide 
the necessary equipment for the work to be undertaken, and possibly 
even to extend the available laboratory accommodation, Rabies is 
very prevalent both in jackals and dogs in the Nilgiris and no diffi¬ 
culty would be experienced in obtaining strains of “street” virus 
for experimental work. 

45. The Institute at Coonoor is already well equipped to undertake 
laboratory diagnostic work for hospitals and practitioners and it could, 
therefore, be readily converted to undertake the functions of a re¬ 
gional laboratory for the Nilgiris area in the scheme recommended' 
for the Madras Presidency (see recommendations under King 
Institute, Guindy). 

46. The continuance in Coonoor of the Nutrition Research Labora¬ 
tories as a nutrition centre for South India, and of the South India 
branch of the Malaria Institute of India already in Coonoor is recom¬ 
mended. If these various interests were properly coordinated, the 
Pasteur Institute would become a very active centre for research on 
such important subjects as rabies, nutrition and malaria. The easy 
accessibility of all parts of South India from Coonoor and the enorm¬ 
ous amount of material available in or near Coonoor, make it ideally 
suited for development as a research centre for these subjects. 

47. Miscellaneous *.—The potentialities of other institutions in the 
future development of medical research in India will be apparent 
from the review of the resources of individual organizations given in 
the first volume of this report. 

V. Researches on Speoial Subjects 

48. Certain special subjects, particularly malaria and nutrition, arc 
of such paramount importance to all sections of the community in 
India that research on them is required on an exceptionally wide scale. 

49. Malaria .—While it is recognized that there is still need for 
further research of a basic nature on many aspects of the malaria 
problem in India, knowledge of this disease has advanced so far that 
the bulk of the research work now necessary on this subject is so 
intimately integrated with practical malaria control measures that 
the two cannot be dissociated. The organization required for practi¬ 
cal malaria control measures and research activities associated with 
them is primarily of a public health character and must be so re¬ 
garded and financed by the Central and Provincial Governments. 
The following minimum organization is considered to be essential: — 

(a) The Malaria Institute of India ..—This organization, originally 
constituted and financed by the Indian Research Fund Association, 
has already been taken over in part by the Central Government, and 
now functions as a public health organization financed from Central 
Revenues. The existing organization has been properly conceived, 
but requires to be greatly expanded in order properly to fulfil the 
functions enumerated for this Institute in the section dealing with 
our recommendations in respect of malaria. 

The research activities of the Institute are, at present, financed 
by the Indian Research Fund Association but there is great need for 
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the extension of these activities. Research activities must remain 
a primary function of this Institute, especially research of an applied 
nature, while research of a basic nature should be carried out in asso¬ 
ciation with the appropriate sections of other organizations such as 
the proposed new All-India Medical Institute and Chairs of Malario- 
logy in Medical Colleges. There are many aspects of the malaria 
problem which can best be investigated in this way, for example, 
the study of biological, clinical, biochemical and pharmacological 
problems. 

The Malaria Institute of India must maintain its position as rhe 
■chief information bureau on malaria in India, and the Director and 
■staff of the Institute must keep themselves fully informed of ull 
advances in knowledge made in other parts of the country and of the 
world. Delhi is considered to be a suitable location for the present 
Institute, but it is desirable that the branch of the Institute estab¬ 
lished at Coonoor in S. India should be retained and expanded. 

The Malaria Institute has done much to spread knowledge of this 
disease throughout India particularly by training medical officers from 
all parts of the country in malariology, and also engineers in the 
principles and practice of malaria prevention. Apart from this we 
have included the suggestion, in our special recommendations in res¬ 
pect of malaria, that Chairs of Malariology should be established in 
selected medical colleges in the Provinces in order to provide further 
facilities for teaching and research in the subject. 

(b) Provincial Malaria Organizations .—There is an urgent need 
in each Province in India for a strong malaria organization to plan 
and execute malaria control schemes and to conduct the preliminary 
and concomitant Investigations which are invariably necessary in 
connection with them. We have made detailed recommendations 
for the establishment and maintenance of such provincial organisa¬ 
tions in the chapter on malaria. 

The wealth of clinical material available for study at all medical 
teaching and relief centres throughout the country should be utilised 
for the conduct of special investigations on the clinical and thera¬ 
peutic aspects of malaria. 

50. Nutrition .—Nutrition is a problem of vital concern to the 
people of India. Active research is a necessary part of any successful 
attack on the nutrition problem. All progress is based on research 
■and there is abundant evidence to show that nutrition research can 
make valuable contributions to human welfare. In all progressivn 
countries, large sums are spent on nutrition research and it is neces¬ 
sary that, in India also, such research should receive ample 
encouragement and support in order to hasten the solution of short 
and long-term policies regarding nutrition. 

51. The Nutrition Research Laboratories at Coonoor were founded 
by the Indian Research Fund Association in order to provide a strong 
centre for research on nutrition problems; to act as an information 
bureau so as to make the results freely available to all concerned; 
and, in collaboration with public health officers, to translate these 
results into practical nutrition work. We recognize the important 
work already carried out by this organization and recommend that 
“the Coonoor laboratories should be retained as a nutrition centre for 
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South India. We consider, .however, that extended provision for the 
study of nutrition in India both in its laboratory and public health 
aspects, is necessary. Experience lias shown that the Central 
Government has been unable to make the fullest use of the Coonoor 
laboratories on account of their great distance from the Capital. The 
creation of_ a strong central nutrition organization with staff and labo¬ 
ratories adequate to form a permanent centre for research, reference, 
advisory and advanced training work, is recommended. This might 
conveniently be included as a section of the proposed new All-India 
Medical Institute. 

52. Apart from this provision for nutrition research at the centre, 
there is a great need for widespread research to be carried out in the 
universities, medical colleges and other laboratories in the country. 
In addition, the great mass of clinical material available in India 
provides an opportunity for India to lead the world in clinical research 
on nutrition. We recommend the development of clinical research 
units to be attached to some of the larger hospitals in India, and, 
in particular, to hospitals for children’s and opthalmic diseases. Non- 
medical workers, such as biochemists, could play a valuable part in 
the work of such units. 

53. In our view the present system of supporting nutrition re¬ 
search by temporary year-to-year grants to individual workers ha$ 
certain disadvantages, including interruption in the continuity of work 
and the frequent loss of the services of workers who have gained some 
experience. We recommend that this system should be largely re¬ 
placed by the support of nutrition research units of a more permanent 
nature at selected places where suitable laboratories exist together) 
with a nucleus of experienced workers and competent direction. This 
would ensure continuity of work and provide opportunities for the 
training of skilled nutrition workers as well as for the development 
of national nutrition organizations. The two such units recently 
established at Bombay and Dacca should be further developed. 

54. We consider that the translation of the results of research to 
practical public health measures is an essential function of the Health 
Departments of the Central and Provincial Governments. We have 
therefore made proposals for the creation, as a part of the health 
organisation, of nutrition departments at the Centre and in each 
Province, in that chapter of this report which deals with our recom¬ 
mendations regarding nutrition. For the composition and functions 
of these nutrition departments reference may be made to that chapter. 

55. We recognize the necessity for training all medical and public 
health workers in nutrition, and to this end we recommend that 
satisfactory instruction in the subject be included in all training 
programmes including the medical curriculum and the courses given 
to health visitors, health inspectors, etc. 

56. Clinical Research.— In spite of the great wealth of clinical 
material available in India, very little clinical research of high quality 
has hitherto been undertaken. An exception to this rule is the 
research work carried out at the Calcutta School of Tropical Medic'ne 
with which the Carmichael Hospital for Tropical D'seases is asso¬ 
ciated. A similar successful arrangement for clinical research ha* 
been provided at the Pasteur Institute. Shillong, to wh ; ch a small 
Clinical Besea-ch Hospital is attached. The hospital attached to the 
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medical college, which will form au integral part of the proposed Ail- 
lnclia Medical institute, will also facilitate the promotion of clinical 
researcn. ^Nevertheless, it will be necessary, in our opinion, to create 
facilities for clinical research in many ottier centres throughout India. 
There are already many well-equipped hospitals with abundant clinical 
material in which research work could be undertaken. The primary 
requirements in stimulating such activity is the provision of adequate 
personnel of the right type. In most instances it would be necessary 
to provide additional laboratory accommodation, equipment and 
experimental animals. It would be necessary to engage workers 
specifically for wholetime research work. If this practice were 
followed in all teaching hospitals in India, present and future, a field' 
for clinical research would be opened up which would probably be 
unsurpassed in any other country in the world. In many cases the 
conduct of clinical research would require the close cooperation of the 
preclinical and technical departments of the teaching institutions. 
To facilitate team work of this kind, it would be desirable to appoint 
for each teaching institution a Director or coordinator of research. 
Apart from clinical research in teaching hospitals, further opportuni¬ 
ties are likely to be provided in connection with the extension of' 
laboratory services in the Provinces, as, for example, at the regional 
laboratories proposed for the Presidencies of Madras and Bombay, 
which it is anticipated will be intimately connected with well- 
tquipped district headquarters hospitals. We recommend that these 
and all other facilities for clinical research should be exploited to the 
fullest extent. It is visualized that if clinical research is encouraged' 
in the ways indicated, centres of high repute for research and 
advanced teaching in clinical medicine and surgery and the various 
specialities will spring up throughout the country. Potentialities for 
the creation of such centres already exist as, for example, the Ortho* 
paedic Surgery Unit in Madras and the Radium Therapy Unit at the 
Tata Memorial Hospital, Bombay, 

57. Social and Environmental Factors in relation to Health and 
Disease .—We recognize that many of the recommendations made in 
this report for the future extension and development of medical 
research in India relate chiefly to research activities in medical 
colleges, hospitals, and other institutions. While “institutional” 
research of this kind is of the greatest value, there is a danger of its 
becoming so specialized and technical that the primary importance 
of the many indefinite factors of aetiological and human interest in 
relation to the ill-health of the country may tend to be overlooked. 
During the past two or three decades, medical research all over the 
world has tended to become “mechanized’’ and there has been an 
insufficient appreciation of the fact that ill-health, even that duo to 
many of the organic diseases, has discoverable origins in a complexity 
of environmental factors including social, domestic and occupational 
maladjustments associated with economic insecurity, dietary insuffi¬ 
ciency, over-fatigue and a host of other related factors. Sccml and 
environmental factors in relation to health and disease are of parti¬ 
cular importance in India, not only ns regards the study of human- 
reactions to them but also as regards their influence on the vectors 
of insect-borne diseases. 

58. Little is as,yet known of health itself within the considerable 
ranges of age, sex and occupation or of the manifestations and 
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standards which distinguish the individual in full health from the 
individual with incipient illness, perhaps not yet demonstrable by 
known methods of detection. Likewise, little is known of the 
environmental factors which favour the spread of such insect-borne 
diseases as malaria, plague, kala-azar, the typhus group of fevers, etc. 
There is in India an inexhaustible field for the investigation of these 
and many other problems related to social diseases and disability, and 
for the study of man during growth and development and his reactions 
to environmental stress. There is much to be learned too, from the 
periodical study of healthy groups in childhood, adolescence and 
later life. 

59. This approach to the investigation of ill-health is not a new 
concept but it is one which has been brought sharply into focus in 
other countries as the result of the war, and one which, it is hoped 
will persist in the post-war period. The success W’hich has attended 
the practical application of the results of research on this important 
subject has been amply demonstrated among the peoples of Western 
countries under the duress of war and has resulted in a re-orientation 
of outlook on disease in these countries. 

60. We, therefore, recommend that in planning the future develop¬ 
ment of medical research in India, adequate provision should be made 
for research on this important subject. It is felt that research on 
this aspect of health and disease must follow a definite plan. The 
first essential will be to collect statistical and other data relating to 
the possible aetiology of the problem under consideration. Subse¬ 
quent analyses of such data would be likely to give some indication 
of the probable causes of high disease rates. It would then be neces¬ 
sary to undertake a close study of individual cases of the disease in 
question with special reference to environmental history. Any en¬ 
vironmental factor under suspicion would have to be further investi¬ 
gated by making a survey of an adequate population sample exposed 
to the suspected aetiological factor together with a parallel survey 
of a comparable group not so exposed. The next logical step would 
be an attempt to reproduce the conditions in experimental animals 
and, finally, it would be necessary to prove or disprove the hypothesis 
by modifying the environment of an exposed group by removing or 
neutralizing the suspected adverse factor or factors and observing the 
effect on the incidence of the disease in question. 

61. Investigations on the lines suggested above would obviously be 
beyond the competence of isolated individual workers and would 
have to bo undertaken by comprehensive research teams requiring 
the closest collaboration and cooperation between public health 
officers, hospital clinicians and private physicians, statisticians, nutri¬ 
tion and other research workers, sanitary inspectors, health visitors, 
social workers, and even local lay bodies. The onus of unearthing 
and exposing social and environmental evils in the aet'ologv of ill- 
health must rest with the medical profession and their scientific asso¬ 
ciates. The laborious task of collecting and analvsing statistical data 
and of recording factual evidence and socio-medical experience must 
he borne largely by those whose concern is with the social rather 
than the individual aspects of disease and. in order that they mav be 
able to fulfil this function, they must be guided bv teaching and 
-esearch in social medicine. The scope of this subject is so vast that 
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it could not be adequately dealt with by a special branch, but must 
become an integral part of all medical and social activities. .In pre¬ 
paration for this, the importance of the subject must be stressed at 
all stages of the medical curriculum. 

62. There is an increasing tendency for medical subjects to be 
grouped in the form of a “Y”, the stem of which represents subjects 
common to all fields, while one arm represents the subjects dealing 
mainly with individuals, and the other the subjects pertaining 
to groups of individuals or communities. Besearch of the kind here 
visualised would be centred mainly, though by no meanB exclusively, 
in those departments concerned chiefly with community studies in 
both urban and rural areas. The development and strengthening of 
these departments would, therefore, be a primary necessity in foster¬ 
ing research in social and environmental factors in relation to health 
and disease. The field to be covered would, however, be so compre-J 
hensive that it would be necessary to appoint specially selected 
workers to initiate, stimulate and, above all, coordinate research on 
this important aspect of human welfare. 

Conclusion 

We wish again to emphasize that, for the effective extension and 
development of medical research in India, greatly increased and im¬ 
proved provision for training on a higher standard in the universities 
and medical colleges is essential at all stages, and that, in order to 
achieve this, existing institutions will require improvements and addi¬ 
tions to their accommodation and equipment and to their academic 
staff, while many more training centres will be required. The em¬ 
ployment of wholetime teachers and research workers on scales of 
pay adequate to attract the very best men will all occasion an enorm¬ 
ous increase in expenditure, but this must be regarded as unavoidable 
if any real progress is to be made. 

A Note on Medical Research by Dr. Vishwanath and Dr. A. H. Butt 

64. Apart from paucity of funds the worst enemy of the progress of 
medical research in India has been the fact that the officers employed 
in the Medical Besearch Department, were mostly engaged in the 
manufacture of biological products and had very little, if any, time to 
devote to their declared function—Medical Besearch. A stage of de¬ 
velopment has now been reached in the country when the manufacture 
of biological products should be a purely Government’s function, if 
the State is worked on a spcialistic basis. If its organisation is capi¬ 
talistic, the manufacture of biologicals should be in the hands of the 
trade but under proper Government supervision. The existing condi¬ 
tions under which Government is in competition with trade is unjusti¬ 
fied, particularly when it deflects personnel which should be serving 
the advancement of medical research, to routine manufacture. 

65. One important channel of financing medical research in India 
has been a quasi-Government organisation—The Indian Besearch 
Fund Association. In our opinion the financing of medical research 
could be aided effectively and expeditiously by a progressive Govern¬ 
ment. The argument of less red-tape in the working of a quasi- 
Government organisation is offset by greater scope for nepotism under 
such an organisation. 
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ALL INDIA MEDICAL INSTITUTE 

Introduction 

1. At an early stage in our examination of the problem of deve¬ 
loping a comprehensive health service in India we realised that 
certain outstanding needs must be met before any progress in the provi¬ 
sion of such a- service could be made. These include (1) a 
considerable expansion of existing facilities for the training of doctors 
and other health workers in order to produce the large numbers 
that will be required for our scheme, (2) a revision of the standards 
of professional training in order to produce types of workers fully 
equipped to participate in a modern health programme with its 
newer and expanding conceptions of service to the community and 

(3) the training of a sufficient number of workers capable of under¬ 
taking research into medical and allied problems on a scale far in 
advance of what has been accomplished in the past. In that section 
of the report which deals with professional education we have dis¬ 
cussed, at some length, our proposals for increasing the numbers of 
institutions required for training the different types of health per¬ 
sonnel and for improving their education in accordance with modern 
trends. We have also advocated the provision of facilities for 
research by all the departments of these institutions, because we feel 
that undergraduate and postgraduate teaching of the requisite 
standard can be attained only in an atmosphere of active research. 

2. These institutions will naturally have to concentrate on the 
production, in as large numbers as possible, of the different types of 
health workers required for the health services we have proposed. 
Side by side with these developments, however, we consider it of the- 
first importance that at least a few institutions, which will concen¬ 
trate on quality, should also be established at suitable centres in 
different parts of the country. We realise that considerations of 
cost and the need to staff those institutions with the most highly 
qualified persons available will, in all probability, make it very 
difficult to start with more than one such training centre. But no 
time should be lost in developing one such centre for which we would 
suggest the designation “All-India Medical Institute.’’ The objects 
of the Institute should be: — 

(1) to bring together in one place educational facilities of Ihe 

highest order for the training of all the more important 
types of health personnel and to emphasise the close 
interrelation existing between the different branches of 
professional education in the field of health; 

(2) to promote research of the highest type in all the branches of 

study for which the Institute will be responsible; 

(3) to coordinate training and research; 

(4) to provide postgraduate training of an advanced character 

in an atmosphere which will foster the true scientific 
outlook and a spirit of initiative and 

(5) to inspire all persons who undergo training, undergraduate or 

postgraduate, with the loftiest ideals of the profession to 
which they belong and to promote in them a community 
outlook and a high degree of culture, in order that they 
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may become active apostles of the progressive spirit in 
whatever held they may be called upon to serve, whether 
it be teaching, research, general health work or adminis¬ 
tration. 

Though the alumni of such an Institute may not be numerous, we 
feel confident that the influence which they will exert in their respec¬ 
tive spheres will be out of all proportion to their numbers. 

In no held of medical work is the need for men and women of 
the highest training and equipment greater than in that of teaching. 
We look forward to the Institute sending forth such workers, even 
though it may be in relatively small numbers, to the teaching institu¬ 
tions in different parts of the country, where we anticipate they will 
help to create and maintain something of the high ideals of teaching 
and research with which the Institute will have inspired them. Apart 
from such contribution to the development of professional education 
in the country which the Institute will make, we believe that, in 
view of the present shortage of highly qualified teachers, it may be 
advisable to include, within the functions of the Institute, the train¬ 
ing of a limited number of selected individuals from the provinces, 
so that the facilities for advanced training available at the Institute 
may be extended as widely as possible without sacrificing efficiency 
in any way. It is hoped that the Institute will attract to itself candi¬ 
dates from among the most talented products of the provincial medi¬ 
cal colleges, who in due eourse will return to their alma mater, there 
to disseminate the ideas and ideals acquired by them at the Institute. 

The Range of the Institute’s Activity 

3. We suggest that, in the beginning, the Institute should aim 
at providing only medical training in all its branches and also the train¬ 
ing of nurses. The Institute must, therefore, have as an integral part 
of it, a medical college with its teaching hospitals and laboratories 
as well as a college to provide the highest type of nursing .education. 
Later on, provision should be made for the training of all higher types 
■of health workers. We have in mind particularly dental education, 
public health engineering, medical zoology in its different branches 
and certain other subjects in which the non-medical man performs 
important health functions. 

4. We believe that the contribution which the proposed Institute 
can make to promote the cultural value of medical education will 
be greatly enhanced by the provision of a Chair of the History of 
Medicine. The humanising influence of a study of the history of 
medicine has been well described by Professor Henry E. Sigerist in 
-a recent publication (Appendix 47). 

He says: 

“Instruction in medical history, if properly conducted, could 
greatly contribute to the training of an educated physi¬ 
cian. It would teach the student history, the history of 
his own country but a 1 so the history of the world with a 
bias on medicine that would bring the subject much closer 
to him. It would teach him to look at modern medicine 
from the perspective of history and to see. it in all its 
economic, social, religious and philosophic implications, 
as the result of a long development, as a dynamic process. 
He would soon find that scientific medicine has a philo¬ 
sophy also. We too look at the human body as a micro¬ 
cosm in the midst of the macrocosm. The same elements 
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that constitute the organism are found in the outside 
world, and the same physico-chemical forces are acting 
in both. The physician thus trained would have a muoh 
clearer idea of the task of medicine and of the part he 
is called upon to play in society.” 

We fully endorse his view that the physician of the future 
■should be an even more highly cultured individual than his prede¬ 
cessors and that he should have, to a greater extent, that wider 
outlook whiok will enable him to interpret health and disease in 
relation to the social background of the life of the community. In 
this country, we believe that the historian of medicine can also 
perform the eminently useful function of investigating the indigenous 
systems of medicine ‘‘not only for their ideological content, not only 
as aspects of India’s ancient and mediaeval civilisations and as end 
■products of a long development” but also for the purpose of assist¬ 
ing in the evaluation of their practical achievements. As a result 
of his studies, he may be in a position to point out to the clinicians 
and pharmacologists which drugs and treatments employed in theB6 
systems can be tested. 

The Selection of Students 

5. The selection of students to be admitted to the medical and 
nursing colleges attached to the Institute should be made very care¬ 
fully, merit being the sole criterion for admission. The purpose in 
view is that the men and women passing out from these colleges 
should provide future leaders in their respective professions and, in 
our view, the acceptance of any basis of selection other than merit 
will defeat this purpose. As the Institute is to serve, the needs of 
the country as a whole, applicants from all parts of India should 
.be eligible for admission. 

Certain Qualifications for the Staff of the Institute 

6. We have already expressed the view that the endeavour should 
be to inspire all, who undergo training in the Institute, with the 
highest ideals of the profession to which they belong and to develop 
in them a community outlook and a high degree of culture. The 
teacher must himself be imbued with these ideals if he is to impart 
them to his students. We wish to emphasise that the men and 
women, who are recruited to the teaching staff of the different 
•departments of the Institute, should possess, in addition to high 
intellectual and academic attainments, such ideals in a pre-eminent 
degree so that they may help, in their daily contacts with their 
students, to enrich the minds of the latter not only with knowledge 
"but also with that deeper understanding of human nature and the 
spirit of service which are essential for enabling health workers to 
give of their best to the community. 

7. We are confident that the Institute, if developed on proper 
lines, will profoundly influence medical education in India in the 
same manner in which the establishment of the Johns Hopkins 
Medical School at Baltimore in the United States more than 50 years 
ago had a powerful stimulating effect on the development of medical 
education in that country. The founders of that school set new 
standards for America bv blending the best elements in the different 
educational systems in Europe and by introducing new ideas. Men. 
who passed out from the Johns Hopkins School, gradually spread 
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through the country and carried with them the traditions of that 
institution. The example of that school was widely accepted, and. 
the result was that the standard of medical education was raised in 
the United States as a whole. We look forward to similar bene¬ 
ficial results following in India from the establishment of the pro¬ 
posed Institute. 

Beyond indicating what, in our view, should be the objectives 
to be attained by this Institute we do not propose to go into any 
details apart from dealing briefly with its general organisation and 
control. 

We recommend that the Central Government should be responsi¬ 
ble for the establishment and maintenance of this Institute. 

Organisation and Control ol the All-India Medical Institute 

8. The organisation and control of the Institute cover (1) the ad¬ 
ministrative field and (2) the technical and scientific field. We shall 
deal with these separately. 

The Administrative Field 

9. An institution of the type we envisage should have consider¬ 
able freedom to develop its own activities independently and without 
the delaying and hampering effect that strict governmental control 
may entail. For the growth of academic freedom it is essential to- 
ensure that the Institute should be free from the routine adminis¬ 
trative control of a Department of Government. We, therefore,, 
propose that its administration should be vested, from the time of its 
inauguration, in a Governing Body of suitable composition. 

10. We suggest that the Governing Body should, in the first 
instance, consist of eleven members in addition to the Chairman. 
The latter should be an independent person, prominent in public 
life and outside the executive authority of the Government of India. 
Suoh a person, for instance, would be the Chief Justice of the 
Federal Court. The first Chairman should be appointed by the 
Government of India. Later, it is a matter for consideration 
whether the Chairman might not be appointed by the Governing 
Body itself. The composition suggested for the Governing Body 
is as follows: — 

(1) Chairman. . 1 

(2) The Vice-Chancellor of the University in whose jurisdiction the 

Institute is located ........ 1' 

(3) Two Vice-Chancellors from all other Universities in British 

India in rotation ........ 2 

(4) The President, Medioal Counoil of India ... .1 

(6) Another member of the Medioal Counoil of India nominated 

by that Counoil ........ 1 

(6) The President of the All-India Nursing Counoil . . .1 

(7) Two distinguished non-medioal scientists nominated by the 

Inter-university Board ....... 2 

(8) One representative nominated by the Central Health Board . 1 

(9) The Director General. Health Servioes ..... I 

(10) The Oiraotor, All-In Ua Medical. Institute (Member-Secretary) I 
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When the dental and pharmaceutical professions become developed, 
we suggest that the Presidents of the All-India Boards we have 
recommended elsewhere in this report for regulating these profes¬ 
sions, should also be made members of the Governing Body. 

The tenure of membership may be a period of three years except 
/n the case of these who hold their seats in their official capacity. 

The functions of the Governing Body will be (1) allocation of 
funds and (2) the laying down of general administrative policy. 

The Technical and Scientific Field 

11. The purpose of medical education is to provide the type of 
doctor the community requires. If the proposed Institute is 
to provide, as we have indicated it should, leaders in the different 
fields of medicine and particularly in the spheres of professional 
education and research, its development should, from the very 
beginning be guided by sound scientific and technical advice. 
Although it may appear somewhat novel in this country, we suggest 
that the technical work of the Institute should be developed and 
directed not by an outside body, however eminent its members may 
be, which will impose its ideas on the Director and Professors of the 
Institute, but by the latter themselves acting as a Medical Faculty. 
We anticipate that those who are selected for these posts will be 
men and women not only with outstanding attainments in their res¬ 
pective subjects, but also with, that wider outlook which will enable 
them to interpret the needs of medical education in relation to the 
varied responsibilities that the doctor of the future will be called 
upon to undertake. In making this recommendation, we are not 
putting forward a procedure without precedent. We understand 
.that, in the Johns Hopkins Medical School, a similar arrangement 
has worked successfully for many years and that it has contributed 
materially to the attainment by that institution of the pre-eminent 
position it holds in the world of medical education. We also under¬ 
stand that this system generally prevails in the United States. It 
is, therefore, with some degree of confidence that we are recom¬ 
mending its adoption here in connection with the All-India Medical 
Institute. 

Recruitment o1 the staff of the All-India Medical Institute 

12. We would draw attention to our recommendations in con¬ 
nection with recruitment for health services in chapter XVII of this 
volume of the report. The suggestions made below follow generally 
the principles we have laid down in that chapter. 

(1) ^Recruitment should be solely on merit. 

(2) It is essential that the best persons available should be secured. 
Recruitment through the world market may, therefore, have to be 
resorted to. The decision to do so in respect of individual posts 
should be preceded by a search through the country to secure suit¬ 
able persons of the required calibre. The experts obtained from 
abroad should be entertained on short-term contracts normally not 
exceeding five years in the first instance. 

(3) It should be made plain in the contract that every attempt 
should be made to train a suitable Indian within the period of the 
contract. 
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(4) There should be no reservation of any of the posts in the All- 
India Medical Institute for the members of any servioeB. The crite¬ 
rion of selection should be merit, and reservation of posts is incom¬ 
patible with this principle. 

13. As regards procedure, a departure seems desirable from our 
general recommendation that recruitment to the different health ser¬ 
vices should be made through the various Public Service Commis¬ 
sions. It is essential that persons of the very highest professional 
standing should be secured for the posts of the Director and Professors 
in the different departments of the Institute. The selection should 
be carried out by those who are in a position to judge the technical 
competence of the candidates. It is also necessary that, apart from 
aoademic attainments, the persons selected should be such as are 
likely to work harmoniously with their colleagues and thus to ensure 
the smooth and successful functioning of the Institute. To secure 
this, we feel that the adoption of the procedure, which has been 
practised in the Johns Hopkins University and which, we under¬ 
stand, is generally followed in other universities in the United 
States, may with advantage be tried here. In the Johns Hopkins 
Medical School recommendations for the appointment of professors 
are made by the medical faculty of that institution, which consists 
of its own professors. While the authority for making the appoint¬ 
ment is vested in the university the recommendation of the medical 
faculty is invariably accepted. We desire to see this principle adopted 
for the recruitment of the staff of the Institute, the Governing Body 
being the appointing authority and Medical Faculty, the recommend¬ 
ing body. 

Salaries 

14. We have already discussed the question of salaries in tie 
chapter dealing with the organisation and inter-relationships of the 
central, provincial and local health administrations. 

As regards persons recruited from abroad, the salaries offered will 
have to be such as to secure the class of persons required. They 
will, of course, fall outside the regular medical services of the 
country and, as has already been pointed out, should be regulated 
by short-term contracts. 

The problem of recommending suitable scales of pay for Indians 
is by no means easy. We have discussed the different aspects of 
this matter in the chapter referred to above, and do not propose to 
traverse the ground again. We have suggested the appointment of 
an ad hoc committee by the Government of India to examine t.tis 
complex and important problem, in order that suitable recommenda¬ 
tions may be made to the Central and Provincial Governments on- 
which they can base reasonable scales of salary for the different cate¬ 
gories of their employees. 

Finance 

15. Although we have advised that, for the reasons stated, the 
Central Government should divest itself of direct responsibility for 
the administration of the Institute, we think that it' should fulfil 
adequately the responsibility of financing it on a sufficiently generous 
scale to promote its development into, and maintenance as, an All- 
India medical training centre on the lines indicated earlier in this 
chapter. An appeal should, however, be made to the public for 
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contributions, thus giving private generosity an opportunity to 
support an institution which, we feel sure, will have far-reaching 
influence on the future development of health service in the 
country. This Institute is of such paramount importance for 
the full development of the proposed national health programme that 
we would venture to suggest that its financial stability should be 
ensured by the Government of India endowing it with an amount 
sufficient to secure, • through the accruing interest, at least half the 
estimated annual expenditure of the institution in its fully developed 
form and by a statutory provision for any balance that private bene¬ 
factions may fail io provide. 

Legislation 

10. Our proposals for the organisation, administration and financ¬ 
ing of the All-India Medical Institute involve certain departures 
from existing practice. It, therefore, seems necessary to secure 
legislative sanction for these proposals. 

Three of our colleagues (Mr. Sapru, Dr. Hameed and Mr, Joshi) 
do not agree with the rest of the Committee on a few points. Their 
notes are attached. 


Minute on the All-India Medical Institute by the Hon'ble Mr. P. IT. 

Sapru and Dr. M. A. Hameed. 

We have agreed to the suggestion that the appointment of 
Professors in the Department of the Central Institute for the training 
of teachers and research workers should be made on the recommenda¬ 
tions of the teachers of the Institute itself, as the final selection will, 
we take it, vest with the Governing Body, the constitution of which 
will be determined by the Central Legislature. In our opinion the 
constitution provided for the Governing Body is reasonably good. 
But we cannot agree to the further suggestion that the shaping of the 
Institute in its technical aspect should be entrusted solely to the 
Director and Professors of the Institute acting as a medical faculty. 

No adequate reason has, in our opinion, been given as to why cn 
the medical faculty, which will presumably frame the curricula and 
appoint examiners, an external element should not be provided for. 
In our opinion, there is danger under a constitution of this character, 
of the academic faculty of the Institute developing into a close 
corporation of mutual admiration. We would, therefore, provide for 
representation on this academic body of faculties of medicine in 
Indian Universities, grouped together, as an electoral college for this 
purpose. This representation would not, however, exceed 20 per 
cent, of the total strength of the medical faculty. A possible alter¬ 
native to this elected representation of medical faculties of univer¬ 
sities territorially grouped together for the purposes of representa¬ 
tion is co-option of outside experts by the medical faculty itself. We 
rule this solution out as we think that more harmonious co-operation 
between the medical faculties in various universities responsible for 
medical education and the Institute can be secured by their proper 
representation by direct election bv University Medical Faculties on 
the academic Council of the Institute itself. It is, in our opinion, 
essential for the growth of higher medical education, research and 
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the raising of cultural levels in provincial institutions, to provide some 
direct contact between university medical faculties and the Institute. 
Contact between the universities and the Institute such as we 
visualise would have a beneficial effect both upon the academic life 
of the Institute and the medical faculties of provincial universities. 

Note by Mr. N. M. Joshi. 

As regards the control of the Central Institute, I have no objec¬ 
tion to the creation of the independent Governing Body for admi¬ 
nistrative purpose and also to the technical and scientific aspect being 
left to the Director and Professors acting as a medical faculty pro¬ 
vided that in the matters of the number of teachers to be trained 
and the standards of their training as regards which the final decision 
rests with Government who are responsible for satisfying the needs 
of the country in this respect. The need for this proviso is greater 
if the Institute is to be created by special legislation. 
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HEALTH ORGANISATION FOR DELHI PROVINCE 
Introduction 

1. In the chapter dealing with our short-term proposals for the 
country as a whole we made the suggestion that the Central Govern¬ 
ment should attempt to demonstrate, in Delhi Province, the effects of 
implementing not only our proposals but also those put forward by 
the other committees, which have made recommendations for post¬ 
war developments in the different fields of community life. Without 
a simultaneous advance in the spheres of education, agriculture, co¬ 
operation, animal husbandry, industrial development and others 
affecting the life and well-being of the people, we feel that the 
increased facilities proposed for the treatment and prevention of 
disease will not produce their maximum effect in improving the public 
health. That is why we are anxious to ensure that a social experi¬ 
ment of this comprehensive nature should be started, if possible, in 
Delhi Province. The purpose in view is to demonstrate to the 
country as a whole what can be achieved, through co-ordinated effort, 
to improve the health and general prosperity of the community. 

2. We recognise, however, that, owing to the special conditions 
^operating in the case of Delhi, it may not be possible to secure the 
same results in other areas not so favourably circumstanced. 

3. An essential feature of the experiment should be the active 
association of the people, as far as possible, with the proposed 
ameliorative measures in every field. Such association alone oan 
ensure that the measures adopted will yield the maximum results 
and that the progress achieved will be maintained and extended with 
the lapse of years. The ultimate purpose of all effort towards social 
amelioration is to make the life of the individual fuller and happier 
and the achievement of this purpose must have, as a pre-requisite, 
his conscious acceptance of the objectives that are set forth and his 
active co-operation in the realisation of those objectives. Our 
proposals for the establishment of village health committees and 
the association of the people with the'formulation of health policy at 
the two levels of health administration in the province, namely, the 
district and the provincial headquarters, have been made with this 
-object in view. 

OUR PROPOSALS 

4. While we recommend that the development of health services 
in Delhi Province should generally follow the lines indicated by us 
for the establishment of such services in the country as a whole, 
certain modifications will be neeessarv in order to provide for some 
-special features which should be introduced in the Delhi scheme for 
-certain special reasons which will be referred to later. 

Our Recommendations for Provinces other than Delhi 

5. Our main recommendations in connection with the short-term 
programme for the country are: — 

(a) The new services introduced under our scheme should supple¬ 
ment and not supplant those which are already in existence in the 
areas concerned. 
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(b) While in each district in a province the scheme will be 
introduced in limited areas and extended over the whole territory 
in successive stages, the health services in the areas covered by the 
scheme should function all the time as one administrative unit, in 
order to 'ensure that the control exercised by the supervisory staff 
is effective and would extend even to the smallest local area under the 
scheme, namely, the village. This ean be secured only by having one 
health authority to function in the area as a whole, because the pre¬ 
sence of a number of independent authorities would naturally render 
efficient administration impossible. We have therefore recommended 
that the existing local authorities, which are responsible for health ad¬ 
ministration in their respective areas, should be replaced by a District 
Health Board, to which their health functions, would be transferred- 
la our anxiety, however, to interfere as little as possible with the exist¬ 
ing form of local health administration, provided the basic requirement 
of efficiency is secured, we have recommended that Provincial Govern¬ 
ments may, after taking into consideration all the relevant factors, 
authorise large municipalities with populations of 200,000; and over’to 
recruit and maintain their own health services, provided the general 
plan and level of efficiency recommended by us for such services are 
duty kept up. We have also stressed the need for ensuring that the 
two types of services are so integrated as to enable them to function 
in the closest possible co-operation. 

(c) Wo have recommended the provineialisation of all branoheB of 
the health services in the areas covered by the scheme, with the 
exception of the large municipalities referred to above, and have 
defined the relationship between this provincial district health organi¬ 
sation and the District Health Board on the one hand, and between 
it and the Provincial Health Department on the other. 

(d) In order to enable the district health administration to keep- 
in touch with the views of organised medical and certain allied 
professions in the district on matters relating to the health services, 
we have recommended the creation of a District Health Council 
consisting of representatives of these professions, its functions being 
purely of an advisory character. 

(e) As regards the structure of the proposed health organisation! 
in, the districts, our recommendations are that, owing to the 
inadequacy of trained personnel and funds, the scheme should start 
modestly with primary units covering populations of approximately 
40,000 and that, in due course, the number served by each primary 
unit should be reduced to a figure ranging between 10,000 and 
20,000, taking into consideration the density of population of the 
area concerned. 

For the area covered by a sufficient number of primary units to. 
provide a population of 500.000 to 600,000, there should be a 
secondary unit, which will supervise the work carried out in the 
primary units and will, at the same time, provide through its specialist 
staff and hospital and laboratory facilities a higher type of health 
service than that which is given through the primary units. 

At the district headquarters an even higher type of health 
organisation will be provided when the scheme becomes developed 
to the stage of coverine the major portion of each district. Its 
functions will include the direction and supervision of health- 
administration in the district as well as the provision of all modern 
facilities for remedial and preventive health care. 

440 




HEALTH ORGANISATION FOE DELHI PROVINCE 


(£) We have suggested' that at the provincial headquarters a 
■Provincial Health Board t on which district health administrations will 
find representation should be created in order to enable the Minister 
pf Health to consult public opinion in defining health policy and in 
allotting funds for its implementation. The establishment of a 
Provincial Health Council, with its constitution and functions similar 
to those of the District Health Council, has also been recommended. 
The Delhi Health Organisation 

6. There are certain special considerations in the case of Delhi 
which will necessitate, in our view, a departure from the general plan 
outlined for the oountry as a whole. These are (1) that the area and 
Concentration of population tend to make it a ease sui generis .ml 
^2) that Delhi should be a demonstration centre and that it is, there¬ 
fore, desirable that the organisation set up here should, from the 
beginning, function at as high a level of-efficiency as possible. We 
have, therefore, come to the conclusion that the Delhi health orga¬ 
nisation should differ, to some extent; from the three million plan 
recommended, for-adoption elsewhere. At the-same time the general 
principles underlying that plan should, as far as-possible, be adhered to. 

7. In; the first place we recommend, a modification of the primary 
unit suggested by us for the oountry as a whole during the short-term 
programme on the lines indicated, below:— 




Table showing the population, strength of staff and other provision in primary units in Delhi Provinoe and in other povinoes 
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8. The following are the details of the staff proposed in each 
case:— 


Delhi Province Other Province 
Primary unit Primary unit. 

(20,000 popu. (40,000 popu¬ 
lation) lation) 


1. Medical officers (male and female) . 2 

2. Publio health nurses ... 2 

3. Nurse ...... 1 

4. Compounders ..... 2 

5. (a) Midwives ..... 4 

(b) Trained dais .... 4 

d. Publio health inspectors ... 2 

V. Health assistants .... 2 

•8. Fitter mistry ..... 1 

9. Typist-olerk ..... 1 

10. Inferior servants — 

(a) Supervisor .... 1 

(b) Other servants ... 14 


2 


4 

1 

1 

4 

4 

2 

2 

1 

2 

1 

14 


9. The population of a primary unit in Delhi Province will be half 
of that of a similar administrative unit in other parts of the country. 
The number of medical women available in India is very limited and, 
although it seems almost oertain that the provinces will not be able 
to appoint women doctors in the vast majority of their primary units 
during the early stages of the development programme, it should be 
possible for Delhi Province to secure such doctors for the relatively 
smaller number of units that will be developed here. Our recom¬ 
mendations regarding the duties of the two medical officers and other 
members of the staff of a primary unit in Delhi are the same as 
those which we made in respect of a primary unit in other provinces. 
The smaller population, the presence of a woman doctor and the 
relatively larger staff for midwifery should help to make the Delhi 
health organisation, in the early stages, more effective than those in 
other provinces in promoting health work among women and children. 
The proposed provision for medical relief for the population as a 
whole is, it will be seen, higher in Delhi Province than that suggested 
by us for other parts of the country. The dispensary will have five 
emergency beds here as against two in other provinces while the 80- 
bed hospital will serve a population of 60,000 as against 160,000 in tbe 
other case. 


10. The population of Delhi Province at the 1941 census was 
approximately 918.000. of which a very large proportion was living 
in the two cities of Delhi and New Delhi. The rural population was 
only about 300,000 while the two cities accounted for 615,582. Since 
1941 a large increase has taken place in this urban population as the 
result of developments arising out of the War. Assuming that a 
certain proportion of this increase will remain even after the War, the 
estimate is made that the inhabitants of Delhi and New Delhi will 
together be at. least 800,000 during the first five years of our health 
development programme, if it starts functioning some time in 1946. 

11. The rural population of 800,000 should be divided into 15 
primary units, which will constitute a single secondary unit, at the 
headquarters of which there will be a secondary health centre. 
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12. For the purposes of our scheme we suggest that Delhi afld 
New Delhi cities and the Civil Lines may be taken as a s.ngle urban 
unit. In this area, in view of the high density of population, parti- 
cularly in Delhi City, the average number of people included in a. 
primary unit may suitably be 40,000, although certain partB of New 
Delhi and of Civil Lines, with their wider dispersal of inhabitants, 
may require a reduction of the number to 25,000 or -30,000. A 
secondary health unit will be required in the urban area for the super¬ 
vision of the activities of these urban primary units. Co-ordination 
of the functions of the rural and urban secondary health units will be 
the responsibility of the Director of Health Services. 

THE ADMINISTRATIVE MACHINERY 

13. A single health authority for Delhi Province .—The area of 
Delhi Province is 574 square miles. The average area of the 
districts in the eleven Governors’ Provinces ranges from about 2,200 
to slightly over 6,000 square miles. Delhi’s population of about 
918,000 at the 1941 census is much less than the average population 
of individual districts in a number of provinces. In Chapter XVII 
of this volume of the report, where we have dealt with the question 
pf District Health Boards, we have drawn attention to the desirability 
of treating, as far as possible, each district as one unit for health 
administration and have pointed put that, in our view, the tendency 
should be for local administration in different fields, such as health,, 
education and communications, to operate over a sufficiently wide: 
area to provide adequate service to the people. We strongly recom¬ 
mend that a single authority should be established for health 
administration in Delhi Province as a whole. It may be designated 
the Delhi Provincial Health Board. 

14. A special feature of this province is, however, that about two- 
thirds of its population lives in the two cities of Delhi and New Delhi, 
the respective populations of which were, at the 1941 census, about 
320,000 and 94,000. The population of Delhi City is far in excess of 
200,000 While -it may well be that the population of New Delhi is 
now also not far from this figure. Although we have recommended 
that municipalities of this size may be permitted to develop their 
own health, organisations on the lines indicated in this report, provided 
the desired, level of efficiency is maintained, we feel that, in Delhi 
Province, the purpose of creating a demonstration centre will be 
better served by merging these local bodies into a province-wide- 
health authority than b.v permitting them to maintain their separate 
health services, with whatever safeguards Government may impose 
for promoting their efficiency. In coming to this conclusion we have 
been influenced by the fact that the existence of one rural and two, 
urban health authorities functioning independently in a province like 
Delhi, with its small area and highly concentrated urban population, 
must militate, against the development of an efficient and integrated 
health service and must render difficult the formulation and execution 
of a unified health policy for the area as a whole. 

15. The structure and functions of the Provincial Health Board .— 
In the creation of the Delhi Province Health Board, two suggestions 
that we .put forward in. connection with the establishment of District 
Health Boards inav be followed. These are that all the local autho¬ 
rities in. the area should find representation, on the Board and that, 
in addition, there should be provision for a number of representatives 
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•elected directly by the people. The Chief Commissioner of the 
Province should, in the initial stage, be its Chairman, though later, 
the Chairman should be elected. The Director of Health Services 
should be a member. In the absence of local knowledge we must 
leave the working out of detaiJs regarding the composition of the 
Board to the authorities concerned. 

16. In our proposals for District Health Boards in the provinces 
we recognised the need for the concurrent acceptance of two principles. 
Local opinion should have the right, through the Board, of giving 
adequate expression to local needs and local grievances as well as of 
■distributing the money available for health administration, which 
will be derived partly from local taxation and partly from Govern¬ 
ment grants. The Board must therefore have a large measure of 
autonomy within its own area. Nevertheless, the exercise of this 
autonomy, should not result in a material departure from the general 
health policy laid down by the Provincial Ministry of Health or in 
any serious neglect of the Board’s functions to the detriment of 
local health administration. Provision for these contingencies has 
been suggested by two recommendations that we have made, namely, 
(1) that the Provincial Minister should have the power to ensure 
compliance, by the Board, with the general health policy laid down 
by him and (2) that certain legal, provisions that exist in the Province 
of Madras for enabling the chief administrative officer of the Public 
Health Department to recommend specific action by local health 
authorities in particular directions for the improvement of the public 
health and to enforce the carrying out of such recommendations, 
subject to the concurrence of the Provincial Government, should be 
made applicable to all the areas under our scheme. 

17. The acceptance of this dual principle of encouraging the 
growth of local responsibility in health administration and of 
•ensuring, at the same time, the maintenance of a reasonable level 
of efficiency appears to us to be essential to the success of the compre- 
ihensive programme of health development we have advocated. 
We therefore desire to see these recommendations of ours applied in 
Delhi Province also. Local public opinion will be able to influence 
health policy through the Provincial Health Board while the 
administrative control that the Central Government has over Delhi 
Province as a centrally administered area will enable the Central 
Health Minister to ensure that Delhi health administration does not 
depart from the policy laid down by him and to enforce desirable 
standards of efficiency. We understand that, under the provisions 
of the Delhi Laws Act, the conferment on Delhi Administration of 
the powers existing under any enactment in force in any part of 
British India is permissible. The application in Delhi Province of 
"the provisions in Madras, to which we have referred, should therefore 
present no difficulty. 

18. Provincialisation of the health services .—We have recom¬ 
mended the provincialisation of the entire district health organisa¬ 
tion under our scheme in the provinces, with the exception of the 
health services maintained by certain large municipalities with a 
population of 200.000 or over. We considered this essential in the 
interests of uniformity throughout the province in respect of the 
methods of recruitment and conditions of service of the diSerent 
categories of health personnel, which it would be impossible to attain 
If individual District Health Boards were permitted to recruit and 
maintain their own services. We also considered the question as to 
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whether it was necessary to provincialise the entire staff under each 
District Health Board or only the more important posts and came to 
$he conclusion that the whole staff should be provincialised because 
we felt that two sections of the same health organisation, with ulti¬ 
mate responsibility for disciplinary control under separate autho¬ 
rities, would not function efficiently and harmoniously. In applying 
these ideas to the Delhi health organisation we must remember that 
there will be only one health authority in the province as a whole. 
Our requirements regarding uniformity of conditions of recruitment 
and of service will, therefore, be met by making the entire staff 
servants of the Provincial Health Board. Even so, it seemB neces¬ 
sary that, in view of ensuring that the Delhi experiment becomes a 
success, a certain number of the higher posts such sb those of the 
Director of Health Services and his chief assistants at the provincial 
headquarters should be filled, at least during the short-term pro¬ 
gramme, by persons of approved ability in the technical and adminis¬ 
trative spheres, who will be seconded from the Central Health 
Services or from one of the Provincial Health Services. 
In view of the developments that will take place during 
this period, it will be for decision at the end of that period whether 
the same system should continue or whether the Provincial Health 
Board should be entrusted with the task of recruiting suitable candi¬ 
dates for these higher posts. It must be remembered that, by that 
time, a certain number of men from the lower grades of the service 
may have qualified, by virtue of their administrative experience and 
special training, for some of these important posts and that, in the 
circumstances, the need for importing men from the Central or 
Provincial health services may have disappeared. 

19. The organisation at the provincial headquarters .—The 
administrative organisation at the provincial headquarters will be 
based generally on our recommendations for other provinces although, 
in view of the small size of Delhi, we are of the opinion that the full 
strength of Deputy and Assistant Directors of Health recommended 
for the larger provinces will not be required here. The fact that the 
Director-General of Health Services and the technical members of 
his staff have their headquarters in Delhi and may therefore be 
expected to take a prominent part in the development of the health 
programme is another reason against employing in Delhi the full 
strength of the directional staff recommended for the provinces. 

20. We have purposely refrained from going into the details of the 
health services the Province will require. Obviously such details can 
be worked out only through a special investigation which takes into 
account existing facilities in different parts of the province and relates 
them to what the requirements should be in the light of the broad 
principles which should govern the development of the proposed 
organisation. 

21. The creation of a Provincial Health Council for Delhi, with 
its structure and functions similar to those of corresponding councils 
elsewhere, will also be necessary in order to enable the health 
administration to keep itself informed of the views of medical and 
allied professions in all technical matters relatipg to the development 
and maintenance of the health services. 

22. We have specially stressed that the new services which will be 
established in the provinces under our scheme should supplement and 

446 



HBALVK OBGAHISATKW rOB DBLH3 PBOVIMOB 


not supplant the existing organisations for affording health protection 
to the people. This remark applies to Delhi Province also. 

28. The financing of the health organisation, —As regards the 
financing of the Delhi health organisation our recommendation is 
that the contributions from the existing local bodies, which will be 
merged in the Provincial Health Board, should be the same aB those 
which we put forward in connection with the district health scheme 
for other provinces, namely, 30 per cent, of their income from all 
sources other than Government grants in respect of municipalities and 
12J per cent, in the case of rural health authorities. The additional, 
money that will be required for the scheme should be found by £be 
Central Government. 

24. Review at the end of seven years, —The scheme proposed by 
us, if given effect to, should be subjected to review after seven years 
to enable stock to be taken of what has been achieved and modifica¬ 
tions made, where necessary. 

25. Development of communications. —In Delhi Province although 
communications may have been developed to a larger extent than in 
many other parts of the country, we desire to stress the importance 
of still further improvement in this d’rection in order to ensure that 
the health services we are recommending may confer the maximum 
possible benefit on the people. 
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DRUGS AKD MEDICAL REQUISITES 

1. We shall deal with this subject under two heads: (a) supplies 
and (b) control. 

Supplies 

2. In the forefront of our programme for the improvement of 
medical relief and for the prevention of disease, we have placed the 
provision of adequately trained doctors and the ancillary personnel 
without whose help a doctor’s effectiveness must be substantially 
circumscribed. Second in importance only to the provision of such 
staff must come the supply of the therapeutic substances and 
medical appliances without which doctors and public health workers 
generally may be reduced to a state of virtual impotency in the prac¬ 
tical exercise of their profession. We have had evidence to show how 
grave has been the lack in this country of these essentials for- the 
public health worker and the dispenser of medical aid. At some dis¬ 
pensaries even drugs and appliances, which should be in almost 
•daily use, are often not to be had at all or only in such limited quan¬ 
tities as to paralyse the administration of eSective medical aid. In 
many oases, even when they are available, the cost is so high as to 
prohibit or at least gravely to restrict the use of what may be an 
essential medical requisite. An instance has been given us of a drug 
manufactured in this country being offered at an unconscionable 
price because a single firm had managed to secure the monopoly 
of its supply. The operations of the International Kina Bureau 
offer, in our view, a flagrant object lesson in the cynical triumph 
of commercial principles .over the needs of Buffering humanity. We 
*re told, for instance, that in the year 1936-86, the actual cost of 
producing quinine in Bengal from home grown bark was about Bs. 6$ 
a pound. The Government selling price of this article was then 
Bs. 18 and the market rate Rs. 22 a pound. This market rate was 
largely decided by the Kina Bureau which controlled about 95 per 
cent of the world’s supply of quinine. So far as the general public 
of this country is concerned, it is to a material extent being denied 
the use of some of the more effective and most needed drugs either 
because of the price at which they are made available or because of 
the limited quantities in which they are procurable. Even the 
cheaper and commoner drugs which are needed in daily dispensary 
practice are frequently not to be had as and when needed. We feel 
that this state of things calls for immediate attention and remedy. 

3. Until the advent of thp war, there was no organised attempt 
to see that the requirements of the country in this regard were 
adequately met. The Government Medical Stores served a useful 
though limited purpose and the initiative of a few private firms helped 
to lay the foundation of an indigenous drugs manufacturing industry 
though it was on an extremely modest scale. For the most part, 
however, the foreign manufacturer had a wide market in the 
country for his products and the middleman a lucrative field for his 
operations. Not being normally philanthropists, their prices were 
regulated by business considerations and by the desire to obtain the 
highest possible margin of profit. Those who could not pay, and 
they comprised the large bulk of the population, had just to do 
without. 
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4. Nor can the indigenous profiteer be absolved from the charge of 

criminal exploitation. The seas around our shores have opened up 
the prospect of our being able to obtain all our requirements of shark 
liver oil with its very high vitamin content. We are, however, in¬ 
formed that a good deal of what is offered on the Indian market as 
shark liver oil today, under conditions where control is lacking, is 
adulterated in some cases so grossly as to result in a denial of the 
full benefits to this country of great natural advantages. , 

5. War conditions brought .about a dramatic change in certain res¬ 
pects in the medical drugs and requisites position of the country. 
The needs of the Army forced the abandonment of the old attitude 
of helpless dependence on outside sources of supply, which were in a 
position to dictate their own terms and which were liable to stop¬ 
page at any moment. Possibilities of local manufacture had perforce 
to be more fully explored and this was done with remarkable- success 
in many cases. Careful investigation provided efficient substitutes 
for some imported drugs and medical requisites, very often at a much 
lower cost, while the possibilities of local manufacture were in many 
cases established beyond a doubt. The prejudice against Indian 
made drugs came to be slowly reduced through the compelling force 
of events. Certain requisites had either to be manufactured in the 
country or be done without. This stimulus proved effective and in 
the case of a few medical requisites a deficit was even turned into 
a surplus position. 

6. We should here also like to emphasize the success which has 
attended the policy of associating non-medical scientific men with 
the organisation and development of the drugs industry in this coun¬ 
try and to express the hope that this policy will be continued in the 
future. 

7. Some idea of the change that has been brought about by the 
stress of circumstances during the past 8 or 4 years can be obtained 
from the following illustrations: — 

Annual peaoe time Estimated Indian 
Name of Drug consumption in production 

India (estimated) 1945 

(1) Amyl nitrite . . . 140,000 caps. 2,000,000 caps 

(2) Argenti Nitras . . .. 5,000 lbs. 10,000 lbs. 

We do not by any means wish to suggest that the position is now 
entirely satisfactory. We do, however, wish to point out that the 
story of what has been accomplished in this war, though it is no 
more than a beginning, is a convincing proof that; given the will, orga¬ 
nised effort can, with the help of the scientific assistance which it 
is possible to command, make this country almost, if not entirely, 
self-sufficient in the matter of drugs and medical requisites. It 
would be little short of a national calamity if even the position now 
attained after 5 years of war were allowed to be lost when the urge 
to maintain and improve it has ceased to operate.or if other consi¬ 
derations were permitted to intervene- and stifle a young industry 
of the greatest national importance to the country. The administra¬ 
tion should be chargeable with gross negligence if the position now 
attained were not made the starting point for building up an indi¬ 
genous source of supply, which will be able to meet the overwhelming 
bulk of the country’s demand for medical'requisites. 
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8. We have asked ourselves the question what are the objection* 
and difficulties in the way of the country being made self-sufficient 
in this sphere. We detail below the considerations of major im¬ 
portance which appear to us to call for examination in this connec¬ 
tion. 

(1) It may be urged that among our requirements are some 
which it would not be an economic proposition from the point of 
view of cost to produce in the country. 

(2) It may be contended that either the raw material or the basic 
requisites for manufacture in India are at present lacking in cer¬ 
tain cases. 

(8) Certain drugs and appliances are of so highly specialised a 
character that it may take a very long time to produce these in 
India of a comparable quality. 

(4) Certain medical requisites are covered by patents and it may 
therefore not be possible to overcome the monopoly position occupied 
by them. 

*8. So far as (1) is concerned, we can only say that a careful balance- 
will have to be struck between the claims of a nation’s health and 
economic considerations. India should be gravely unmindful of the. 
teaching of history if she risked once more the interruption or limi¬ 
tation of essential medical supplies to the country through human 
greed or world causes over which she had no control, because she was 
unwilling to pay a reasonable premium to insure against such a 
calamity. Whether in a particular case the insurance is reasonable 
or not would of course need to be carefully calculated. We ourselves 
believe that the cases in which it would be found to be more advis¬ 
able to obtain supplies from aboard on this ground would be rare 
exceptions to the general rule that the medical requirements of the- 
country should be produced in the country, 

10. In considering cases falling under (2), it has impressed itself 
upon us that there has been a tendency too easily to accept any 
suggestion that this country cannot meet a particular requirement 
from its own resources. The case of pyrethrum affords a striking 
illustration of this. The legend had grown up and it bad been 
generally accepted that pyrethrum could only be grown as a commer¬ 
cial proposition in Kenya and Japan. This may have been founded 
on an honest belief or it may have been sedulously fostered in order 
to support a gilt-edged monopoly. When war time needs force a 
more rational method of dealing with such monopolies, however, it 
did not take long to liquidate this misconception. Not only has 
experience shown that it is possible to grow pyrethrum of high 
quality in Kashmir, Assam and the Nilgiris but more extensive ex¬ 
periments have -suggested that pyrethrum, with a sufficiently high 
pyrethrin content to make its production a commercial proposition, 
might be grown under such diversely varying conditions as those 
prevailing in Mysore, the Central Provinces, the Orissa States and 
Chittagong. We feel that, given a genuine desire to explore and 
exploit to the utmost the resources of the country, the list of medi¬ 
cal requisites which cannot be produced in Tndia will shrink to 
extremely limited proportions. Where the basic requisites of pro¬ 
duction are not being or cannot at present be manufactured in the 
country, there should be a serious examination of the possibilities 
of sueb manufacture. 


450 




DBL’GS AND MEDICAL REQUISITES 


11. We have been told that such synthetic products for instance as 
inepacrine, D.D.T. and the sulphanamide group require basic essentials 
which are the product of a heavy chemical industry at present non¬ 
existent in this country. If this is so, then an additional argument 
is provided for giving adequate aid and encouragement to bring an 
Indian heavy chemical industry into being. Such an industry we 
consider fundamental to meet the needs of the country. 

12. If it seems impossible to produce these chemicals at a reason¬ 
ably early date in India, then we suggest that agreements with 
producing countries should be made whereby India would be able to 
get her immediate requirements in exchange for her specialities. 

18. Turning to the cases which fall under (3), we recognise that it 
may require a heavy expenditure of time, money and effort to equal 
or even approach the level of workmanship and quality which some 
countries have attained in the production of certain highly specialised 
medical equipment. A Leitz microscope for instance is in a class 
by itself and it may be long before its quality can be equalled by its 
competitors. Nevertheless we believe that, through a determined 
effort, the range of products which are at present supplied from out¬ 
side the country can be very materially reduced and that, even if 
in some cases it may not he possible for a considerable time to 
equal the quality of an imported article, it may be possible to pro 
duce a fair working substitute for goneral use. It is only in this 
way that a body of scientific experience and of skilled craftsmen can be 
built up to help the country to become eventually self-sufficient 
in respect of its essential requirements in this particular field. So 
far as drugs are concerned, we are confident that provided adequate 
provision is made for research, and if appropriate aid and encourage¬ 
ment are given to private enterprise, no fear need be apprehended 
that the quality of the Indian produced article will not come up to 
the standard which may he laid down for its quality under statutory 
enactments, as indeed has been found during the last emergency 
when, civen the equipment, India was able to produce drugs of a very, 
high and exacting standard. 

14. We would suggest that universities should be encouraged to 
undertake research with a view to the production, in this country, of 
drugs which India has now to import and the discovery of new or 
improved drugs. 

15. We realise that the patents referred to in (4) constitute a diffi¬ 
culty. Our general view is that normally such patents tend to 
operate so far as the price factor in relation to the general public 
js concerned in the manner of all monopolies and are therefore 
prima facie to be deprecated if the people’s health is our first consi¬ 
deration. In the case therefore of medical requisites covered by 
patent, whose availability at reasonable prices is considered essential 
for the health needs of the people, every endeavour should be made 
to produce in the country cheaper substitutes which can be manu¬ 
factured for general use. To give an example, certain products in¬ 
corporating Kurchi have been found to be an efficient substitute for 
Emetine products in the treatment of amoebic dysentry and the plant 
is to be found in all parts of the country. Shou 7 d, however, such 
endeavours prove infructuous, an attempt should be made by 
Government to secure the patent rights of the article for the country 
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to ensure its sale and possibly its manufacture in the country at 
reasonable prices. 

16. We have a recommendation to make in this connection. The 
first is that a small committee, mainly but not entirely technical 
in composition, should be appointed to examine the question of the 
requirements of the country in respect of drugs and other medical 
requisites. The following are some of the more important matters 
which they should investigate : — 

(a) What are the drugs and other medical requisites essential for 
general use in the country? 

(b) What practical steps should be taken to ensure their manu¬ 
facture in the country in sufficient quantities and their sale at a 
price which will make them available to all who need them? 

(c) What are the circumstances which would justify the conclu¬ 
sion that the manufacture of any of these in the country is inad¬ 
visable ? 

(d) What should be the respective fields of Government and of 
private enterprise in the manufacture of these requirements? 

(e) What aid and assistance should be given to private agencies 
in such cases and under what conditions? 

(f) What machinery should be established to develop research re¬ 
garding drugs and other medical requisites and their production in 
India and to ensure the continuity and co-ordination of such research? 

(g) What machinery should be set up to ensure a steady flow of 
trained technical personnel? 

While we have suggested the examination of these questions by 
a special ad hoc body, there are certain general conclusions which 
we feel we should record. 

17. The final responsibility should, in our view, rest with the Gov¬ 

ernment for seeing that the essential needs of the country in respect 
of all important medical requisites are met and this responsibility 
should be interpreted as covering the necessity for ensuring that 
these requirements are met satisfactorily in regard to quantity, 
quality and price. *■ 

18. We believe that it should be possible adequately to provide for 
these essential needs through a combination of private enterprise 
suitably assisted where necessary, and production by the State where 
this is found to be in the public interest.* We feel for instance that 
Governments should themselves produce the biological products which 
are necessary for the prevention and treatment of epidemic diseases. 
Tt is not in the public interest that Governments should be at the 
mercy of private agencies in regard to the supply of such requirements 
which may be needed at very short notice, in large quantities, of a 
high standard of quality and at reasonable prices. We are therefore 
of the view that Governments should themselves undertake the pro¬ 
duction and storage of such prophylactic sera and vaccines as are re¬ 
quired for use in the case of cholera, plague, smallpox, etc., to meet 
their own estimated requirements for use through their own staff 

* In the opinion of one of our colleagues (Mr, N. M. Joshi) the production 
and distribution of drugs and their medical requisites should be undertaken 
by the State and not be left to private enterprise. 
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and at their own institutions or at institutions under the control of 
local authorities and of missionary or other recognised charitable orga¬ 
nisations imparting medical relief. Those Provincial Governments 
which do not want to undertake this responsibility, may find it pos¬ 
sible to make arrangements with the Central Government for the 
supply of their requirements from the Central Laboratory or may 
combine with other Provincial Governments to establish common cen¬ 
tres of production. These should not, however, be made a source of 
profit. If Governments wish to rely to a limited extent on private 
enterprise to supplement the supply of such prophylactic biological 
products from their own laboratories, there can be no objection to 
sueh a course but we consider that their main reliance should be on 
their own production or on the production of other governmental 
sources with which thay have entered into an agreement for the 
supply of their requirements. This we believe is in accordance with 
the practice prevailing in Australia, and even in U.S.A. we under, 
stand that a number of States manufacture all the biological pro¬ 
ducts they need. The Governments in India, Central and Provin¬ 
cial, should be charged with the duty of watching progress and 
taking such measures as may, from time to time, be necessary to fur¬ 
ther the growth and development of the drugs and medical appli¬ 
ances industry in the country. 

Control 

19. The importance of maintaining adequate standards of purity 
and potency in the drugs and medicines used in connection with the 
prevention and treatment of disease can hardly be over-emphasized. 
This country has suffered much in the past from the lack of organised 
control and supervision over therapeutic substances and medical 
appliances. The unscrupulous have reaped a rich harvest at the 
cost of a long suffering public. There have, it is true, emerged 
a number of reputable indigenous firms which have done much, under 
extremely difficult circumstances and in the face of severe handicaps, 
to initiate the beginnings of a sound and reliable drugs and medical 
appliances industry in the country. The need for supervision and 
control has, however, grown more insistent with the ever-widening 
range of medical substances and appliances that the march of science 
is from time to time bringing into existence and general use. 

20. Even in a country like the United States, where private as 
opposed to 6tate manufacture is so generally accepted as a national 
industrial policy, all commercial concerns manufacturing drugs or 
biological products must obtain a license to do so from the State con¬ 
cerned if the products are for use only within the State, and from the| 
Federal Public Health Service if these are to be permitted entry into 
inter-State commerce. The grant of such a license is preceded by an 
examination of the proposed plan of manufacture and of the qualifi¬ 
cations of the personnel employed as well as by an inspection of the 
plant. Samples of the products are also taken periodically for tests 

b in regard to purity, potency, expiration date and other criteria, in 
order to ensure that the standards laid down are being observed. 

21. Similarly, in the United Kingdom, biological products can only 
be manufactured under a license which is granted after careful exami¬ 
nation and enquiry and is liable to cancellation at any time if the 
quality of the product or the conditions of its manufacture are found, 
to be unsatisfactory. 
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22. In India, except for provincial enactments in two Provinces, 
which contain provisions in respect of the adulteration of drugs, no 
statutory powers of supervision or control existed till recently in regard 
to the manufacture, sale, quality and distribution of drugs. In prac¬ 
tice it may be said that these matters were subject to no 
regulation or supervision. The Drugs Act of 1940 passed by the 
Central Legislature now provides for the regulation of the import 
into and the manufacture, distribution and sale, in British India, of 
drugs. We understand that certain statutory Buies under the Act 
will be brought into force at an early date by the Government of 
India. We have referred to this enactment in our Beview and need 
do no more than record our opinion that its provisions should be 
brought into operation throughout the country and rigidly enforced 
with the least practicable delay. 

23. We understand that India has an appreciable trade in drugs 
with some of the neighbouring countries and that this trade is likely to 
grow. We would urge that adequate measures should be taken to 
ensure that the drugs which are exported are- of the requisite quality 
and that the fair name of India does not suffer by drugs of doubtful 
value being sent abroad, while a vigorous control is exercised over 
their supply for internal consumption. 
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INDIGENOUS SYSTEMS OF MEDICINE 

1. In considering the question of the place which the indigenous 
systems of medical treatment should occupy in any planned organi¬ 
sation of medical relief and public health in the country, we are 
faced with certain difficulties. We realise .the hold that these 
systems exercise not merely over the illiterate masses but over 
considerable sections of the intelligentia. We have also to recog¬ 
nise that treatment by practitioners of these systems is said to be 
cheap, and it is claimed that the empirical knowledge, that has been 
accumulated over centuries, has resulted in a fund of experience of 
the properties and medicinal use of minerals, herbs and plants which 
is of some value. Further, the undoubted part that these systems have 
played in the long distant past in influencing the development of 
medicine and surgery in other countries of the world has naturally 
engendered a feeling of patriotic pride in the place they will always 
occupy in any world history of the rise and development of medicine. 
This feeling has not been without its eSect on the value which is 
attached by some to the practice of these systems. 

2. We are unfortunately not in a position to assess the real value 
of these systems of medical treatment as practised today as we have 
been unable, with the time and opportunities at our disposal, to 
conduct such an investigation into this problem as would justify 
clear-cut recommendations. We do not, therefore, propose to venture 
into any discussion in regard to the place of these systems in organised 
■State medical relief in this country. We do, however, say quitq 
definitely that there are certain aspects of health protection which, in 
our opinion, can be secured wholly or at any rate largely, only through 
the scientific system of medicine. Thus public health or preventive 
medicine, which must play an essential part in the future of medical 
organisation, is not within the purview of the indigenous systems of 
medical treatment as they obtain at present. This in no way reflects 
upon these systems. It has, however, to be recognised that great 
improvements have taken place in the field of public health as the 
Tesult of the many discoveries of science which are and can be 
implemented only through the scientific system of medicine and 
through personnel trained in such a system. It is also to be 
recognised frankly that the indigenous systems of medical treatment 
•do not at present deal with such vital aspects of medicine as 
•obstetrics, gynaecology, advanced surgery and some of the speciali¬ 
ties. Above all it is necessary that we should keep prominently 
before our eyes the intimate relation between science and the 
advancement of medicine. No system of medical treatment, which 
is static in conception and practice and does not keep pace with 
the discoveries and researches of scientific workers the world over, 
can hope to give the best available ministration to those who seek 

Jts aid. 

3. A recent article in the Indian Medical Gazette draws attention 
to this connection so vividly that we feel a quotation from it will 
foe instructive: — 

‘‘The science of medicine” it says “is a very ancient one 
It progressed slowly throughout the earlier ages of 
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history—.such slow advance^ as there was, being arrested 
from time to time by religious prejudice or by undue 

reverence for alleged authority. 

It was not until the middle of the 19th century that 
medical science became firmly established on a secure 
foundation. The invention of the compound micro¬ 
scope, the rapid development of Organic Chemistry and 
latterly of Bio-Chemistry and Bio-Physics have led to 
such an advance that we can say with truth that 
95 per cent, of the total corpus of knowledge with 
regard to the working of the human body has been 
obtained within the life time of men who are still with 
us.” 


“It may surprise some to know that nearly all advances 
in the science of medicine now come from men who 
have nothing to do with medical practice or with the 
care of the sick but who have a special knowledge of 
and training in the fundamental sciences of Physics, 
Chemistry and Physiology . 


Science is one and undivisible. No advance is possible 
with one sub-division of knowledge without its reflec¬ 
tion in all other sub-divisions, and rejoicing over a 
discovery is not to be confined to the members of the 
particular scientific band immediately concerned.” 

The article goes on to point out that it is the lack of appreciation 
of these elementary facts that is at the root of our trouble in getting 
scientific medicine placed in its proper perspective. 

4. We feel that we need no justification in confining our proposals 
to the country-wide extension of a system of medicine which, in our 
view, must be regarded neither as Eastern nor Western but as a 
corpus of scientific knowledge and practice belonging to the whole 
world and to which every country has made its contribution. We 
feel that it would be unfair and unjust merely because some other 
method of treatment is said to he cheaper, to deny to any one in this 
country the benefit of the scientific system and of the daily growing 
volume of research and achievement in the wide world of science. 

5. We have been informed that in China and Japan, a moratorium 
extending to a definite period of years was declared after which the 
practice of the indigenous systems in those countries would not be 
recognised. We were further told by Dr. Ognev, the Soviet Repre¬ 
sentative, that indigenous systems of medical treatment were no¬ 
where recognised in the Soviet Union. This, however, is a subject 
on which we are unable to make any recommendations so far as this 
country is concerned. We feel that it should be left to the Provincial 
Governments to decide v’hat part, if any, should be played by the 
indigenous systems in the organisation of Public Health and Medical 
Relief. It is for them to consider, after such investigation as may be 
found necessary, under what conditions the practice of these systems 
should be permitted and whether it is necessary, either during some 
interim period or as a permanent measure, to utilise them in their 
schemes of medical relief. 
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What we have said in regard to the indigenous systems applies 
generally to Homeopathy also.* 

We have recommended the establishment of a Chair of History 
of Medicine in the proposed All-India Medical Institute and have 
suggested that one of its functions should be the study of these 
systems in view of the importance of investigating the extent to 
which they can contribute to the sum total of medical knowledge. 

-— — - — i ----- 

* Three of our colleagues (Drs. Butt, Narayan Rao and Vishwa Nath) desire 
to make a definite recommendation suggesting the free utilisation of the services 
of persons trained in the indigenous systems for promoting public health and 
medical relief in India. Their note will be found at the end of the next chapter. 
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REGULATION OF THE PROFESSIONS RESPONSIBLE FOR 
HEALTH SERVICES TO THE COMMUNITY 

A. Regulation of the Medical Profession 

1. In India the treatment of sick persons is practised by two 
classes of individuals, those who possess registrable qualifications in 
modern scientific medicine and those who do not. It is part of the 
■democratic conception that the individual citizen has the absolute 
right to take his ailments for treatment to anybody he chooses, but 
it is also part of the individual citizen’s right that he should have 
an exact comprehension of the pretentions to competence of the 
individual he employes. Practitioners of the scientific system of 
medicine are, the world over, subject to more or less rigid regula¬ 
tion, the degree of such regulation and the authority from which it 
is derived varying with different countries. 

2. In the United Kingdom this function is vested in the General 
Medical Council of Medical Education and Registration of the 
United Kingdom which was established by the Medical Act of 
1858. By the Medical Act of 1886 this body has been vested with 
the duty of securing the maintenance of such standards of proficiency 
from candidates at the qualifying examinations for entry into the 
Medical Register as would guarantee “the possession of the know¬ 
ledge and skill requisite for the efficient practice of medicine, 
surgery and midwifery.’’ For this purpose the General Medical 
Council was empowered to appoint Inspectors of Examinations to 
attend all or any of the qualifying examinations and “to report to 
the General Council their opinion as to the sufficiency or insuffi¬ 
ciency -of every examination which they attend and any other 
matters in relation to such examination which th© General Council 
may require them to report”. 

3. In India the Indian Medical Council was established by the 
Medical Council Act of 1933, but its functions differ materially from 
those of the General Medical Council in the United Kingdom. It 
has not been authorised by law to maintain an All-India Medical 
Register. Moreover, the basic qualifications for medical registration 
are those of medical licentiates, a body of practitioners who are the 
concern of the Provincial Medical Councils. The maintenance of 
Medical Registers and the supervision of the basic qualifications 
■required for entry into them are, at present, responsibilities entrus¬ 
ted to Provincial Medical Councils and Faculties. The supervision 
•of the Indian Medical Council is, as yet, restricted to certain medical 
•qualifications which are granted by Indian Universities and which 
are incorporated in the First Schedule of the Indian Medical Council 
Aot. 

4. We consider this position unsatisfactory. We are recom¬ 
mending that, for the future, there should only be one basic medical 
•qualification for entry into the profession throughout India and that 
tiie portal of entry should be a University degree. The production 
of the licentiate type of doctor will cease after some time if these 
recommendations of ours are implemented by the Governments in 
India and the difficulty which was responsible for the dropping of 
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the proposal for an All-India Medical Register in 1933, namely, the 
co-existence of the graduate and licentiate types of medical men, 
will also disappear in $ue course. In these circumstances we re¬ 
commend that the Medical Council of India should be empowered 
to maintain an All-India Register when the training of licentiates 
ceases throughout the country. One of us (Dr. Vishwanath) con¬ 
siders that, in such a register, all the existing graduates and licen¬ 
tiates should be eligible for inclusion. With the creation, of the 
All-India Medical Register the functions of the Medical Council of 
India would approximate closely to those of the General Council of 
Medical Education and Registration of the United Kingdom in the 
definition and maintenance of minimum standards of efficiency for 
medical education, while the disciplinary functions of the latter body 
should, we suggest, remain as at present with the provincial councils.* 

5. We, however, consider it desirable that provision Bhould be 
made for the right of appeal in disciplinary cases to the Medical 
Council of India. In the United Kingdom, in eertain circumstances, 
the right of appeal from disciplinary decisions by the General 
Medical Council lies to the Privy Council. We recommend that, in 
similar cases in India, *. further right of appeal should lie to the 
Federal Court of Judicature. 

6. In the foregoing paragraphs we have considered the regulation 
of qualified or registered practitioners. We shall now consider 
the case of those falling within the remaining categories, viz., those 
not in possession of qualifications in modern scientific medicine. 

7. The need for restricting the right to prescribe drugs in the 
British Pharmacopea and to practise scientific medicine by un¬ 
qualified and unregistered personnel was emphasised in our discus¬ 
sions, and one of our members (Dr. R. A. Amesur) desired that we 
should recommend that. Government should enact legislation providing 
that— 

(i) no medical practitioner shall be entitled to affix the design¬ 

ation “Doctor” before his name unless he is a register¬ 
ed medical practitioner in modern scientific medicine; 

(ii) no person shall be entitled to prescribe drugs which are in 

the British Pharmacopoeia, especially injections and 
poisonous preparations, unless he is a registered medical 
practitioner and 

(iii) those who practise the Unani or Ayurvedic system of 

medicine may style themselves as “Hakims” or 
“Vaidyas” as the case may be. 

8. We are agreed that the public is entitled to know the exact 
credentials of the persons on whom thev call for advice and treat¬ 
ment of disease and to protection against fraudulent imposition, and 
that it should be impossible for any such person to use a style or 
appellation suggesting the possession of qualifications other than those 
actually held by him. It 'must, however, he remembered that by 
long established practice the use of the title “Doctor”, which in 

* Two of our colleagues (Dr. Vishwa Nath and Dr. A. H. Butt) are not in 
agreement with the recommendations set out above. They state “ In our opinion 
the functions as at present exercised by the Provincial Medical Councils and the 
All-India Medical Council are properly discharged and there is no need for any 
change ” 
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strict accuracy should be restricted to the holder of a degree of 
Doctor of Medicine, has come to imply in the minds of the public 
any qualified practitioner of modem scientific mediqine. Further, 
the title "Doctor” is assumed with complete propriety by any person 
who holds the Doctor’s Degree of a Faculty of a University, and 
although the term has come usually to imply in the mind of the 
public that the holder is a medical practitioner, the title is legiti¬ 
mately used by many among whom are included eminent scientists, 
legal practitioners and divines. While, therefore, we feel that there 
is much justification for the principle underlying our colleague’s 
first recommendation, wc are unable to make the recommendation to 
Government in the exact terms pfi^posed by him. 

9. We consider, however, that legislation restricting the activi¬ 
ties of persons not qualified in modern scientific medicine is desir¬ 
able and overdue, and we recommend to the Government the pro¬ 
priety of the enactment of such legislation which, we suggest, 
should provide that no person shall be entitled to use the style or 
appellation of "Doctor” other than those who (a) hold the Doctor’s 
degree of a Faculty of a University recognised by the State, or (b) 
are practitioners qualified to practise modern scientific medicine. 

10. With regard to our colleague’s second recommendation, 
we agree that the laxity with which unqualified persons pres¬ 
cribe or recommend drugs constitutes a nuisance which often 
amounts to imposition upon the public, but the imposition is one 
for which the public largely have themselves to thank. So long as 
the drug recommended or prescribed is innocuous restrictive legisla¬ 
tion seems hardly justified. Rule 65(9) of the Drugs Rules, 1945, 
under the Drugs Act, 1940, provides that a number of poisons, which 
are included in Schedule H of these Rules, shall not be sold in retail 
except on and in accordance with a prescription of a registered medical 
practitioner. But Schedule H-does not contain all the poisons enume¬ 
rated in Schedule Ei of the same rules. We consider that, if Schedule 
PI can also be included within the operation of Rule 65(9), our 
colleague's recommendation would be met adequately and that any 
further restrictive legislation is of doubtful advisability and practicabi¬ 
lity. The remedy for the abuses which undoubtedly exist seems to 
us to lie rather in the more rigid application of existing legislation 
than in the enactment of new. 

11. We turn now to our colleague’s third recommendation. 
We have indicated clearly our support to the principle that 
the public is entitled to know the full credentials of any person who 
is employed in a healing capacity, and we have indicated elsewhere 
that we do not feel competent to make any recommendations regard¬ 
ing the organisation and regulation of indigenous systems of medicine. 
Should such recommendations be desired by Government we con¬ 
sider that they should be made bv the leading authorities of the 
systems concerned. We therefore confine ourselves to the suggestion 
that Provincial Governments, if they decide to recognise these 
systems, might, with profit, follow the example of the Government 
of Bombay and enact legislation by which all persons practising any 
form of the healing art are compelled to secure registration in a 
schedule or schedules appropriate to the system in vogue and their 
qualifications in such system. 
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12. We would also point out that the terms “Hakims” and 
“Vaids” are honourable titles of considerable antiquity, and it is 
by no means clear to us why persons entitled to use these honour¬ 
able appelations should desire to assume any other. 

13. Three of our colleagues (Drs. Butt Narayanrao and Vishwa 
Nath) desire to make a more positive, recommendation than that indi¬ 
cated in paragraph 11 above regarding the training of practitioners in' 
the indigenous systems of medicine and their utilisation for promoting 
public health and medical relief activities in the country. They state 
“We are of the opinion that the teaching of indigenous systems of 
medicine should be regulated by the State. The Bombay Medical 
Practitioners Act, 1938, represents in regard to registration, the medi¬ 
cal curriculum and examinations preliminary to registration, a step 
in the right direction. Practitioners trained and registered under the 
requirements of the above Act, or similar legislation, should be freely 
utilised for promoting pubile health and medical relief in India.” 

B. Regulation of the Dental Profession 

14. The profession of dentistry is as yet almost totally unorganised 
in India and no legal provision exists for its regulation. The Bengal 
Dentists Act makes some provision for regularising dental education 
and introduces the registration of dentists, but it contains no provi¬ 
sion to restrict the practice of dentistry by unregistered persons nor 
does it compel registration. In the absence of suitable dental legis¬ 
lation to provide for dental practitioners and the prohibition of 
practice by unregistered persons dentistry as a profession can make 
little real progress. We are informed that considerable thought has 
been given to dental legislation in the Punjab and Bombay but that 
its enactment has been postponed until after the war. 

15. We recommend that legislative measures similar to those 
which we have recommended in respect of the profession of 
pharmacy be enacted for the dental profession and that Central and 
Provincial Dental Councils be created. The latter should be 
charged with the duty of recognising training institutions, creating 
and maintaining dental registers and with the disciplinary regula¬ 
tion of the profession, subject to appeal. 

16. As in the case of pharmacists provision should be'made for 
the inclusion in the Provincial Registers of persons who, though not 
properly qualified, have been engaged in the practice of dentistry 
for a stated number of years. Thereafter the door of entry to the 
profession should once and for all be closed to such persons and 
-restricted to the holders of approved dental qualifications. 

17. In the draft legislation for the constitution of the Punjab 
Provincial Dental Board it is suggested that, for the first five years, 
the Board should consist of nine members to be appointed by the 
Provincial Government, viz ., 

(e,) Inspector General of Civil Hospitals . . . .1 

(b) One Dentist being a member of the Faculty of Dentistry of 

the Punjab University ....... I 

(c) Five Dentists holding one of the qualifications specified in the 

Schedule ......... 5 

(d) One Medical Practitioner being a member of the Faculty of 

Medicine of the Punjab University ..... 1 

(e) One medical practitioner nominated in their behalf by the 

Punjab Medical Council ....... 1 
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After the 5 years during which the foundations of policy and 
administration should be laid, it is recommended that the Board 
should be remodelled on a more elective basis and should elect its 
own Chairman. The constitution then proposed is— 

(a) Two Dentists being members of the Faoulty of Dentistry of 

the Punjab University ....... 2 

(b) Two Dentists elected by the Northern India Dental Associa¬ 

tion .2 

(o) Three persons elected by and from among the registered dental 

practitioners ......... 3 

(d) Two registered medical practitioners to be elected by the 
Punjab Medioal Council, one of whom shall be a member of 
the Paeulty of Medioine in the Punjab University . . 2 

We consider that the principle underlying these proposals is sound 
and that they may appropriately form a model for the creation of 
Provincial Dental Councils. 

18. The Central Dental Council should, as in the case of the 
Central Council of Pharmacy, be concerned with the direction and 
co-ordination of the activities of the Provincial Councils, the definition 
and maintenance of minimum educational standards, which implies 
the right of inspection and recognition of any training institution, the 
maintenance of an All-India Dental Begister, the disposal of appeals 
against disciplinary decisions by the Provincial Councils subject, as 
may be necessary, to the directions of the Federal Court and the regu¬ 
lation of reciprocity within and without India. 

0. Regulation of the Nursing Profession, including those of Midwives 
and Health Visitors 

19. In considering the organisation and regulation of the nursing 
profession we have had the advantage of the advice of the Nursing 
Sub-Committee appointed by us and composed of senior members 
of the nursing profession whose collective experience combines inti¬ 
mate knowledge of nursing conditions in India, the United Kingdom 
and the United States, with long experience of nursing administra¬ 
tion and education. These experts were further fortified by the 
recommendation of a Conference of Nurses from all parts of India. 

20. At present the regulation of the nursing profession which in¬ 
cludes midwives and health visitors, is vested with provincial 
Nursing Councils, of which there are 10 and which maintain registers 
of persons who have completed approved courses of training in insti¬ 
tutions recognised by them for the purpose and have pass'ed the 
prescribed examination. Persons so registered are entitled to 
practise their profession primarily in their own provinces, but 
arrangements for reciprocity with other provinces exist to a degree 
which varies with the Nursing Council concerned. In addition, 
certain Examination Boards award certificates of proficiency in 
Provinces and Administrations where Nursing Councils do not exist. 
But these bodies are rightly tending to obtain recognition by, and 
affiliation to, neighbouring Provincial Nursing Councils. 

21. There are, however, many unsatisfactory features in the 
composition and functions of the Provincial Nursing Councils. It, 
seems obvious to us that a Council designed to regulate the training 
and practice of the nursing profession should consist primarily of 
members of the profession it designs to regulate. Yet in the 
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majority of provincial medical councils trained nurseBi midwivee 
and health visitors are in a minority, and in some they are not in¬ 
cluded at all. At the Conference of Nurses, to which reference has 
been made, it was unanimously agreed that 2/3 of the members of 
each Provincial Council should be drawn from the nursing profes¬ 
sion, including midwives and health visitors. This proposal would 
leave ample scope for the representation of the medical and educa¬ 
tional professions whose advice would be of value to- the interests 
of the nursing profession. We consider that this recommendation is 
reasonable and accept and endorse it. 

22. We are informed that there is at present no uniformity in the 
classification of divisions and nomenclature in Provincial Registers 
maintained by the Provincial Councils. This lack of uniformity in 
the divisions of the registers has led to much confusion, postpone¬ 
ment of inter-provincial reciprocity and wrong ideas as to the 
standard of nursing education. We are informed that this is in the 
process of rectification and that the majority of Provincial Councils 
have agreed upon the form which we consider will promote accuracy 
in the maintenance of the registers concerned. The agreed form is 
set forth in Appendix 48. 

23. While the use of this agreed form will promote uniformity in 
the Provincial Nursing Registers, there is scope for improvement in 
respect of the portion which deals with “Nurses Register”. This 
portion as at present designed restricts registration to certificated 
nurses. In our recommendations for the employment of demobilised 
nursing personnel from the Nursing Services we have pointed out 
that there exist considerable numbers of this personnel who have 
been unable to qualify for the senior certificated course owing to a 
limited knowledge of English and we have recommended speoial 
facilities for them in respect of the junior certificated course. We 
are informed that a fair proportion of this class may not in the time 
available, be able to complete their studies either for the required 
basic educational qualifications or for the vernacular professional 
tests. These persons, nevertheless, possess considerable experience 
in nursing procedures and we consider that it will be advisable, in 
order that their services may be utilised, as they should be, to create 
in the Provincial Registers, as has been done in the U.K., provision 
for ‘‘Assistant Nurses”, i.e., personnel capable of nursing the sick 
under the supervision of fully trained nurses (Ref. Nurses Act, 1943, 
Roll of Assistant Nurses, A.C.I. 1532—given in Appendix 49). We 
consider this innovation not only desirable, but necessary for the full¬ 
est possible use, in the public services, of the available nursing ex¬ 
perience in India. 

24. The need for an All-India Nursing Council to co-ordinate the* 
activities of the Provincial Councils, to lay down minimum 
educational standards and to safeguard their maintenance has long 
been emphasised by the nursing profession itself, $nd was recom¬ 
mended with emphasis by the Central Advisory Board of Health at 
its meeting in Calcutta in 1941. We fully agree as to the necessity 
of such a Council and endorse the recommendation for its imme¬ 
diate creation. We understand that the Government of Tndia is 
actively considering this matter and that the necessary legislation is 
in the drafting stage. Our suggestions for the composition of the 
Central Nursing Council are given in Appendix 50. We consider that 
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the proposed All-India Nursing Council should not be restricted to 
the maintenance of educational standards. 

25. The recognition of an individual institution for the purpose of 
training of nurses, mid wives and health visitors should continue to 
vest in the Provincial Nursing Council, but provision should be 
made for the Central Council to have the right of inspection of re¬ 
cognised training institutions and, in the event of such an institution 
not maintaining the minimum necessary standards, of withholding 
recognition to persons trained in those Schools. This can best be 
achieved by the creation an All-India Nursing Register with appro¬ 
priate divisions. The Nursing Council Act should possess Schedules 
for the entry of approved qualifications in general nursing, higher 
nursing, public health nursing, midwifery and health visiting, and 
the All-India Register maintained under the Act should have divisions 
corresponding to the Schedules. Persons trained in institutions which 
do not, in the opinion of the All-India Nursing Council, come up to 
the minimum standards prescribed should not be eligible for inclu¬ 
sion in the All-India Register. If the Provincial Council which has 
recognised such institutions should deem it expedient, notwithstanding 
the withholding of Central recognition and registration, to continue 
approval of such persons and their inclusion on the Provincial Regis¬ 
ter, this inclusion shall have purely local validity within the province 
concerned. 

26. The power of disciplinary action should continue, in the first 
instance, to be vested, as at present, in the Provincial Councils, but 
we are of opinion that there should he a right of appeal to the All- 
India Nursing Council over their decisions, with additional provision 
for further appeal to the Federal Court in circumstances similar to 
those in which in the United Kingdom appeal lies to the High Court 
against the decision of tho General Nursing Council. Questions of 
reciprocity with other countries should be the concern of the Central 
Nursing Council and not of tho Provincial Councils. 

D. Regulation of the Pharmaceutical Profession 

•27. In considering the organisation and regulation of the pharma¬ 
ceutical profession we have had the advantage of the advice of a 
Pharmaceutical Sub-Committee composed of eminent pharmacolo¬ 
gical and pharmaceutical authorities, which we appointed. For the 
regulation of pharmaceutical practice, the Sub-Committee advised 
the establishment of an All-India Pharmaceutical Council and Pro¬ 
vincial Pharmaceutical Councils, regarding the composition of which 
they made specific recommendations which will be found in Appendix 
51 in Volume III of this report. Broadly speaking, their recommend¬ 
ations aro to the effect that Pharmacy Councils representative of the 
pharmaceutical trade, education and other pharmaceutical interests 
should bo set up in each province, their functions being as under: — 

(1) to maintain a Register of all registered pharmacists of tho 

pfovineo and to register the names of newly qualified 
pharmacists on payment of n prescribed fee; 

(2) to maintain the standard of education of students; 

(3) to specify the drug establishments or hospitals where 

apprenticeship training may be undertaken; 

(4) to conduct and maintain the standard of examinations; 
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(5) to maintain such disciplinary control over the practice 

and profession of pharmacy as may from time to time 
be necessary; 

(6) to advise the Ministry of Health in respect of any regular 

tions for the distribution of drugs, including poisons, 
dangerous drugs and drugs of addiction and 

(7) to advise on any other legislative control that may be 

necessary in this connection. 

The functions of the Central Pharmaceutical Council would be 
’to direct and co-ordinate the activities of Provincial Councils. It 
would include nominees from the Provincial Councils, representatives 
-of the pharmaceutical teaching profession and of the medical pro¬ 
fession. The Sub-Committee further recommended that, in discip¬ 
linary cases, the right of appeal from the decision of the Provincial 
Council should lie to the Central Pharmaceutical Council. 

28. We accept the advice of this Sub-Committee and recommend 
that Central and Provincial Pharmaceutical Councils of the character 
recommended by it should be established by legal enactment. We 
further recommend that in disciplinary cases the decisions of the 

'Central Pharmaceutical Council shall be subject to the direction of 
the Federal Court to the same extent as that of the Privy Council 
mnder the Pharmacy and Poisons Act, 1933 (given in Appendix 52) 
over similar cases in the United Kingdom. 

29. We endorse the opinion of the Bub-Committee that it is essen¬ 
tial to raise the professional standing of those (other than medical 
practitioners) engaged in the handling of drugs and that, to this end, 
legislation designed to protect the public from incompetence and to 
safeguard the interests of the qualified pharmacists should be enacted. 
The profession of pharmacy should be reserved for pharmacists and 
the latter should be restricted to their profession and should not be 
permitted to undertake functions such as prescription of medicine, 
administration of anaesthetics, etc. 

30. Concerning pharmaceutical education, the Sub-Committee 
were of the opinion, in which we concur, that the present standard 
of training of those engaged in the practice of pharmacy is unsatis¬ 
factory and that a revision of the educational system is necessary. 
We have dealt fully with this subject in Chapter XVIII of this volume 
where we have discussed the question of pharmaceutical education. 

81. We make the following additional recommendations: — 

(1) The Drugs Rules 1945 under the Drugs Act 1940 should 

he brought into force either before or concurrently with 
the proposed pharmaceutical legislation. 

(2) Every institution and commercial firm engaged in the 

handling of poisonous drugs should be compelled to 
employ a person who is registered as a Pharmacist or 
Student Pharmacist, i.e., a person who has either 
successfully completed the requirements of the licen¬ 
tiate course or the degree course or is undergoing 
apprenticeship to that end in such conditions as may 
be prescribed. This envisages a Register of Pharmacists. 
Such Register will of necessity on its inception include 
those persons who have been engaged in the profession ttl 
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Pharmacy, albeit without due qualification, for a stated 
number of years, but we consider that srueh persona 
before being admitting to the Register should be requir¬ 
ed to pass a practical examination. Subsequent ad¬ 
missions to the Register should be confined to persona 
who have acquired the status of graduate or licentiate 
pharmacist, and to bona fide registered students aspir¬ 
ing after those qualifications. 

32. The Central Pharmaceutical Council should maintain a 
Register of all qualified pharmacists in two Schedules. Schedule A 
should contain the names of graduate pharmacists and Schedule B 
of licentiate pharmacists. Each Provincial Council should also main¬ 
tain a Register which will include the names of student pharmacists 
and all persons who, by long standing practice of pharmacy without 
the necessary qualifications, become eligible for admission to the 
Register on successfully passing a practical examination. These 
two classes of persons should not be eligible for inclusion in the 
two Schedules of the All-India Register. 

38. Such considerations, if any, as may arise concerning the 
reciprocity with foreign countries should be the concern of the 
Central Pharmaceutical Council. 

84. An extract from the Pharmacy and Poisons Act, 1938, of the 
United Kingdom relating to the removal of pharmacists from the 
register iB reproduced as Appendix 52. 

35. One of us (Mr. K M. Joshi) holds the view that the power of 
regulating entry into all the professions dealt with in this chapter 
should not be given to autonomous organisations which are largely 
composed of the members of the respective professions and that the 
final power for taking decisions should rest with Governments, parti¬ 
cularly in view of the great need for producing, as fast as possible, 
large numbers of all types of health personnel. His note is given 
below. We understand that, in the Punjab, a local authority has 
been given power to enforce prohibition in respect of midwives when 
it is satisfied that there is a sufficient number of qualified midwives in 
its area. We suggest that such a provision will meet the case in 

regard to other types of health personnel also. 

* 

Minute by Mr. N. M. Joshi on the chapter dealing with the regulation 
of the professions responsible for health services 

When the greatest need of the country is to multiply as fast os 
we can the personnel necessary for the medical service of the com¬ 
munity including doctors, nurses, midwives and the dentists, I am 
not in favour of handing over the final power and responsibility of 
laying down standards of knowledge and experience for entry into 
these professions and the standards of examinations to the autonom¬ 
ous organisations of these different professions as is suggested by the 
majority of the Committee. Taking human nature into consideration 
there is some risk of these organisations using their power, in the in¬ 
terest of their particular professions for unnecessarily restricting the 
entry of fresh entrants into the profession. Moreover while the power 
and responsibility for the entry into some other’professions and occu¬ 
pations is not handed over to their respective autonomous organisa¬ 
tions. the anti-social effect of irresponsible and selfish use of the power 
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by organisations of the various medical services cannot be easily 
realised by them. I, therefore, suggest that under the present cir¬ 
cumstances when the responsibility for the provision of a sufficient 
number of the personnel for the medical services is on the Govern¬ 
ment, the final power and responsibility for giving entry into these 
professions should be with the Government and the power of these 
autonomous organisations should only be advisory and recommenda¬ 
tory. It is true that these powers are to be given to these organisa¬ 
tions by legislatures and the legislatures can also take them away 
if they are wrongly used. But legislation cannot be changed easily 
and promptly. It is possible in course of time when the responsibility 
for entry into all professions and occupations is handed over to- 
their respective organisations and when every one follows his occupa¬ 
tion not for personal benefit but as an act of social service, the proposal 
of the majority of the Committee may be safely adopted. That in 
Great Britain and in some other countries such power is given to the 
autonomous Medical Councils is not a convincing argument. Perhapa 
that may explain why even to-day the number of the medical per¬ 
sonnel is inadequate for the need even in England. 
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EMPLOYMENT 07 DEMOBILIZED PERSONNEL 07 MILI¬ 
TARY HEALTH SERVICES 

1. During the present war, the Indian Army has expanded more 
than 10 times its peace strength and, as a corollary, the military health 
and nursing services have undergone an expansion which, if not equi¬ 
valent, is at least comparable to that of the executive branches. In 
addition to this phenomenal enlargement, the military medical ser¬ 
vices have undergone a radical reorganization and development dictat¬ 
ed by the intensive application of modem science to military medi¬ 
cal problems. The consequent medical progress has by no means 
been of purely military application, and the intensive development 
undergone has greatly increased the professional and technical value 
of the personnel concerned for civil purposes. When the history 
of the present War comes to be written by an impartial military 
historian, it is probable that a high place in the administrative 
achievements of the Allied arms will be given to the phenomenal 
development of the health services of the Army in India. 

2. As a result, there exists in the medical and ancilliary services 
of the Indian Army a great reservoir of personnel whose training and 
experience render them particularly suited to employment in the 
civil health services. This personnel comprises Medical Officers 
(male and female), Dental Officers, (I.A.D.C.), Nurses, and Techni¬ 
cians. We give here a short general description of each category 
and the civil employment for which they would appear to be suitable. 
A more detailed analysis is given in a tabular statement for which 
•we are indebted to the Resettlement Section of the Office of the 
Director General, Indian Medical Service, and which is reproduced 
as Appendix 58. 

I. Medical Officers (male A female) 

3. This comprises: 

(a) Specialists "Recognized” and "Graded”, 

(b) Graduates, 

(c) Licentiates with or without higher licentiate qualifications, 

(d) Nutrition Experts and 

(e) Blood Transfusion Officers. 

(a) Specialists 

4. Specialists are of two types—“Recognized” and "Graded". 
The subjects in which specialization is recognized cover practically 
the whole field of clinical and preventive medical science and include 
the related science of physiology. Amongst the “Recognized” 
'.Specialists are many who independently of their military “recognition’ 
possess higher qualifications in their speciality and these officers are 
•naturally marked out for higher teaching posts, specialist appoint- 
’ments on the staff of teaching hospitals, research work and the direc¬ 
tion of institutes and/or units of their specialities- These remarks 
apply also to the Recognized Specialists without the higher qualifica¬ 
tions and to the Graded Specialists, but the latter in most cases, and 
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in some eases former, will require a further period of post¬ 
graduate study and training before being elected to the more senior 
and specialist civil posts. We are of opinion that, in view of thd 
urgent need of the existing Medical Colleges, and of those to be 
created for teachers, the cases of officers from this clasB who are 
candidates for civil employ should receive a critical review by a selec¬ 
tion committee, composed of medical scientists of the highest eminence 
available and that special facilities should be afforded to individual 
officers, whom this conimittee may recommend, for the prosecution 
of appropriate post-graduate study in India or abroad. 

(b) Graduates 

6. This class comprises graduates of the various medical colleges 
in Indift some of whom have had experience and practice after 
graduation. All of them, however, have benefited by an 
intensive course of instruction in military and general medical 
science on their admission, to the Service and have subse¬ 
quently had the further advantage of working under specialist officers 
and consultants. The latter class include men of international repu¬ 
tation as teachers and practitioners of their specialities, ranking in 
ability with the highest authorities among the English-speaking 
people. With these advantages it follows that the medical graduate 
should, on the termination of his military service, have gained an 
experience and poise which would otherwise have been impossible. 
He will, moreover, have developed that preventive outlook which 
permeates the military medical services and which we consider to be 
essential for the Indian medical practitioner of the future. The 
natural avenues of civil employment for these officers are general duty 
in the primary and secondary units, school medical service, industrial 
medical service, special public health work, rural and urban. 

(c) Licentiates with or without higher licentiate qualifications 

6. With the award of officer status in the Indian Army Medical 
Corpa to licentiates, the latter have taken their rightful place as fully 
qualified medical officers and have discharged duties in every respect 
identical with those of graduates. Many of this class, especially 
those with higher licentiate qualifications, have proved themselves 
at least the equal of the graduates, and have enjoyed, and fully pro¬ 
fited by, the advantages and contacts which have been available to 
their graduate brother officers. They will emerge from military ser¬ 
vice as highly competent doctors with the poise and self-confidence 
that is bom of commissioned status in a disciplined service, and their 
appropriate civil employment will be in the avenues mentioned for 
graduates without any distinction other than that dictated by indi¬ 
vidual ability and merit. The possession of higher licentiate quali¬ 
fications will naturally lead to a more specialist civil employment in, 
say, Tropical Medicine or Hygiene. 

7- It is probable, however, that many will wish to avail them¬ 
selves of the facilities allowed by the Indian Medical Council, and 
"recommended by it to the various universities, to proceed to a medi¬ 
cal degree; and we recommend that every facility for this purpose 
should be granted by the existing medical colleges and those to be 
created. 

(d) Nutrition Experts 

8. These comprise both graduate and licentiate officers of the 
Indian Army Medical Corps who have served in military nutritional 
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unite where a notable amount of original and valuable research work 
has been carried out. They will have acquired, in a special degree, 
the scientific approach to nutritional problems and their obvioua loca¬ 
tion in civil employ is in public health organizations and the nutri¬ 
tion departments of universities, medieal colleges and large hospitals 
and research laboratories. To those who are licentiates, our recom¬ 
mendations for facilities to proceed to graduation, apply with equal 
force. 

(e) Blood Transfusion Officers 

9. These again comprise both graduate and licentiate officers who 
have received special training and gained experience in military blood- 
transfusion units. The latter are highly organized and fully abreast 
of the latest developments of this science in which the civil health ser-^ 
vices are as yet notably deficient. It is necessary that considerably 
more attention should be given to the science of resuscitation in the 
larger civil hospitals, and there should be no lack of opportunities 
for employment of these officers in their resuscitation units. 

n. Dental Officers (officers of the I.A.D.O.) 

10. The officer cadre of this newly formed corps includes posses¬ 
sors of Western dental qualifications and those holding purely Indian 
diplomas. The latter are the product of the Indian dentaT schools 
and colleges enjoying recognition by the Governments of the pro¬ 
vinces in which they are situated. These institutions have received 
attention in that part of our report which has dealt with the survey 
of existing conditions, and it is sufficient here to remark that they 
are of recent formation and have suffered from a scarcity of ade¬ 
quately qualified teaching talent. As a consequence, their qualifica¬ 
tions do not yet carry that guarantee of full acquaintance with and 
proficiency in the latest developments of dental science which are 
implicit in the recognised Western standards. 

11. In that section of our report which deals with professional 
education, we have emphasised the urgent need for the intensive de¬ 
velopment of dental education and the establishment forthwith of 
dental colleges for the purpose. It is on the staff of these new col¬ 
leges that the officers of the Indian Army Dental Corps possessing 
Western dental qualifications will find their natural avenues of civil 
employment, while those possessing recognized Indian qualifications 
will find their civil outlet in appointments as dental officers in the 
various hospitals contemplated in our recommendations. Every 
facility should be given to such officers to proceed to the basic 
academic dental qualification which we have recommended. 

12. It is, of course, contemplated that, eventually, there will 

be a dental surgeon associated with every primary unit, but this will 
be possible only when the number of qualified dental personnel has 
greatly increased. In the short-term programme, this provision must 
of necessity be restricted to the secondary health centres and the 
travelling dental clinics we have recommended. , 

3H. Nurses 

13. Included in this category are (1) fully trained women nurses 
of the temporary aud reserve cadres of the Indian Military Nursing 
Service, the Auxiliary Indian Nursing Service, and of the Auxiliary 
Nursing Service, (2) fully trained male nurses registered by the Pro¬ 
vincial Nursing Councils holding Viceroy’s commissioned rank, (3) 
partially trained women nurses employed in the Auxiliary Nursing 
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Service, (4) partially trained male nurseB (the so-called Specialist) 
Improvers of the Indian Army Medical Corps (I.A.M.C.), (5) general 
nursing orderlies of the Indian Army Medical CorpB and (6) nursing 
orderlies with training in special conditions such as venereal and 
imental diseases, operation-room work etc., dental orderlies, and 
masseurs. 

14. Fully trained women nurses. —In the survey section of our 
report we have drawn attention to the tragic scarcity of trained 
nurses in India and to the clamant need for their intensive produc¬ 
tion in large numbers. Existing training institutions must be re¬ 
organized and modernised and many new schools established. In 
the hi gh er ranks of the military nursing services there are Nursing 
Officers of the Temporary and Reserve cadres who possess special 
'.tr ainin g in and experience of nursing administration and. teaching, and 
it is particularly from this source that the Nursing Superintendents 
and Sister Tutors of the civil medical schools should be drawn. For 
-those trained women nurses, not possessing these qualifications and 
experience, ample avenues of employment will be found as ward 
sisters, staff nurses in hospitals and*sanatoria, and in the nursing 
'branches of the public health services which are in contemplation. 

15. Fully trained male nurses. —These remarks apply with equal 
force to the fully trained male nurses whose numbers are so limited 
that it is not unlikely that the majority of them will elect to remain 
in the nursing services of the Army in view of the favourable terms 
and conditions offered by the latter. 

16. Partially trained nurses.—As regards the various categories oi 
partially trained and uncertificated nursing personnel, there are two 
main divisions (1) women of the Auxiliary Nursing Service and the 
male Specialist Improvers of the I.A.M.C., and (2) the various cate¬ 
gories of nursing orderlies of the I.A.M.C. (1) The former division 
have received their instruction and .training in English and, in the 
case of the Specialist Improvers at least., possess the basic educa¬ 
tional qualification required for rhe senior certificated course which 
■we have recommended. The majority of the Provincial Nursing 
■Councils have recognised the military training and service as qualify¬ 
ing wholly or in part for the courses of training laid down by them; 
and it will be possible for the majority of this division, after a short 
period of extra probation and training in the nursing of conditions 
not covered by military nursing services and passing the requisite 
examinations, * to obtain full certificated status in their native pro¬ 
vinces. With the clamant need that exists for trained nurses in the 
health institutions we have recommended, we do not think there 
should be any difficulty in finding suitable employment after certifica¬ 
tion for all personnel of this division demobilized from the Army. 

17. The second division nursing orderlies, consist of other ranks 
■of the nursing section of the I.A.M.C. In the. majority of cases 
their training has been in the vernacular and they have been unable 
during their service in the Army to obtain the necessary basic Eng¬ 
lish educational qualifications. They generally possess, however, a 
high degree of nursing experience and competence, and are in every 
respect the equals of certificated nurses trained in the vernacular. 
We understand that the military authorities contemplate establishing 
a special vernacular nursing certificate for this class of personnel, 
ond we recommend that the syllabus for this certificate should be 
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studied and, if approved, should be recognized fts qualifying, wholly 
or in part, for the award of the status of junior certificated nutses 
which we have recommended elsewhere. The training and ex¬ 
perience possessed by this class of other ranks is so valuable that we 
consider the time is long distant when experienced nurses of this 
class can be overlooked. In our opinion after further training, where 
necessary, in conditions not covered by military practice, they are 
fully entitled at least to the status and emoluments recommended 
for the junior certificated nurse, after passing the required examina¬ 
tion- 

id. As stated already the class under consideration comprises- 
nursing orderlies with training and experience in special conditions. 
They will, therefore, prove of especial value in the staffing of corres¬ 
ponding civil institutions such as mental hospitals, clinics for vene¬ 
real diseases, ophthalmic clinics, dental clinics and operating rooms. 

19. For those who are unable even with further training to pass 
the requisite examination, but who, nevertheless, possess considerable 
nursing experience, as well as the selected members of those cate¬ 
gories of personnel engaged by Provincial Governments for emergency* 
duties in connection with famine or air-raid precautions who possess 
the minimum necessary educational qualifications, it will probably 
be necessary to create and register a class of Assistant Nurse i.e., 
personnel capable of nursing the sick under the supervision of fully 
qualified nurses. This measure has been found necessary in the 
United Kingdom with its comparative wealth of nursing personnel, 
and would seem inevitable in India with its extreme shortage, if the 
fullest possible use is to be made of persons possessing nursing ex¬ 
perience. 

20. Masseurs .—This is a class which is virtually non-existent in 
civil employ, and they will be readily absorbed in the orthopaedic- 
units of the secondary and headquarters hospitals. 

IV. Technicians 

21. Trained technicians in the generally accepted sense of the 
term do not exist in civil life in India. It is true that in the labora¬ 
tories of the various Government institutions there exist persons who 
by long training have acquired a high degree of competence in the 
special aspects of this field; but such persons are almost without ex¬ 
ception lacking in the basic educational qualifications implicit in the 
term ‘technician’ and have acquired their competence by natural in¬ 
telligence and through long practice. Their number is so small in 
relation to the need for trained technicians as to be negligible and’ 
the class in question may be said to exist solely in the Indian Army 
Medical Corps. They comprise Kadiographers, Laboratory Assistants 
and Dispensers, and for sometime to come, until tecfinological educa¬ 
tion in India has undergone the expansion and development which- 
modern conditions require, it is mainly from this class of military 
personnel that the civil needs must, in the short period, be met. 

22. In the foregoing paragraphs we have given a brief review of 
the classes of medical and ancillary personnel which are likely to be 
available for civil employment after demobilization. We understand 
that the Government of India are already collecting and classifying 
particulars of all these classes and also of special formations such as 
Anti-Malaria Units with a view to notifying Provincial Governments 
as to the number of persons under each class who may be- 
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residents of the province concerned and who will be available on de¬ 
mobilization. We further understand that Medical Resettlement 
Committees for the purpose of "placing” this ^personnel in civil em¬ 
ployment are under formation or in contemplation in each province 
and administration. We suggest that representatives of the Indian 
Medical Association and the Licentiate Medical Association should 
be included in such Committees in the Provinces and at the Centre. 
We welcome these proposals and would emphasise the necessity of 
their receiving the constant and unremitting attention of the authori¬ 
ties concerned both military and civil, in order that this reservoir of 
trained talent may be available to the fullest possible extent to the 
health services of the country. If this opportunity of providing 
trained personnel for the carrying out of our proposals is allowed to 
pass without full advantage being taken of it, it may materially delay 
the initiation of the nation-wide health service for the country which 
we contemplate. We, therefore, consider it essential that the services 
of all such personnel should be utilised, except in cases of proved 
unsuitability. 

23. Four of our colleagues (Drs. Yishwanath and Butt, General 
Hanee and Sir Frederick James) desire to lay special emphasis on the 
remobilisation for civil purposes of demobilized medical and ancillary 
personnel and their note is appended. 

A Note on Employment of personnel demobilized by the Army by Dr.. 

Yishwanath, Dr. A. H. Butt, Lt.-Oeneral J. B. Hance and Sir 

Frederick James. 

We have emphasised from time to time in this report the total 
inadequacy of doctors, nurses and medical technicians of all kinds.. 
Our proposals involve great increases in all categories. This is bouud 
to take time, and therefore, in the meantime, all available resources 
should be tapped. With the end of the war many doctors, nurses, 
etc., will face demobilisation. In our view it is essential, having 
regard to the urgency of the health problems in India, that no one 
whether doctor, nurse, or medical technician, should on demobilisation 
be faced with even temporary unemployment. In fact we believe 
that, to the extent to which it is practically possible, those who are 
now being demobilised should at once be remobilised by the Govern¬ 
ments concerned for peace-time employment in India’s medical and 
health services. Both medical relief and preventive medicine have 
been practised at their best in the Indian army, navy and air force. 
The experience and training acquired through military medical ser¬ 
vice is equal, if not superior to, any courses which the Governments 
may provide for the medical cadres of the future. We therefore 
consider it important that the employment of every member of the 
medical personnel and health services now being demobilized, except 
in cases of proved unsuitability, should be secured for the civil medical' 
and health services in the country. This will require close co-ordina- 
i tion between tbe military authorities and the civil governments and, 
above all, an assurance of security of employment subject of course 
to continued competence. We understand that steps are being taken 
in this direction, but we desire to see these fully and immediately- 
implemented and made as widely known as possible. 
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THE ESTABLISHMENT OF A COMMITTEE OF STANDARDS 
FOB MEDICAL INSTITUTIONS AND EQUIPMENT. 

1. In view of the heavy constructional programme which will have 
to be formulated to supply the new accommodation required by cur 
proposals, as well as for structural alterations to existing buildings 
ond for the supply of a vast number of fittings of all kinds to labora¬ 
tories, health centres, hospitals etc., it seems desirable that Borne 
system of standardization should be evolved which will introduce 
order into what may otherwise well tend to become chaos. With the 
achievement of order there will be obtained the further advantage of 
reduced cost that automatically accompanies effective standardiza¬ 
tion. 

2. Sigerist in his “Socialized Medicine in the Soviet Union’’ tells 
us that, included among the 20 Standing Committees covering the 
various medical specialities in the Medical Council of the Commis¬ 
sariat of Health, is a large Committee on standards whose function it 
is to make typical plans for the construction of hospitals, standardi¬ 
zation of equipment etc. 

3. We urge the setting up of such a Committee in India and suggest 
that it should be closely linked with the appropriate section in the 
Central Ministry of Health. It seems to us that this Committee will, 
at least in the initial stages, have to be more or lesB in permanent 
session. 

We feel that for a committee of this nature to be really effective 
it is essential that it should not be overburdened by the inclusion of 
a number of highly placed officials who have no special knowledge 
•of, or interest in, the problems which will be presented for solution. 
It should above all be a technical working Committee reporting to 
and advising the Directorate of Health on questions relating to 
construction and design. 

4. The following suggestions in regard to its composition are put 
forward. It should include:—• 

(1) architects with experience of designing, and construction of, 
medical institutions under tropical conditions; 

(2) engineers with similar experience; 

(3) medical practitioners, not merely as doctors, but as baviug 
an interest in, and experience of, design, construction and adminis¬ 
tration of medical institutions; 

(4) laboratory scientists with an interest in the elaboration of 
laboratory fittings on a transferable unit system and 

(5) members of the nursing profession with a special knowledge 
of the problems of internal hospital design. 

5. In order that breadth of vision may be given to the work of the 
•Committee, it is suggested that a prominent architect should be 
engaged for a period of two years to preside over its deliberations, 
the choice to be guided chiefly by the architect’s acquaintance with 
modern trends in Europe and America. Hospital and institutional 
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design is a highly specialized type of architectural practice and cne 
of which there are few exponents in India. There is, therefore, u 
danger that, without really up to date guidance, hospitals may in 
some cases be erected which are years behind the times. We feel 
that it is not sufficient to rely entirely upon architects with local 
experience for the work which will be required. Although the rpecial 
experience of the latter will be invaluable in carrying into execution 
the actual drawing up of type plans, the guidance of a mature and 
widely experienced mind will undoubtedly be of the greatest benefit 
to them during the early stages. 

6. We are aware that it will not always be possible to produce 
formal type plans of general application for a sub-continent 3ueli as 
India. Questions of siting, of climate, or the prevailing wind, of soil 
etc., cannot be answered on a universal basis. Nevertheless we feel 
that the broad principles of design for different types of medical 
institutions are capable of a large degree of standardisation, which 
would also serve to secure a reduction in cost and speed in construc¬ 
tion. 

7. We advise that the Committee, when formed, should give 
serious consideration to the feasibility of adapting some of the many 
existing buildings of a temporary nature, which have been set up for 
war purposes by the military and civil departments of the Central and 
Provincial Governments, to purposes in connection with our health 
development programme. 
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BE-EMPLOYMENT OP PERSONS WHO HAVE BEACHED THE. 
ACE OP SUPEBANNUATION 

1. Among the major difficulties which have to be overcome in the- 
successful implementation of our recommendations probably the 
greatest is the general inadequacy of existing health personnel and, 
in some cases, the entire absence of certain classes of professional 
and technical workers. Whether it be doctors who are concerned, 
or nurses, health visitors, midwives, pharmacists or dentists, tfte 
numbers available in India in relation to the population to be served 
fall far short of the standards considered desirable in the more 
advanced countries of Europe and America. 

2. In the majority of services under the control of the Central 
and Provincial Governments it is the normal rule that Government 
servants are superannuated at the age of 55. It seems to us that 
the need for trained personnel is bo clamant as to make the rigid 
maintenance of this practice inconsistent with the requirements of 
the situation, at any rate throughout the short-term period and- 
probably in the earlier years of the succeeding period. 

3. We are, however, anxious to ensure that the retention of 
persons in service after reaching the age of superannuation should 
not stand in the way of normal promotions in the service. Nor 
should any person continue to be employed after reaching the pres¬ 
cribed age limit unless he is considered fit, physically and mentally, 
to carry on his duties and unless his continuance is considered to 
be in the public interest. We therefore make the following recom¬ 
mendations : 

(i) Such persons should be made to retire before they are 
re-employed. 

(ii) The officer concerned should be brought before a medical 
board with a view to establishing his physical fitnesB for further 
Government service, either in the capacity in which he was employed 
on reaching the age of superannuation or in any oflier capacity that 
Government may ordain. If found physically and mentally fit, his 
services should be retained on a year to year basis, subject to annual 
examination by the medical board. 

(iii) We desire to ensure uniformity in emoluments for all officers 
who are thus re-employed. We therefore recommend that, in every 
case, the pension drawn by the officer should be supplemented in 
such a way as to make his total emoluments not less than those be 
enjoyed at the time of superannuation. 

(iv) It should be one of the conditions of such re-employment 
that the persons concerned will be required to serve in any capacity 
that Government may deem fit. 

(v) Normally such extensions of service should not go ■beyond the 
age of 60; but in any special case, where the officer is considered ta 
be of exceptional ability, extension may be granted up to the age 
of 65. 

(vi) We recommend that this rule should apply to all members of 
the health services. 
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THE POPULATION PROBLEM 


Introduction 

1. The steady growth of population, which has taken place in India 
during the past few decades, has had its repercussion on all such 
matters as the housing, clothing and feeding of the additional numbers 
brought into existence from year to year, their education and the 
^provision of adequate measures for the protection of their health- 
No programme of social reconstruction can, therefore, afford to ignore 
the implications of the population problem. Although a detailed 
-examination of the subject falls beyond the scope of our investiga¬ 
tions, a reference to this important subject seems essential because, 
in a comprehensive survey of the factors which have a bearing on the 
health of the community, the question of the need for a continuous 
adjustment between the population and the resources that are avail¬ 
able cannot be ignored and should receive serious consideration. 

-A Review of the Existing Position 

2. The earliest systematic enumeration of the people in India waB 
carried out in different parts of the country between 1865 and 1872. 
The first synchronous census took place in 1881 and since that year 
-decennial enumerations have been made. The rates of increase 
-during the inter-censal periods have shown considerable variation as 
will be seen from the following figures:— 

India —percentage rates of inter-censal increase 

Bate 

Period _ of 

increase 
Per oent 

1872-1881 , . 1-6 

1881-1891 .... SB# . . .9-8 

1881.1901 1-4 

1901.1811.6 4 

1811.1921.. 1*2 

1021-1831 .. . 10-6 

1831-1941 .. • . 18 6 

3. During certain inter-censal periods the rate of growth was 
•extremely small. In the two periods, 1872-1881 and 1891-1901, 
widespread famines were responsible for the low rates of increase. It 
■has been estimated that, between 1875 and 1900, about 23-74 million 
deaths took place as the result of famines alone. The pandemic of 
influenza during 1918-19 was responsible for the low rate of increase 
(1-2 per cent.) recorded during the period 1911-21. As recards 
disease, during the first three decades of the present century, cholera 
^leaths totalled nearly 10-75 millions in British India alone while the 

influenza epidemic of 1918-19 is said to have been responsible for 
about 14 million deaths in India as a whole. Since its introduction 
into Bombay in 1896 plasrue has caused about 13 million deaths in 
the country. The mortality due directly to malaria is estimated to be 
••at least one million each year. The history of the growth of popula¬ 
tion in India, therefore, seems to illustrate the contention of 
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Malthus that disease and famine impose cheeks on an unlimited 
growth of population. 

4. After 1921 there has been, on the other hand, a steady growth 
of population in the country. The main reason for this continuous 
increase during the twq inter-censa) periods has been an appreciable 
fall in the mortality rate as will be seen from the figures given 
below:'— ' 


Year 

Birth 

rate 

per miile 

Death 

rate 

per raille 

Annual excess 
of births 
over deaths 

1801-1000 






33 

31 

612,277 

1001-1010 






37 

33 

033,623 

1011-1020 






37 

34 

667,664 

1021-1030 


• • 




33 

26 

1,006,301 

1031 


• * 




36 

26 

2,400,846 

1032 


• • 




34 

22 

3,122,374 

1033 


■ • 

• Sv 



36 

23 

3,447,682 

1034 


• • 

• 



34 

26 

2,316,472 

1036 


• • 

• 



36 

24 

2,067,446 

1036 






36 

23 

3,466,021 

1037 


• • 




pit 

22 

3,276,082 

1038 


* • 




84 

24 

2,712,801 

1030 


■ • 




34 

22 

3,180,011 

1040 






33 

22 

3,161,376 

1041 






32 

22 

3,012,720 


It will be observed that, while the birth rate has shown no appre¬ 
ciable decline during the period, the decrease in the death rate, parti¬ 
cularly during 1921-41, has been more marked. While these rates, 
which are based on recorded figures for births and deaths, undoubtedly 
suffer from a degree of incompleteness of registration which cannot be 
correctly estimated, they serve to show the trend of fertility and< 
mortality during the period covered by them. Later in this chapter,, 
we have quoted certain estimates of fertility and mortality for the 
same period, which have been calculated on a different basis, and 
these also indicate the same trend. 


5. The total increase of India’s population between 1872 and 1941 
was about 54 per cent, while, during the same period, the correspond¬ 
ing rates of increase for the United Kingdom and for Japan were 2K8 
and 136 per cent, respectively.* Therefore, India’s rate of growth 
cannot be considered to have been extraordinarily high. Even during 
the period of highest increase (1921-41) the yearly rate was under 


*" Demographic Fact and Policy in India ” by Kingsley Davis, published in 
the HQbank Memorial Fund Quarterly (July 1044). 
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1-5 per cent., while it has been the experience in more than one 
community that, under favourable conditions, the population doubled 
itself in about 20 to 25 years, which gives an average rate of growth 
of 4 to 5 per cent, per year. Although the rate of growth in India is 
smaller, the massiveness of her population has made the absolute 
increase a figure of considerable magnitude. For instance, during 
the 20 years from 1921-1941, she added 83 millions to her population. 
What is important, therefore, is not merely the rate of growth but 
the huge additions to population which are bound to have their 
repercussion on the existing low standard of living. 

The Importance of Population Estimates from the Point of View of 
Planning 

6. From the point of view of planning for the future, whether it 
be in the field of health administration or in other fields, a forecast 
of the probable population of the country, including its age and sex 
composition, during the period which is likely to be covered by the 
post-war development plans under consideration, is eminently desir¬ 
able. This forecast is essential in order to provide a reasonably 
sound basis for estimating such fundamental requirements of the 
community as food, water-supply and housing while estimates of 
health and other services should also be related to the population to 
be served. 

7. It is unfortunate that the Government of India decided that 
the information regarding age, which was collected during the 1941 
census, need not be tabulated at the time. Since then various causes 
arising partly out of the War have made it impossible to tabulate the 
original data collected at the census. The age and sex composition 
of a community is fundamental to any investigation regarding the 
growth of population. In 1944 the Government of India attempted 
to rectify its mistake by appointing a Population Data Committee to 
examine and advise Government on the available data relating to 
the growth of population. This Committee has made certain recom¬ 
mendations which, if followed, will make it possible to construct an 
age and sex table for the country. When this work is accomplished 
it may be expected that a forecast of the probable increase of popula¬ 
tion during the next 20 or 30 years will be made available. In the 
meantime, we may investigate whether any light can be thrown on 
the probable trend of the growth of population in India. 

The Probable Trend of the growth of Population in India 

8. The three main factors which influence the growth of population 
are (1) migration, (2) mortality and (3) fertility. 

Migration 

9. The effect of migration on India’s population has been negli¬ 
gible for sometime past and is likely to be so, at least for some 
time longer. This is due to the restrictions which the Governments 
of other countries have placed on the entry of Indians into their 
territories. India’s total loss by migration within the period between 
1921 and 1931 was about a million and three quarters, a figure which 
is insignificant in comparison with the total population of the country. 
We may, therefore, leave migrat ; on out of consideration in our dis¬ 
cussion of the probable trend of population growth in the country. 

Tread of Mortality and Fertility Rates 

10. In an interesting study of India’s population problem, under 
the title of “Demographic Fact and Policy in India’’ published in 
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the Milbank Memorial Quarterly (July 1944) Kingsley Davis has 
attempted to compare India’s rates of fertility and mortality over a 
period of several decades. Both these rates are based on the assump¬ 
tion that census enumerations are more accurate than recorded birth 
and death statistics. The fertility rates have been calculated by 
what is known as the “reverse survival" method, which utilises an 
appropriate life-table to estimate the births during each year of an 
inter-censal period which, at current survival rates, would give rise 
to the ohildren aged 0-9 enumerated at the census at the end of that 
period. The average decennial death rates were calculated by sub¬ 
tracting the inter-oensal increase from the estimated births for each 
decade. His estimates of fertility and mortality rates are given 
below: — 


Year 

Katin 

Fertility 

rate 

dated 

Death 

rate 

1881-1801 




• 

• 

* 

• • 

• 

• 

49 

41 

1801-1901 




• 


• 

* 

• 

• 

46 

44 

1001.1911 





• 

* 


• 

• 

40 

43 

1011.1021 





• 

• 

• 

• 

• 

48 

47 

1021-1931 





• 

■ 

. 

• 

• 

40 

36 

1031-1941 




• 

• 

• 

• 

• 

• 

43 

31 


These rates also confirm the view which has already been 
advanced, namely, that the fertility rate has practically remained 
stationary during the period under consideration, while the death 
rate declined appreciably between the years 1921 and 1941. 

11. The probable trend of the growth of population in India will 
he determined by the changes that are likely to take place in the 
■death and birth rates in the immediate future. 

Death Bate 

12. A further fall in the death rate is bound to ocour if the large 
scale programmes tor improving the life of the community advocated 
by the different post-war planning committees are effectively put into 
■operation. If thejbirth rate continues at about the existing level, 
the resulting annual increase in population will be higher than in the 
past. To indicate the comparatively large increase that may result 
from a reduction of the mortality of one section of the population 
alone, we may refer to the interesting note of Mr. Satya Swaroop 
in the Census of India, Volume I, 1941, in which he has attempted 
to assess the probable effect of a saving of infant life on the growth 
■of India’s population at the censuses of 1951 and 1961. On the 
assumption that the rate of fall in infant mortality between 1921 and 
1941 would be continued, he calculated that in 1960 the infantile 
death rate would be 182 per 1000 live births. In view of the fact 
that, in certain countries, the rate has already been reduced to half 
this figure, it seems almost certain that, if a proper health programme 
■is developed, the infant mortalitv rate in India in 1960 will be 

480 










POPULATION PBOBLEM 


appreciably lower than 132. Mr. Swaroop has shown that, in 1951, 
the total increase in population resulting from this cause alone will 
he in the neighbourhood of 7 millions and, in 1961, about 13-4 
millions. From our survey of existing morbidity and mortality in 
India in the appropriate sections of this report, it will be seen that 
at least one half of the existing annual mortality of over six millions 
in the country is preventible. If our proposals are carried out, there 
is every reason to believe that there will be a saving of at least three 
million lives every year in British India, which will bring its rate of 
mortality down to the level of what has already been accomplished 
in a number of other eountries. In the decennium between 1931 and 
1941 the average yearly addition to the population of India as a 
■whole was five millions. An annual saving of three millions in British 
India as the result of improved health administration will raise India's 
rate of growth to 8 millions a year, without taking into consideration 
any fall in mortality that may be brought about in the Indian States 
■through similar health measures. Under such conditions the very 
large increase of 83 millions, which took place in the 20-year period' 
between 1921 and 1941, is likely to be reached within half that time. 
A purposeful control of mortality, without a corresponding fall in the 
fertility rate of the community, can thus have far-reaching conse¬ 
quences. 

Tertility 

13. The rate of decrease in fertility tends to lag behind that of 
mortality. This was the reason why in the 19th century when a 
better standard of living and improved health services brought about 
a marked fall in the death rate, there was a remarkable increase in 
the population of Europe. In the article referred to above, Kingsley 
Davis has offered an explanation for thiB interval between the starting 
of the fall in mortality and that in fertility. He states that “both 
reproduction and the preservation of life are indispensable for the 
continuance of any society, and therefore, through socialisation, are 
instilled as profound values in the minds of each new generation. It 
follows that with the coming of a more deliberate, innovative control 
over human affairs, a movement to limit fertility in unaccustomed 
ways will meet strong opposition as being contrary to an established 
value, whereas attempts to preserve life, even in unaccustomed ways, 
will meet with approval as being in favour of an established value. 
It is only after the successful preservation of life has resulted in 
large families and these large families have proved an embarrass¬ 
ment to the individual in the highly urbanised and mobile structure 
of modem society, that he seeks a way around the full practice of his 
high fertility mores. He leaves the customary evaluation intact, but 
tends to violate it to a certain degree in his own private behaviour. 
Thus the lag of birth control behind death control is implicit in the 
growing rationalism of modem life, which first attacks the negative 
value (death), and only later the positive value (high fertility).” 

14. India is far behind western countries in respect of both 
urbanisation and modernisation. The consequence is that the motive 
force behind the movement for limiting the size of the family does 
not operate in respect of large sections of the population. We believe 
that, among the working classes, the position is quite the reverse. 
•Children ure often employed at a comparatively tender age and, 

481 



OHAPTEB XX VIII 


therefore, begin to be of help to their parents. This state of affairs* 
militates against the possibility of volitional control over the growth, 
of the family. 

15. Until the economic condition of these sections of the 
eoinnumity is raised appreciably, it, seems most unlikely that there, 
will arise the desire to restrict the number of the offspring to what 
the parents consider desirable, in order to ensure a reasonable^, 
standard of living for themselves and their children. We have no 
doubt that the post-war plans for national development will ulti¬ 
mately achieve this end and that India will witness, as in the case- 
of other countries, a definite fall in the fertility rate as the result 
of purposeful family limitation by individual parents. But before 
this stage is reached we feel that the immediate effect of measures- 
designed to reduce mortality may well be to increase the rate of 
growth of population in the country. 

16. Certain other factors, which have a bearing on fertility, are-, 
early marriage, the proportion of married women in the community 
and prohibition of widow remarriage. Marriage is almost universal, 
among women in this country and the large majority of them are 
married fairly early in life. While it is true that a gradual rise in 
the average age for marriage in respect of girls is noticeable among, 
the upper middle and richer classes in the community, it is doubtful 
whether such a tendency is likely to become operative, in the near 
future, among the population as a whole. A change in the social 
outlook, which will be necessary to promote a general raising of the- 
age of marriage for girls, can take place only slowly. Of the total, 
reproductive period for women, which may roughly be taken ns 15 to- 
45 years, it has been shown by carefully collected statistics from 
many countries that the most fertile period is from 15 to 19 years; 
and that the fertility rate grows steadily smaller thereafter. The- 
high proportion of married women in the country and the early age 
at which they marry must, therefore, be considered as factors favour¬ 
ing a persistence of'the present rate of fertility. 

17. The, existing prohibition of remarriage of widows among: 
large sections of the community helps, in some measure, to check 
the growth of population. It must, however, be remembered that 
the present rate of fertility has been maintained in spite of such- 
restrictions. Assuming, on the other hand, that a change in social 
outlook relaxed the ban on their remarriage, the effect will be to raise 
the fertility rate. Kingsley Davis has estimated that if “the propor¬ 
tion of widowed women in India becomes as low as it was in the United' 
States in 1930 there would be a net gain of 14 per cent, in fertility.” 
An improvement of maternal health and the consequent reduction of 
sterility, that may result from the operation of the proposed health 
programme, will prove to he another contributory factor in increasing; 
the reproductive capacity of women. 

18. It would thus seem fairly clear that, at least in the imme¬ 
diate future, there is little reason to believe that there would be 
marked fall in the fertility rate of the country. 

19. Within the last few years a marked fall in the birth-rate and 
a definite rise in the death-rate have been noticeable in a number of 
provinces. Causes arising out of the War are most likely to have 
been largely associated with these departures from the normal trends; 
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of these rates discussed above and, until further evidence is avail¬ 
able, it is difficult to believe that, with the return of more settled 
conditions, the reduced rate of growth of population which the war¬ 
time rates suggest, will continue. 

20. In the circumstances indicated above, we may safely conclude 
that, in the near future at least, the probable trend of population 
will be in the direction of an accelerated rate of growth. 

OUR RECOMMENDATIONS 

21. It is our considered opinion, in view of what has been said, 
that in the absence of certain natural checks such as famine and 
disease whose operation will, speaking generally, become more and 
more limited as our vurious programmes of social security and im¬ 
provement in living conditions develop, the growth of population in 
India will become an increasingly serious problem. We have there¬ 
fore felt it necessary to set forth its implications and to suggest certain 
lines on which its solution may be attempted. 

22. Growth of population may be prevented from becoming a 
serious menace to the standard of life of the community in the 
following ways: — 

(a) by emigration; 

(b) by increasing the production of national resources and 

(c) by a reduction in the rate of additions to population. 

Emigration 

' 23. We have already pointed out that the prospects of emigration 
helping to lessen the pressure of population on the means of subsist¬ 
ence in the country appear to be remote. While we consider it 
wholly unjustifiable that Indians should be excluded from certain 
large empty or sparsely populated spaces on purely racial grounds, 
we can suggest no practical means, which are likely to bear fruit in 
the foreseeable future, for removing these impediments. Prejudices- 
die hard and what may seem worthy of condemnation in others may 
often be transmuted into a virtue if practised by ourselves. 

Increase o! Production 

24. We recognise that the advance of science, careful planning 
and concentrated effort on the part of the community to develop the 
country’s resources may make possible the support of a largely- 
increased population on even a better standard of living than that 
which exists at present. We feel, however, that such measures can 
constitute only a temporary expedient, because a limit to economic 
productivity will be reached, sooner or later, and uncontrolled growth 
of population must, as far as we can see, outstrip the productive 
capacity of the country. 

Reduction in the Rate of Additions to Population 

25. A reduction in the rate .of growth of population may br 
brought about by permitting the death rate in the community to 
rise. Our social instincts imlitate against this. A noticeable feature 
of social evolution has been a growing recognition of the need for 
the rigorous enforcement of measures intended to conserve life and 
to promote human happiness. One of the objectives universally 
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•accepted in all civilised countries is a reduction of morbidity and 
mortality in the community. We have, therefore, to turn to other 
means for decreasing the rate of growth of the population. They 
may be considered under three heads, (1) a raising of the age of 
marriage for girls, (2) an improvement in the standard of living and 
f3) intentional limitation of families. 

(1) Raising of the Age of Marriage for Qirls 

26. Carefully collected statistics from several countries support 
the view that the fertility of women is at its highest during the age 
period 15 to 19. The raising of the age of marriage for girls by a 
few years from the present minimum of 14 would probably effect a 
reduction in the birth rate. It will be remembered that in 1929 the 
Sarda Act, which raised the minimum age of marriage to 14 years, 
produced a storm of protest in the country. Although there has been 
;a considerable liberalisation of public opinion towards this question 
since then, there is likely to be similar and perhaps stronger opposition 
to any further considerable increase in the age limit. Legislation, 
which is too much in advance of what the people are willing to accept, 
tends to be ineffective and often unworkable. At the same time, it 
should be the function of popular Governments to educate public 
opinion dnd persuade the people to support such legislation and 
administratijie measures ns are designed to promote the public good. 
'There are strong physiological reasons for raising the minimum age 
for the marriage of girls to 16, 17 or even 18. 

27. We refrain, however, from making a specific suggestion, 
partly because we are not unanimous on the point, and partly because 
we feel that the question is so intimately bound up with social custout 
#nd tradition, that the Governments concerned should consider the 
state of public opinion before taking any decision. 

,(2) Improvement in the Standard of Living 

28. An improvement in the standard of living generally tends to 
promote a lowering of the birth-rate by helping to create an incentive 
in individuals to limit the size of their families in the interests of 
maintaining for themselves and their children a reasonable level of 
•comfort and of enabling the latter, through proper education and 
through the opportunities for earning their living which such education 
offers, to keep up the standard of life to which they had been 
accustomed. This improvement in living standards can be brought 
■about only through the mobilisation, to the fullest possible extent, 
of the community’s human wealth by measures designed to promote 
the health and working capacity of the individual as well as of thb 
material resources available in the country. The steps that are now 
being proposed for the reconstruction of national life have these two 
purposes in view and are, therefore, of the greatest importance from 
•the standpoint of promoting a steady rise in the standard of life 
of the people. Such rise must, however, be a slow process. It 
implies, besides the creation and functioning of the requisite 
machinery for developing the country’s national wealth, the education 
of the people in new modes of life and to an appreciation of values 
do which they have so far been unaccustomed. While this develop 
ment goes on, it seems more than likely that such active measures 
•as the proposed health services will introduce will result in on 
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appreciable reduction of the death-rate and thus produce a temporary 
acceleration of the rate ox growth of population. 

(3) Intentional Limitation of Families 

29. If we believe that limitation of families is advisable, we should 
first ask ourselves the question whether it is possible that this could 
be secured through self-control. Our answer must be, we fear, not 
to any material extent. A limited number of individuals may be 
under-sexed or may, by nature, be so const-tuied that they can 
sublimate most of their sexual urge into intellectual, artistic or other 
creative channels. Bub x the large majority of mankind, while they 
may be able to convert a part of their sexual impulse into activities 
useful to the community, will still have to find satisfaction in the 
sexual act itself. This seems to us only natural because the sexual 
instinct is one of the strongest instincts in men and animals, serving 
as it does, to ensure the continuance of the species. Further, it is- 
likely that an undue repression of the sexual desire may affect the 
individual’s health, because it involves the intentional suppression of 
a normal physiological instinct. In the circumstances, we seem to be 
left with birth control through positive means as the only method 
which is likely to be effective. 

Arguments in favour of Birth Control 

(1) Intentional control of the size of the family is not without, 
precedent in the history of human communities. Limitation of 
families has been practised by such communities from time imme¬ 
morial and the studies of students of the population problem have 
established various practices such as infanticide, abortion, religious 
prohibition of sexual intercourse during stated periods and prolonged 
lactation as some of the methods that primitive communities have 
practised for the purpose. The modem birth control movement 
differs from the older ones in that the methods now practised are 
safer and permit of wide adoption without offendiug generally accepted 
ethical standards. 

(2) When childbearing is likely to result in injury to the mother 
or the child, the practice of contraception needs no justification. 
Childbearing, although it is a normal physiological function in the 
case of healthy women, causes an undue strain on those who suffer 
from certain diseases. For instance, tuberculosis, heart disease, 
diabetes, chronic nephritis and others may so devitalise a woman that 
the added strain of pregnancy and ch Id birth may cause grave damage 
to her health and even endanger her life. There are also many 
conditions of abnormal health in the mother that may adversely effect 
the child in the prenatal stage. The prevention of conception will, 
in these cases, result in infants, with a small chance of survival, not 
being brought into existence. Further, apart from any specific 
disease in the mother, continued childhearing with little or no interval 
between successive pregnancies may itself constitute an undue strain 
on her physical condition and spacing of births, so as to allow of a 
return to normal health, may prove to he a definite necessity. 

(3) Parents can hardly control the complex socio-economic 
environment in which they live and, if they decide to have onlv as 
many children as they can bring up under what they consider to be 
reasonable standards of life, it is doubtful whether they can he 
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.blamed. Parents would, therefore, seem to have the right to demand 
that the State should provide suitable instruction to enable them to 
adopt family planning. 

(4) it does not seem unreasonable to anticipate that, in India, 
women of the upper and middle classes are likely to attain a 
considerable degree of socal emancipat.on in the not distant- futuie. 
There will, therefore, be before them a widened horizon of oppor¬ 
tunities for self-expression in professional and other fields. Such 
women are likely to retuse to adopt the drudgery of continuous child¬ 
bearing. Since the intelligent part.cipation of women in the intellec¬ 
tual and social life of the community should be welcome, wise family 
planning would seem to be essential in order to give women time 
and opportunity for activities outside their home. 

Arguments against Contraception 

(1) The deliberate dissemination of knowledge regarding birth 
•control will remove one of the major deterrents to promiscuity, 

which is the fear that pregnancy will result. A further danger result¬ 
ing from promiscuity is that of the spread of venereal diseases. 
■Contraceptive methods do not provide a sure safeguard against the 
spread of such infection and the general use of contraceptives may 
be fraught with serious consequences to the community. 

(2) Conduct divorced from responsibility injures the individual 
and the community. Whatever progress man has made in the 
organisation of civilised life has been through the continuous fostering 
of a sense of responsibility for the actions of individuals and of 
groups in relation to other individuals and groups. A deliberate 
.attempt to produce conditions which will eliminate or weaken this 
sense of responsibility should be undertaken only after the most serious 
-consideration has been given to all the consequences that may be 
expected. For example, there is the danger that the opportunities 
■which contraception provides for pro-marital and extra-marital sex 
relationships may seriously threaten the sanctity of home life, to the 
■detriment not only of the parents but also of the children. 

(3) Birth control practised during married life is often based on 
the desire to maintain certain standards of life. This desire may, not 
infrequently, lead to people preferring a Baby Austin to a baby. If 
such a practice becomes widespread, the consequences to the State 
may be serious through the failure to ensure the maintenance of its 
population in adequate numbers and at the age levels which are 
calculated to secure maximum productivity. This danger seems, 
however, to be relatively remote as regards India. 

(4) There are many to whom an interference with nature’s 
processes appears repugnant. 

(5) It is at least doubtful whether a contraceptive, which is both 
efficient and safe, has yet been discovered. Numerous contraceptives 
are widely advertised and used, but their effects on the woman as the 
result of prolonged use have not been fully investigated and deter¬ 
mined. Before the use of contraceptives is actively promoted, it 
seems essential to ensure that those made available to the people are 
harmless. 

(6) A birth control campaign has certain inherent dangers, which 
arise from the likelihood of the use of contraceptives being indulged in 
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more extensively by certain groups of the population than by others. 
The reason for the practice of birth control is often the desire of 
parents to provide for themselves and their children in their turn a 
reasonably high standard of life. Contraceptive practices are, there¬ 
fore, more likely to be used by the more successful and intelligent 
sections of the community than by those who are improvident and 
mentally weak. It may also be mentioned that a certain number of 
defects and diseases are known to be heritable. These include 
■congenital blindness, congenital colour blindness and congenital 
deafness, haemophilia (bleeder’s disease, an abnormal tendency 
to bleed), certain abnormalities of the nervous system and some 
forms of mental disorder. The classes which possess many of these 
undesirable characteristics are known to be generally improvident 
.and prolific. A continued high birth-rate among these classes, 
if accompanied by a marked fall in the rate of growth of the more 
energetic, intelligent and ambitious sections of the population, which 
make much the largest contribution to the prosperity of the country, 
may be fraught with serious consequences to national welfare. 

The Extent to which the State should help to promote the Birth 
Oontrol Movement 

30. Having set out the arguments for and against the practice of 
birth control we may now consider how far Governments should help 
to promote the birth control movement. All of us are agreed that, 
■when childbearing is likely to result in injury to mother or infant, 
there is every justification for the practice of contraception. In Buch 
cases it should be the responsibility of Governments to provide 
instruction regarding contraception in maternity and child welfare 
centres, dispensaries, hospitals and any other public institutions 
which administer medical aid to women. We also consider that the 
supply of contraceptive requisites should be made, free of cost, by 
the State to necessitous women -when the practice is advocated for 
.reasons of health. There is also unanimity among us in respect of 
.State action in two other directions, namely, (1) control over the 
manufacture and sale of contraceptives as in the case of food and, 
'drugs and (2) assistance from public funds towards research for the 
production of a safe and effective contraceptive. 

81. Some of us are of the opinion that, on economic grounds also> 
contraception is justified in the interests of the individual and of the 
community and that the State should provide facilities for imparting 
knowledge regarding birth control when desired for such reasons. 
The others, while they fully appreciate the importance of relating 
population to the economic resources of the country, feel that the 
active promotion by the State of contraceptive practices for eoonomic 
reasons will be justified, in view of objections to it on religious 
grounds in certain quarters, only if there is substantial support from 
public opinion. 

Practical Difficulties in any large scale Extension of Birth Oontrol 

32. In promoting birth control certain-serious difficulties will have 
■to be surmounted. Some of them are: — 

(1) the large majority of women are not suffic'ently educated to 
he able to learn and practice contraception satisfactorily;: 

(2) the people are so poor that the cost of placing a safe and 
•effective contraceptive within their reach will be enormous; 
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(3) birth control knowledge will have to be imparted to the women 
of India by women doctors or health visitors and, as the total number 
of such personnel in the whole country is at present about 2,000, this 
is an impediment of considerable importance and 

(4) certain communities look with disfavour on contraception for 
religious reasons. 

The Extent to which the Proposed Measures are likely to Restrict the 
Growth ol Population 

33. For the reasons indicated above a rapid extension of the birth 
control movement among the people, so as to provide an effective 
check on the rate of growth of population, seems to us unlikely in the 
immediate future. There also appears to us to be little immediate 
prospect of raising the age of marriage for girls by legal enforcement. 
A period of widespread educational work among the people, in order to 
convince them of the desirability of its adoption for health and social 
reasons, will have to precede any such action. On the other hand, as 
has already been pointed out, the immediate prospect is that, with the 
introduction of the proposed health services and of the measures 
designed to advance the welfare of the community, the rate of growth 
of population may show an acceleration as compared with the past. 
While recognising fully the implications of this increase in population 
we feel that the only practical steps that can be taken are (1) a 
relentless pursuit of the measures that are now being proposed for the 
reconstruction of national life in order to raise the standard of living 
and (2) the spreading of the knowledge of birth control as far as the 
limitations imposed by the peculiar circumstances of the country, to 
which we have referred, will permit. 

Genetics and Population Policy 

34. The application of knowledge regarding heredity for the 
development of a healthy and vigorous stock of different species of 
animals and plants has been made by man with remarkable success 
in respect of many forms of life. Evidently, a constructive popula¬ 
tion policy must include within its scope the investigation of the 
possible methods of improving the future composition of the commu¬ 
nity by the application of knowledge regarding heredity. Such, 
a policy would presuppose adequate information regarding the 
mechanism of transmission of desirable physical and mental 
characteristics as well as of those which should be eliminated. 
While geneticists have ascertained, in some detail, the ways in which 
certain defects are inherited, it seems correct to state that, in the 
wide field of inherited disease and defect, the interplay of both here¬ 
ditary and environmental factors is of great importance and that, 
with the existing knowledge, it is difficult to separate their effects. 
Further “far too little is known about the inheritance of human 
temperament, physique or even intelligence.”* A pre-requisite to 
the formulation and execution of an effective population policy 
directed to promote the creation of a healthy and well-endowed 
community is, therefore, the accumulation of adequate knowledge 


• Report on the British Health Servioea (1937), published by PEP (Political 
and Economic Planning). 
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regarding the hereditary and environmental aspects of the develop¬ 
ment of man’s physical and mental characteristics. In the mean¬ 
time, in some countries, particularly in the United States, laws have 
been in existence for some time for restricting the reproduction of 
the unfit by sterilisation. In England, on the other hand, the 
approach towards this problem has been much more cautious. “The 
Departmental Committee on Sterilisation in 1933, after a very 
thorough consideration of the case, recommended that legislation, 
should be introduced to make legal the voluntary sterilisation of 
persons with a definite hereditary disease or defect, and they also 
considered that, with very strict safeguards, this legislation should 
be extended to “carriers of these diseases.''* In India, so little is 
known about the distribution of inborn defects in the population that 
it appears to us premature to attempt any such legislation at present. 
We believe, at the same time, that it is desirable, as a part of the 
study of the population problem in India, that the part which heredity 
plays in the transmission of valuable human traits and of defects 
should he investigated. 

Study of the Population Problem 

35. In the chapter containing our recommendations regarding; 
vital statistics we have suggested that the Registrar General at the- 
Centre and the Provincial Registrars should publish annual reports 
on the population of British India and of the Provinces as the case 
may be, incorporating in them such information as is available regard¬ 
ing existing conditions ahd possible tendencies pertaining thereto. 
We consider it highly desirable that the population problem should be 
the subject of continuous study. Apart from the probable trend of 
population growth, such matters as differential fertility and mortality 
rates and surveys of morbidity among the various sections of the 
community are of interest and importance from the point of view of 
sound administration. The problems of heredity and environment in 
relation to population policy should also receive consideration. Such 
studies will have to include investigations “in the laboratory and in 
the field to explore the causes and antecedents of mental and other 
defects, and generally to examine fundamental factors affecting the 
composition and characters of the population”. 

36. We consider that such studies should be organised and 
conducted on as broad a basis of collaboration as possible. The 
Registrar General and the Provincial Registrars, with their respective 
staffs of trained statisticians, the Health Departments, Central and 
Provincial, and the Departments of Economics, Sociology, Statistics 
and Genetics in our universities, wherever such exist, should parti¬ 
cipate, in our view, in these studies. 

* Report on the British Health Services (1937), published by PEP (Political; 
and Economic Planning). 
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ALCOHOL IN RELATION TO HEALTH 


Introduction 

I. The subject of alcohol consumption can hardly be discussed 
without giving rjse to sharp differences of opinion. On the one hand 
there is a school of thought which considers that its use should be 
prohibited in the interests of the individual and of the community. 
Its consumption, except in strict moderation, may damage the health 
of the individual, reduce his working capacity and thus affect ad¬ 
versely the economic condition of himself and of those dependent on 
him. It is urged that total prohibition is in the interests of the indi¬ 
vidual and of society, because the excessive use of alcohol is often 
associated with violations of public decency and with anti-social acts 
such as neglect of family obligations and crimes of violence, while 
the proportion of those who can exercise sufficient control over them¬ 
selves and limit its use to such moderate amounts as will not cause 
harm to health is, it is claimed, small. On the other hand there is 
.another school of thought which claims that the moderate use of 
.alcohol has its proper place in modern civilised life with the continu¬ 
ous stress and strain which it imposes on the individual. At the end 
of a long and arduous day a small dose of alcohol promotes that re¬ 
laxation of tension and that sense of wellbeing and exhilaration which, 
it is claimed, .can do no harm to the man and probably helps him to 
readjust himself to the work that awaits him the next day. Under 
existing conditions there is, indeed, a considerable measure of justi¬ 
fication for both these schools of thought. For certain members of 
the community, with adequate mental'balance to restrain themselves 
and practise strict limitation ou the consumption of alcoholic bever¬ 
ages and with comfortable incomes which make the expenditure on 
drinks no strain on their financial resources! the deprivation of the 
desired dose of alcohol after the day’s work may well be unjustified. 
On the other hand for the many millions in this country who, after a 
day’s hard toil, do not earn sufficiently to keep themselves and their 
families properly fed, clothed and housed, the provision of a tempta¬ 
tion to throw away a part of their wages for a transient feeling of 
■contentment can hardly be considered as just either from the point of 
view of the individual or of the community. When it is remembered 
that these men are ill equipped, through lack of education and of 
social training, to place adequate restraint on themselves, it will he 
recognised that the damage that can be caused to their welfare and 
that of their dependents may indeed be great. 

Certain Generally Accepted Pacts regarding Alcohol in relation to 
Health 

(1) The main action of alcohol is on the nervous system. It de¬ 
presses the higher centres of the brain. The stimulant action popu¬ 
larly attributed to it is due to a relaxation of tension. With the ex¬ 
ception of its action on the respiratory system alcohol never stimu¬ 
lates. 

(2) In very small doses it has a sedative effect. It therefore 
helps to soften the harshness of life and to increase the enjoyment 
of social intercourse. It produces a temporary sense of well-beiag 
which is technically described as euphoria. But even a small dose 
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of alcohol seems to impair the precision of an act demanding coordi¬ 
nation of muscular effort. Jameson and Parkinson in their “Synop¬ 
sis of Hygiene” state that “Physiological tests on the competence 
■ of motor-drivers indicate that driving may be affected by concentra¬ 
tions of alcohol much smaller than those needed to affect the be¬ 
haviour in ordinary clinical tests.” In larger doseB intellectual pro¬ 
cesses are impeded or suspended and even coarse muscular move¬ 
ments are rendered difficult or impossible. 

(8) As a food it requires no digestion before it is absorbed into 
the blood. It is, however, of little value as an ordinary source of 
• energy because of its harmful effects on the higher nervous centres. 
Unlike other foods it cannot be stored in the body to be drawn upon 
:irs required. - If taken frequently, the human body is never free from 
,it and certain deleterious changes in the liver and other organs are 
brought about. 

(4) In medical treatment alcohol serves but a limited purpose- 
In cases of fainting a small dose of alcohol, by weakening the “ex- 
-cessive check on the heart action exercised by the nervous centres, 
and, on account of its sedative influence on the higher levels of the 
‘brain”, may exert a temporary beneficial influence in relieving pain 
and anxiety. But the general medical outlook regarding the use of 
■alcohol in the treatment of disease has considerably changed. We 
may sum up the position in the following words of the late herd 
Moynihnn : — 

“It is difficult to realise that 50 years ago the use of alcohol was 
-considered necessary in the treatment of disease and advisable for 

the maintenance of good health.... .Today medical science is of 

•one mind that alcohol, while it has its uses, is unnecessary and often 
harmful in the routine treatment of disease.” 

(5) As regards its effect on mortality, a comparison between total 
abstainers and non-abstainers shows that the former are longer lived. 
In the book already referred to, Jameson and Parkinson state that 
“Insurance companies have found that the expectation of life is 
some three and a half years less for non-abstainers than for total 
abstainers.” The extent to which alcohol affects longevity depends 
on the amount consumed by the individual from day to day. 
Detailed studies of mortality statistics of American and British life 
insurance companies seem to suggest that: 

“1. Moderate users of alcohol, who touch it only occasionally 
and then in moderation, are probably as long lived as total abstainers, 
provided they always maintain moderate habits in all phases of 
jiving. 

“2. Those who drink moderately, say, an average of two glasses 
of beer or one glass of whisky per day, have a higher mortality than 
the average, partly due to a percentage of them eventually exceed¬ 
ing this moderate consumption. 

“3, Those who drink occasionally to the point of intoxication, or 
have a few protracted sprees yearly are distinctly shorter lived than 
the average.”* 

* The article entitled “ Longevity and mortality as affected by the use of 
.alcohol ” by Arthur Hunter in the oo-operative study, “Alcohol aud Man,” pub. 
dished by SiacMillan and Co., New York (1932), page 342. 
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OUR RECOMMENDATIONS 
Certain General Considerations 

2. Drinking has, as pointed out by Professor Sigerist in his book 

“Civilisation and Disease’ 1 , two main causes. “One is social and eco¬ 
nomic. Misery, poor living conditions, lack of education and of re¬ 
creational facilities drive a man into drinking. In Russia in 1913, 
the annual consumption of vodka amounted to 8-1 liters or more than 
2 gallons per person, and the average worker spent over a quarter of 
his wages on liquor. When conditions of the working population 1 
changed after the Revolution the per capita consumption of liquor 
dropped steadily. It was 4-5 liters in 1931, 3-7 in 1935. Whenever 
people are hard pressed by a sense of misery and oppression, the 
more will they be inclined to seek oblivion in drink. And the more 
they take to drinking, the more oppressed and wretched they be¬ 
come....,,....Another cause of harmful drinking is to be sought 

in folk customs and group habits. Since alcohol removes inhibitions^ 
and makes people talk more freely, it became the custom to drink 
alcoholic liquors whenever people gathered for social intercourse. 
This alcoholisme mondam, as the French call it, affects the most 
highly education classes. It is not so spectacular, but has neverthe¬ 
less very deleterious results.” A campaign for reducing alcoholism 
in the community must therefore take into account both these 
factors. A rise in the standard of living accompanied by the 
provision of educational and recreational facilities on as wide a scale 
as possible seems to be essential to ensure the success of the cam¬ 
paign. The harmful effects of convivial drinking can be brought 
home to the people and their cooperation secured for its effective 
control only through education. 

3. The use of alcoholic beverages by human communities dates 
back to the earliest times and it is not therefore surprising that the 
ill effects of its immoderate consumption should have been recognised 
and that strong attempts to restrain and even prohibit its use by 
various communities should have been made through the compulsive 
force of religious practice- “It was not, however, until the experi¬ 
mental methods of pharmacology and psychology revealed with 
exactness the nature of the action of alcohol on man’s body and mind 
in health and disease, under dosage of all sir.es and conditions, that 
what may be called the twentieth century attitude towards the drug 
developed.”* While even now, in the press and among the public 
generally, varying views are held regarding alcohol as a problem 
affecting the individual and the community, there exists a body of 
scientific knowledge on the subject which, if spread sufficiently wide¬ 
ly among the people, will provide in due course the most effective 
means of securing the largest possible measure of agreement towards 
the formulation and. enforcement of a sound policy for regulating the 
use of alcohol. From this point of view also we feel that education 
should be placed in the forefront of our programme of reoommenda-, 
tions. 

4. The question of dealing with alcoholism raises at once the de¬ 
sirability or otherwise of enforcing prohibition. The latter raises 
many questions for consideration which fall outside the scope of en¬ 
quiry of a Committee such as ours, the main interest of which is 

* " Alcohol, its effects on man ” by Haven Emerson, M. D. (Seethe preface), 
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centred on the health aspect of the alcohol problem. Prohibition, 
-on the other hand, introduces various other considerations such as 
the extent to which its enforcement is likely to be supported by 
public opinion, the possibility of certain evils coming into existence 
in the event of the introduction of this measure being much in ad¬ 
vance of public opinion and the administrative aspects of the pro¬ 
blem, including questions of finance and of effective preventive w<jrk. 
These matters fall clearly outside the range of our investigations. 
Nevertheless, from what has been said earlier about the importance, 
from the standpoint of health, of restricting the consumption of 
alcohol to the greatest possible degree of moderation, we cannot 
absolve ourselves of the responsibility to put forward certain propo¬ 
sals directed to serve this purpose. We feel, at the same time, that 
legislative and administrative measures, however cleverly designed 
and enforced, cannot achieve the desired result unless the intelligent 
^cooperation of the people can be secured in the enforcement of these 
measures. From this point of view also education of the people 
should form an essential part of the campaign against alcoholism. 

Although we do not propose to express my definite view either 
for or against prohibition we shall refer to one aspect of this subject 
at a later stage in this chapter. 

Education regarding the Fundamental Facts in relation to Alcohol ; 

5. We understand that, in the United States, all but two States 
(Arizona and Wyoming) have laws requiring that all schools support¬ 
ed partly or wholly from public funds should include, in their curri¬ 
cula for children, courses of instruction dealing with the effects of 
alcohol and other narcotics on the human system.* We desire to see 
such provision made in this country also. In providing such instruc¬ 
tion it is in our view essential that all the fundamental facts relating 
to alcohol should be made available to the school children and that 
•controversial views, which are generally based more on personal pre¬ 
dilections than on a dispassionate review of the problem, should be 
arvoided as far as possible. The socio-economic aspects of the prob¬ 
lem should not, however, be ignored. A body of scientific facts 
presented without any reference to their social consequences fail to 
stir the imagination of most people and particularly of children. We 
would suggest that proper text books on the subject should be pre¬ 
pared by some central agency and that they should be translated into 
all the languages of individual provinces by the respective Provincial 
•Governments. In doing so it should be possible to include material, 
diagrammatic and narrative, which will give a local colour to the 
different subjects that are discussed. We strongly believe that such 
instruction will, when carried out over a period of years, create a 
new generation of men and women who will help to solve the problem, 
both in its individual and community aspects, without the handicaps 
of undue inhibition against, or of established predilection for, alcohol 
arising probably from the social surroundings in which they are 
brought up. Such instruction is equally necessary for the older 
members of the community, although we believe that the results 
obtained are not likely to be so lasting as in the case of children. 
The approach towards educating the adult in respect of alcohol will 
T have to be developed on a wide basis and the methods to be adopted 


* “ Alcohol, its effects on man,” by Haven Emerson, M. D. (See the preface). 
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■will form a part of the general programme of action against alcoholism 
which will be discussed in the succeeding paragraphs. 

Oert&in Other Suggestions for Combating Alcoholism and for 
Bestriding Alcohol Consumption to the Minimum 

6. The alcoholic habit is in this country largely confined to cer¬ 
tain sections of the population. The Mohammedans are prohibited 
its use and certain sections of the Hindus have also similar religious 
restrictions placed on its consumption. These restrictions are in the 
main being observed by these sections of the population. There 
still remain large groups among the Hindus to whom the use of 
alcohol is not forbidden. This is also the case with some other com¬ 
munities in the country. Among these the consumption of alcohol 
exists to a greater or lesser extent while, in urban areus, a loosening 
of the traditional restrictions brought about by modern conditions 
has introduced the drink habit to a varying extent among all classes- 
of the people- In the villages, on the other hand, the force of cus¬ 
tom and the pressure of local public opinion have in the main tended 
to limit the consumption of alcohol mostly to those who have been 
traditionally accustomed to it. We would therefore suggest that the- 
problem may be dealt with somewhat differently in the towns and 
in the countryside. 

The Urban Areas 

7. Here, apart from the special features to which we referred irt 
the previous paragraph, another important factor is, in mainy cases, 
the presence of varying proportions of industrial workers, who live 
either interspersed among the general population or in colonies 
mainly inhabited by persons of their own class. The drink habit is 
widely prevalent among such workers, some of the reasons being (1) 
that they are largely drawn from those sections of the community 
to whom the use of alcohol is not forbidden and that they might 
therefore have been accustomed to its use in the villages from which 
they migrated, (2) that these workers live often without their fami¬ 
lies and are therefore likely to find few opportunities for relaxation 
after a hard day's work except through the escape from reality that 
alcohol offers and (8) that they have more money to spend on drink 
through the larger wages they earn. 

8. In referring to the social and economic aspects of the drink 
problem we have pointed out how unjustifiable it is that many 
millions in this country should spend a proportion of their wages on 
drink, although their earnings are quite insufficient to meet such: 
essential needs, in respect of themselves and of those dependent on 
them, as adequate food, clothing and housing. Industrial workers; 
and other relatively large sections of the population in urban areas 
belong to this category and measures designed to restrict the use 
of alcohol by them cannot be commended too strongly for adoption 
for health and economic considerations. 

9. In the first place there should be an attempt to restrict the 
consumption of alcohol on as- wide a scale as possible. The neces¬ 
sary measures will include the strict control of existing liquor shops 
and the severe restriction or even the prohibition of the opening of 
new shops, particularly in the areas occupied by the poorer sections 
of the community including industrial workers. There should be 
a reduction in the hours of sale of alcohol. The alcoholic content of 
the beverage sold in such places for public consumption should be 
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within certain limits to be prescribed by the Provincial Government, 
The aim should be to make places, where alcoholic beverages are 
permitted to be sold, decent establishments where a high standard 
of cleanliness is maintained and suitable alternative refreshments are 
provided, so that a man can take his family and order food along with 
drinks. The experience in the West i$. that, under such conditions, 
the excessive consumption of alcohol is generally checked. 

10. Side by side with such measures there should be provision 
for the supply of non-alcoholic beverages- Milk bars, tea and coflee 
shops, if run on cheap lines, can help to divert the craving for intoxi¬ 
cating drinks into less harmful channels. The desire for alcohol at 
the close of the day is perhaps partly stimulated by the lack of 
opportunities for other forms of useful activity, including recreation 
and social intercourse. We believe that, if the proposed post-war 
educational developments will create facilities for adult education, 
general and technical, on a wide scale and if increased opportunities 
for successful careers are provided to ambitious men and women, the 
incentive for conserving and spending money and energy - " on lines 
likely to lead to self-advancement will become sufficiently strong to- 
prove a deterrent to the wasteful pursuit of transitory pleasure to 
which alcohol opens the way. Side by side with such developments 
there is abundant room for the promotion of social and recreational 
facilities. These coupled with the opportunities for educating the 
grown up population in the fundamental facts relating to alcohol, 
which the adult education programme will provide, are bound to bear 
fruit in the course of years hv increasing the active cooperation of the 
people in the campaign against alcoholism. 

11. In the meantime the control exercised bv Governments over 
the sale of alcoholic beverages to the people should be as stringent as 
possible. The Provincial Governments obtain today a substantial 
part of their revenues from alcohol. We agree with Haven Emerson 
that “little ecouomic merit can he claimed for a system of taxation 
which raises any considerable part of the public, revenue from the- 
sale of alcohol, unless, as a part of the plan of government, this tax 
money is used to reduce the extent of facilities for the sale of alcoholic 
beverages; to promote observance of restrictive laws; to meet the- 
cost of prevention, care and treatment of alcoholism amoDg the con¬ 
siderable number of persons whose health will be injured and whose 
earning capacity will be reduced by the use of alcohol’It seems 
important to us that a substantial part of the money so dp.rived 
should be devoted by Governments in this country to measures de¬ 
signed to prevent the spread of alcoholism and to rehabilitate those 
whose health and working capacity have been injured by the excessive 
use of alcohol. 

Treatment and Rehabilitation of Alcoholics 

12. The treatment of acute and chronic alcoholism is essentially 
a medical problem and adequate provision should be made for it as 
a part of the general health programme. The rehabilitation of the 
chronic alcoholic is, however, a much wider problem. Here, apart 
from any medical measures that may be adopted, there is the ques¬ 
tion of re-educating him to a saner outlook on life and his resyionsi- 
b'ilitv towards those who are dependent, on him. The, rescuing of 
the growing children in the home of such an individual from the de¬ 
grading effects of hrutish behaviour resulting from drunkenness is arr 
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equally important matter. We would suggest that the establishment 
of houses of detention for those alcoholics who require segregation 
and treatment, medical and social, should receive serious considera¬ 
tion. Legal sanction for such detention will, no doubt, be required 
and the question of acquiring the necessary powers should also be 
considered. The dependents of the person so detained may, in many 
cases, require support until the individual is set free and hiB earning 
capacity is re-established. The provision of such medical aid as 
may be necessary can also be made a part of the organisation estab¬ 
lished in the house of detention. 

13. In this sphere of activity voluntary effort can render valuable 
help. The rescuing of the individual back to normality can be 
helped enormously by properly directed efforts in which social 
workers smd religious leaders should, in our view, take an active 
part. Indeed, the possibility of organising and maintaining such 
houses of detention under voluntary auspices, with generous support, 
financial and technical wherever necessary, from the State may well 
be considered. If such institutions are maintained under private 
auspices, the State should ensure that they attain certain definite 
standards of efficiency which it prescribes. 

The Kural Areas 

14. The problem is essentially the same in the rural areas as in 
the towns. A point of difference, however, is that in the former the 
alcoholic habit is, in view of the pressure of local public opinion, 
likely to be confined mostly to those classes which are traditionally 
accustomed to its UBe. It should be comparatively easier to pick out 
chronic alcoholics in a village than in a town. The development of 
a strong public opinion ugainst drunkenness should alBo bo easier. 
But the provision" of medical and other remedial measures and the 
mobilisation of voluntary effort to promote activity on the lines indi¬ 
cated in the previous paragraph may not prove as easy in rural areas 
as in the larger urban centres. While therefore we recognise that the 
problem of alcoholism in the rural areas is no less important than in 
towns we would suggest, in the first instance, the inauguration of the 
campaign against it on the elaborate lines suggested above in a few 
■ of the larger cities and towns in each province and its gradual exten¬ 
sion to other parts later. 

• Certain Common Measures for Urban and Bur&l Areas 

15. We wish, however, to see certain parts of the programme 
extended simultaneously all over the country. These are a strict 
control of existing liquor shops towards the maintenance of better 
standards of cleanliness, a reduction of the hours of sale and the regu. 
lation of the alcoholic content of the beverage sold to the public for 
consumption. The opening of new shops should be severely restricted 
and even prohibited in close proximity to the areas where industrial 
and other workers live. 

16. The consumption of alcohol, during working hours, by per¬ 
sons engaged in certain occupations is dangerous to themselves and 
to others. For instance, pilots in charge of aeroplanes and motor 
drivers should he forbidden alcohol during working hours- It should 
be an offence punishable under the law for such persons to be found 
"in a drunken state when engaged in their respective occupations. 
We have given these only as typical instances and there are many 
•others in which the use of alcohol should be equally forbidden in 
the interests of the community. 
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17. There is abundant evidence to show that the efficiency and 
output of the industrial worker are lowered by alcohol and that the 
accident rate is raised.* The enforcement of total abstinence during 
working hours appears therefore to be of advantage from the point of 
industry and of workers alike. 

Recent Prohibition Experiments in certain Provinces 

18. A few years ago certain Provincial Governments introduced 
prohibition in limited areas within their territories and the scheme 
worked for varying periods in the different provinces. In 1940 the 
Central Advisory Board of Health, after reviewing the reports which 
it received from the provinces concerned, came to the conclusion that 
the material available would not justify judgment being passed 
either in favour of or against prohibition. The desirability of asses¬ 
sing the effect of prohibition on the health of the inhabitants of the 
areas concerned was, however, stressed. As far as we are aware 
prohibition has been abolished in all the provinces. If the scheme 
is revived at a later date we would strongly recommend that the 
following suggestions should be adopted. 

19. The effects of prohibition on the health of the people may bo 
twofold, (1) the direct effect on habitual drinkers as the result of 
alcohol being withheld from them and (2) the indirect effect on the 
health of their dependents through more money Being made avail¬ 
able fov food, clothing and other necessities. We would, therefore, 
suggest that, before prohibition is introduced in an area, a prelimi¬ 
nary survey should be carried out for the purpose of assessing the 
health and economic condition of the habitual drinkers and their 
dependents. Such a survey will obviously have to bo limited to 
certain selected towns and villages in the area concerned. These 
should be taken on the basis of such selection as will secure "for them 
collectively a representative character in respect of the area under 
prohibition. This preliminary survey should be followed by annual 
surveys which cover the same individuals and their dependents. 
Information collected on these lines for a few years should make it 
possible to draw reasonably satisfactory conclusions regarding prohi¬ 
bition in relation to the health and general welfare of the people. 

20. It is desirable that such surveys should be conducted on a 
fairly uniform basis in the different provinces so that comparable 
data may be obtained- We suggest that the Central Health Depart¬ 
ment should, in consultation with the authorities in the provinces in 
which prohibition was tried, draw up detailed instructions regarding 
such surveys and make them available to Provincial Governments. 
Other Narcotics 


21. While we have confined ourselves to alcohol in thiB chapter 
there are other narcotics the consumption of whioh also produces 
harmful effects. Examples are, opium, charas, ganja and others. As 
far as we are aware there is no reason why their use should not be pro. 
bibited except for medicinal purposes. We recognise that there are 
varying proportions of the population in the different provinces who are 
accustomed to. their use for long periods. We would suggest a 
gradual reduction in the quantities of these drugs which are made 
available to the people and their complete elimination from public 
consumption within a period of about ten to fifteen years. 


* See pages 354-301 of “ Alcohol and Human Life ” by C C 
edition) 1938, published by H. K. Lewis and Co. Ltd., London. 


Weeks (Second' 


497 




CHAPTER XXX 

THE INSTITUTION OF A MEDICAL LIBRARY SERVICE 
ADEQUATE FOR THE REQUIREMENTS OF INDIA 

1. It is evident that one of the prime needs of an intellectual 
community is an effective library service, and this is more especially 
the case where a highly technical subjept such as medical research 
is concerned, India is at a great distance from the other centres 
Of scientific thought, and she must inevitably draw her knowledge 
of advances and discoveries from books and journals published in 
other countries. She must, in that respect, be largely self-contained 
and her need for a full and well-selected Central Library is even 
greater than that of Europe and America, where facilities for the 
dissemination of knowledge are more highly developed. Such a 
central library should be fully adequate both for reference and for 
the purposes of research. It should be linked with a chain of smaller 
regional libraries in the more important centres of medical research 
and education in the provinces, by a flexible and extensive service of 
exchanges. 

2. We are told that there is at present no medical library in 
India with more than 11,000 volumes, apart from bound numbers 
of periodicals, while the library in the office of the Director General, 
Indian Medical Service, contains only 20,000 volumes. India has 
not the funds to enable her at present to„institute a library com¬ 
parable with the more important medical libraries of the world, such 
as Washington with its 420,000 volumes, Leningrad with 600,000, 
Paris with 500,000 or even with that of the Royal Society of Medicine 
in London with 160,000 volumes. It seems to us, however, to be 
not unreasonable that we should recommend the establishment in 
India of a Central Library, providing, in the first instance, for the 
housing of 60,000 to 100,000 volumes. 

3. A medical library of about the size that we have jn mind exists 
on the Pacific Coast of America—the Lane Medical Library at 
Stanford University housing, in 1928, a representative collection of 
455,000 volumes- along with a large collection of pamphlets and re¬ 
prints, and subscriptions to 460 journals from -all parts of the 
■world. Owing to the geographical situation of California and its 
distance from the more important centres in the Eastern States this 
Imrary has to be relatively self-contained. The problem was in 
many ways parallel to that wh'^h India will have to face and a 
study of the manner in which it was dealt with should prove profit¬ 
able to us.. The special building which houses the library cost 
160,000 dollars (Rs.' 4J lakhs) with reading-room space for 140 readers 
and stacks to hold 7'5,000 volumes with ample provision for expan¬ 
sion. The budget for the year 1927-28 was 17,150 dollars (half a 
lakh) "exclusive of heating and lighting. Of that sum 8,792 dollars 
were allotted to salaries and 8,357 dollars to books, periodicals and 
binding. 

4. -We feel that the following quotation from Miss Janet Doe’s 
recent “Handbook of Medical Library Practice” (1943) sums up so 
well our own conception of what is required from a library of this 
type that we reproduce it from the original text. 

“A well-rounded medical library must consist in major part 
of periodical material, including journals and serials 
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of many types. It is a reversal of the proportion 
obtaining in a general library to find these forming the 
backbone of the medical collection. They contam the 
first recorded reports of scientific discoveries and 
additional ever mounting comments, criticisms and 
supplements on these reports. After periodical litera¬ 
ture, monographs and text-books on special subjects are 
a necessary part of the library. Reference books of 
many varieties are needed. Some of these are the same 
as those- in general use but the majority vary widely 
from this list. Pertinent medical information, whether 
it be published in government documents, society or 
hospital reports, health surveys, vital statistics, medical 
school catalogues, congresses or elsewhere, must be 
discovered and placed in the library. All this literature 
must cover material on the basic sciences, on general 
medicine and on the specific fields in medicine in the 
proportion needed by the library clientele. It must 
represent not only publications in the English language 
hut outstanding contributions from all over the world, 
either in original or abstract form. Moreover, back¬ 
ground material, as histories, biographies and auto¬ 
biographies, rate books, incunabula, economic studies 
and ethical discussions are desirable in a well equipped 
library. Such a collection should also, if possible, 
include works of cultural value for medical readers and 
books with a medical background written by physicians 
and non-medical writers. 

“The intensive research usually in progress at a medical school 
presupposes a library stocked with data or work done 
on medicine and its accessory sciences in all countries 
and all ages. This means it must contain or have access 
to a large collection of periodicals, monographs, atlases, 
textbooks, encyclopedias and other literature to supple¬ 
ment the professor’s private library and the student’s 
textbooks. In addition, the library must be able to 
supply medical and vital statistics, book publication 
information, biographical data about physicians and 
scientists and other reference material upon request-. 
And finally it may be called upon to provide writings 
on the history of medicine and cultural medical litera¬ 
ture. This is an ideal. If it cannot be attained in 
practice, it , must be approximated by purchases 
emphasizing the general and special interests of faculty 
members.’’ 

Obviously the collection and supervision of such a library must 
be the work of a highly trained librarian, specializing in medical 
literature. Miss Doe offers valuable information as to the avail¬ 
ability of such librarians in the U. S. A. 

"To staff these libraries, workers have been enticed or 
commandeered from general and special libraries, from 
library schools, from the clerical staff of hospitals or 
medical schools and from doctors’ offices. Seldom, 
indeed, has it happened that a medical library could 
secure a librarian with both professional library training 
and education or experience in the medical sciences. 
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Library schools have been unable to give the requisite- 
specialized training—though two or three now offer- 
brief extension courses; it is only within the past few 
years that internships in medical libraries have become 
possible, and they are still few. An exceptionally 
definite need exists, therefore, for a means of liaison 
between the medical library and the sources from which 
it must draw its librarian.” 

5. We are fully persuaded that, in order to put the proposed service 
on a sure foundation, it will he necessary for an exploratory survey 
of the facilities existing in the United Kingdom, the United States 
and elsewhere to be undertaken by one or two officers (of whom at 
least one should be an Indian) deputed for the purpose. 

A suitable programme for such a deputation is suggested below: — 

(1) A study of medical libraries in the U.S.A., such as those at 
New York, Boston, Philadelphia, Baltimore, Washington and the 
Lane Library at Stanford University. Contacts, inter alia, with the 
Bockefeller Foundation, the Surgeon General’s Library, the Medical 
Library Association and publishers of medical literature. 

(2) A study of the medical libraries in the U.K. especially those 
of the Royal Society of Medicine, the Royal College of Surgeons and: 
the Radcliffe Library at Oxford. Also the National Central Library 
regarding exchange facilities between libraries. 

(3) Investigation of the scope of translation, abstracting, photostat 
and micro-film services from United States of America and United- 
Kingdom. 

(4) Obtaining rough estimates from various sources of estimates 
of cost in respect of buildings, staff and other facilities which should, 
be provided. 

6. We suggest that there should be, in London, a correspondent of 
the library, who will watch its interests in the West and act as the 
channel both of information and of supply in matters concerning the 
library service. 

7. If an experienced librarian proves to be immediately available, 
we suggest that he should be engaged on a preliminary two or three 
years’ contract to work in the first instance in the Directorate of 
Health together with the Indian officer who has made the survey,, 
in establishing a catalogue of books and periodicals to form the 
nucleus of the Central Library, and initiating courses of training for 
junior members of the library staff and also in consulting with the 
architects engaged on plans for the library. 

8. The Central Library we envisage is one chiefly devoted to re¬ 
search and should be established in association with the All-India 
Medical Institute we have recommended. When similar Medical 
Institutes are established elsewhere they will have to be provided 
with their own libraries. A case can be made out for an entirely- 
separate Library in the Directorate of the future civil Health Service, 
devoted to general reference and to the problems of administration. 
We prefer, however, to leave that question, together with proposals 
for the establishment of regional libraries, to the consideration of the 
Governments concerned after the survey which we have suggested 
has been completed, when fuller and more exact information wilt’ 
be available. 
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9. In a recent number (February 1945) of the Bulletin of the 
History of Medicine, Professor Henry E. Sigerist drew attention to 
the need for an Institute of the History of Medicine in India, and 
made the following suggestions which are germane to the present sub¬ 
ject and worthy of consideration when planning is to be done. 

''The staff will require tools for research, that is, collections 
and among them primarily a collection of books. The 
library of the Institute will include the basic medico- 
historical literature—books and journals—medical texts 
in the best editions and translations available, and as 
many reference books as possible. It should also 
include a number of non-medical books, such as basic 
books on political, social and economic history, the 
history of philosophy, religion and other disciplines, 
books that are constantly needed for general orientation. 

“The Institute will in addition collect other documents per- 
taming to the me'dical history of India, manuscripts, 
photographs, portraits, objects such as instruments, 
etc., and it may consider the creation of a museum of 
indigenous drugs.” 

He suggested further that “it would be advisable to build the 
Institute of the History of Medicine in connection with, or as an 
annex to the Library, so that the technical administration of the 
Institute could be handled by fnrecial employees of the Library. This 
would permit the staff of the Institute to devote all their efforts to 
research and the teaching of students”. 
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LEGISLATION 

1. We do not propose to make here any detailed survey of the 
health legislation which is likely to be required for the execution of 
the programme we have set forth in the preceding chapters of this 
volume of the report, or to make specific recommendations regard¬ 
ing the manner in which the existing laws should be amended or 
added to. We feel that we are not competent to undertake either 
of these tasks satisfactorily. As regards the survey we believe that, 
even if it be carried out by a more competent agency than our¬ 
selves, the full range of legal enactments which may be required is 
not likely, to be covered. Legislation and administration constitute 
parallel lines of state activity, which continually act and react on 
each other, with the result that the implementation of our programme 
is bound to produce, as it proceeds, the need for legal powers in 
various directions, which can hardly be anticipated at this stage. The 
manner in which changes in the existing law should be made to suit 
the requirements of our health scheme is a matter for consideration 
by Governments in consultation with their legal advisers. While 
recognising these facts we consider it desirable to give in one place 
a brief review' of the more important matters on which we have re¬ 
commended legislation in different parts of our report. The present 
chapter attempts to carry out this purpose. 

2. Our proposals for legislation fall mainly under four heads: — 

(1) those which are intended to assist in the formulation and 
execution of a national health policy based on the largest possible 
agreement between the Central and Provincial Governments and to 
promote the co-ordination of central and provincial health activities; 

(2) those which are designed to improve health administration 
in the provinces, particularly the standard of such administration in' 
local areas; 

(3) those which are required for conferring special powers on- 
health authorities to enable them to carry out their duties more- 
effeetively than they are able to do at present and 

(4) those which are intended to give statutory sanction to certain, 
proposals of ours, e.g,, the All-India Medical Institute, certain 
aspects of which involve departures from existing administrative 
procedure. 

We shall now refer briefly to the legislation likely to be necessary 
under each of these heads without going into a detailed considera¬ 
tion of the reasons for the establishment of the institutions or 
approval of administrative policy for which legislative sanction is to. 
be sought: These matters have been discussed in the relevant places. 
We shall refer only to the more important matters requiring sanction 
by the legislature. 

The Formation and Execution of a National Health Policy and the 
Co-ordination of Central and Provincial Health Activities 

3. We have recognised the retention, as far as possible, of the large 
measure of autonomy which the provinces have enjoyed for some¬ 
time past, and have suggested that the Centre should promote the 
development and co-ordination of provincial health activities mainly 
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by the provision of machinery for mutual consultation in the formula¬ 
tion of the national health policy, by a system of grants-in-aid from 
Central Funds to the provinces and by the offer of technical advice 
to provincial health authorities. At the same time, we feel that, 
in certain exceptional cases, it may become necessary for the Centre 
to intervene in the affairs of a province in the interests of the 
country as a whole, and have therefore suggested that the Centre 
should be armed with the necessary legal powers. Our proposals to 
serve these purposes include:'— 

(a) the establishment of a statutory Central Board of Health with 
the Central Minister of Health as the Chairman and Provincial 
Ministers of Health as members. 

The Board will provide the forum for the discussion and formula¬ 
tion of a health policy based on the largest measure of agreement 
between the Centre and the Provinces. Through the opportunities 
that it will provide for mutual consultation, the Board will assist in 
the carrying out of that policy with the least possible friction 
between the different Governments. The Board will also be res¬ 
ponsible for recommending, to the Central Government, proposals for 
the distribution of grants-in-aid to the provinces. 

(b) a modification of the existing relationship between the Centre 
and the Provinces to the extent of enabling the former to intervene, 
without delay and effectively, in provincial health administration in 
circumstances in which dereliction of duty by a Provincial Govern¬ 
ment jeopardises the health not only of those under its charge but 
also of those living in adjoining areas outside its jurisdiction. 

Normally the Centre is expected to act, on such occasions, only 
after consulting the Central Board of Health. Where immediate 
action is required, the Central Government should report to the 
Board the measures it has taken with the least possible delay. 

Improvement of Provincial Health Administration 

4. Here the measures necessary relate mainly to the sphere of 
health administration in local areas and statutory sanction will be 
required for: — 

(a) the creation of district health boards on the lines indicated by 
ns; 

(b) the provision of power to the provincial Minister of Health 
to enforce compliance by the Board with the policy laid down by 
him; 

(c) in the areas under our scheme (i) the provincialisation of all 
classes of health workers and (ii) the conferment upon the Govern¬ 
ments of other provinces, of powers similar to those that exist in the 
province of Madras whereby the head of the Public Health Depart¬ 
ment can recommend specifio action by local health authorities in 
particular directions for the improvement of the public health and 
can enforce their execution, subject to the concurrence of the Pro¬ 
vincial Government, and 

(d) in the areas outside o»r scheme, the provincialisation of those 
classes of health personnel which are now recruited and maintained 
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on a provincial basis in M<adras and the provision of the powers 
referred to in (c) (ii) above. 

Special Legal Provision lor enabling Health. Authorities to cany out 
their duties effectively 

5. We have discussed, in the different sections of our report, the 
legal provisions which are required, in our view, to supplement the 
existing powers of health authorities in order to improve health 
administration in its different branches. We shall refer here only 
to two matters, namely, the control of infectious disease and an 
improvement of the purity and quality of the community’s food 
supply. In doing so our main purpose is to emphasise the part 
the Central Government can play in both these fields of health 
administration to supplement what is now being done by Provincial 
Governments. 

(a) Control of infectious diseases. —In view of the urgent need for 
controlling the incidence of malaria, which is by far the most im¬ 
portant among the infectious diseases prevalent in India from the 
point of view of morbidity and mortality, we consider it essential that 
adequate powers for the enforcement of antimosquito measures should 
be conferred on local health authorities on the lines indicated by us. 
AnotHter important provision is that primary vaccination and revacei- 
nation against small-pox should be made compulsory in areas where 
these provisions do not exist at present. 

In the chapter on quarantine we recommended that, in order to 
prevent the inter-provincial spread of infectious disease, the Central 
Government should be given certain legal powers based on existing 
practice in the United States. We described briefly the powers 
which the Federal Government in that country possesses for this 
purpose and suggested that any modification of the existing law in 
India, which may be required to enable the Centre to perform such 
functions, should be brought about without delay. 

We also recommended the drawing <up, by the Central Health 
Board in consultation with their health advisers at the Centre and 
in the Provinces, of a memorandum of instructions to be followed by 
the Central and Provincial Health Departments in order to promote 
joint action, on an effective basis, when inter-provincial spread of 
infectious diseases threatens or actually takes place. These instruc¬ 
tions can be given legal sanction if they are issued as statutory 
rules by the respective Governments under the powers they already 
possess or which they propose to acquire under a consolidated Public 
Health Act, the enactment of which we have recommended in 
Chapter XVII of this volume of the report. 

We consider that action on the lines indicated above is essential 
for strengthening the existing law for the control of infectious 
diseases. 

(b) Control of the punt]) and quality of the community's food 
supply. —Besides the recommendations we have already made under 
these headB in the relevant places, which relate mainly to provincial 
action, we may put forward here a suggestion for enabling the 
Central Government to play an important part in this field in so far 
ns inter-provincial trade in food is concerned. This recommenda¬ 
tion is also based on existing practice in the United States. In that 
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country, while the fixing of standards of purity and their enforce¬ 
ment in respect of all articles produced and consumed within a State 
are the responsibilities of the Government of that State, any article 
which seeks to enter the field of inter-State commerce must conform 
to standards prescribed and enforced by the Federal Government. 
The latter possesses powers of inspection, within the State, of the 
premises and of the processes of manufacture of the article con¬ 
cerned, as well as of taking samples there and at all the stages of 
storage, transport and distribution to the public. In India many 
articles of food enter the field of inter-provincial commerce. Most of 
the dairy products (e.g ., ghee, butter, khoa) come within this cate¬ 
gory as well as edible oils and tea and coffee. The enforcement of 
the food adulteration law is a provincial responsibility and, although 
the Central Advisory Board of Health recommended the adoption of 
common standards by all provinces, it is understood that such 
.uniformity has not been attained in respect of all articles of food. 
Moreover, the enforcement of the food adulteration law in the pro¬ 
vinces leaves much to be desired. In these circumstances, if the 
Centre can enter the field and assist in the enforcement of the 
required standards, an advance will undoubtedly be made in the 
control of food adulteration. 

As regards an improvement of the quality of the community’s 
food supply, we drew attention in the chapter dealing with nutrition 
to the Agricultural Produce Grading and Marking Act which is 
intended to facilitate such improvement and pointed out that a 
number of agricultural food products is already under the operation 
of this Act. We also recommended there that the principles of this 
Act should be made applicable to articles of food other than agri¬ 
cultural. This is an Act of the Central Legislature and we suggest 
that the Central Government should give early consideration to this 
recommendation. 

Legislation in connection with certain other proposals of ours 

6. The more important of these proposals are those relating to: — 

(a) the All-India Medical Institute; 

(b) the establishment and maintenance of institutions in the 
provinces for providing, on an all-India basis, postgraduate training 
facilities of a high order and 

(c) the Central and Provincial Water and Drainage Boards. 

In regard to the All-India Medical Institute we have recommend¬ 
ed that the recruitment of its staff should be through its Medical 
Faculty consisting of its professors and not through the channel of 
the Federal Public Services Commission. This departure from the 
normal procedure for recruitment and certain other matters in con¬ 
nection with this Institute would seem to require statutory sanction. 

Similarly, our proposals for developing postgraduate training 
facilities to serve the needs of all provinces involve questions of ad¬ 
ministrative control and apportionment of cost between the Centre 
and the Provinces as well as the establishment of an all-India body, 
the Central Committee for Postgraduate Medical Education, which 
will have technical control over such institutions. Statutory regula¬ 
tion of these matters will probably provide a more satisfactory and 
stable basis for central and provincial co-operation in this field” than 
administrative arrangements entered Into by the Central Government 
with individual Provincial'Governments. 
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The Central Drainage and Water Board will make recommenda¬ 
tions to the Central Government regarding inter-provincial questions- 
of water conservation, drainage and river pollution and we have 
suggested that the Central Government should be granted power, in¬ 
cases of emergency, to give an interim deoision, which will be bind¬ 
ing on the provinces concerned, while the final decision should lie- 
with the Federal Court or an Arbitration Board as may be provided 
for. Statutory sanction will obviously be required for bringing into, 
existence such a Water and Drainage Board and for regulating the 
procedure to be adopted in connection with its recommendations, 
involving as this may often do, matters of vital importance to more 
than one province in the oountry. Further, the Board, if it is to- 
carry out such investigations as may be necessary for making its re¬ 
commendations to the Central Government, will require in many 
cases access to records and the evidence of individuals, which it 
should be in a position to secure as a legal right. From this point of. 
view also statutory sanction for the establishment of the Board and' 
its functioning seems essential. 

The reasons advanced above for legislation to regulate the estab¬ 
lishment and functioning 6f the Central Water and Drainage Board' 
apply also to the Provincial Boards. Questions relating to water 
conservation and river pollution may involve the interests of indivi¬ 
duals and organisations and statutory provision for the settlement, 
on an equitable basis, of disputes regarding such interests is there¬ 
fore essential. Sere also the Provincial Government may be- 
empowered to give an interim decision which will be binding on the 
parties concerned, while the final decision may be left to the Pro¬ 
vincial High Court or an Arbitration Board aB may be provided for. 

OanaoUdated Public Health Acta, Central and Provincial 

7. The enactment of consolidated Public Health Acts by the Cent¬ 
ral and Provincial legislatures is considered, necessary. Such Acts can 
serve at least three purposes, namely, (1) to bring together existing 
legal provisions relating to health, which are scattered over various 
enactments, (2) to modify those sections of the law which require 
change in the interests of promoting efficient administration and (3)- 
to incorporate the new provisions which will be necessary for the 
development of the health programme we have recommended. At 
the Centre provisions relating to health are found in about 40 different 
Acts while, in the provinces also, a varying number of legal enact¬ 
ments contain such provisions. The need for the modification of. 
existing law may be illustrated by a reference to leprosy. In certain 
provincial Local Self-government Acts the provisions for dealing with 
this disease are the same as those provided for such acute and rapidly 
spreading infections as cholera, small-pox and plague. Leprosy is, 
on the other hand, an endemic disease and spreads slowly from, 
person to person as the result of opportunities for fairly prolonged, 
and close contact. In the case of the common infectious diseases the 
patient requires segregation and treatment for a limited period only 
and, speaking generally, he becomes non-infectious as soon as he is 
cured. In leprosy, oil the other hand, the period of infectivity is 
prolonged and uncertain and the patient requires segregation and' 
treatment for an extended period, which may run into months or 
years. Administrative procedure for dealing with leprosy and with 
the other diseases of a more acute and rspidly developing type will' 
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necessarily differ and the legal provisions which are required will 
also differ. This fact has been recognised in the provinoe of Madras, 
where leprosy was recently removed from a group of infectious 
diseases for which common provision exists in the Madras Public 
Health Act and special measures were provided for dealing with it. 
The enactment of the proposed consolidated Public Health Acts, 
Central .and Provincial, will also provide an opportunity for incor¬ 
porating in them all the new provisions our health programme will 
require, including such changes as may be necessary in the existing 
relationship between the Central and Provincial Governments and 
between the latter and local area administrations in respect of their 
health functions. 

8. Such legislation at the Centre and in the Provinces may take 
some time to materialise. In the meantime it is recommended that 
the Central Government should undertake to bring together in a 
single publication all the existing laws relating to health, both Central 
and Provincial. 
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THE FINANCIAL IMPLICATIONS OP OUR PROGRAMME 
Introduction 

1. Our proposals for the development of health services in the 
country, on lines whioh follow modern trends, consist of a long-term 
plan, which is intended to provide health protection of a compre¬ 
hensive nature to the whole population, and of a shorter plan to 
be completed in a period of ten years which, while following the 
broad outlines of the larger scheme, is more restricted in scope, 
both in respect of the health services to be rendered and of the 
population to be served. In defining the objectives to be reached 
■on the completion of the long-term programme, we have been 
mainly guided by the consideration that the health services provided 
for the people, should be comprehensive in their scope and that they 
should be based on the latest developments that the science and 
art of medicine have to offer. On the other hand, in drawing up 
■our proposals for the short-term programme we have given careful 
consideration to the instructions of the Government of India on the 
financial aspect of planning, which were embodied in the terms of 
reference defining the scope and nature of the enquiry entrusted to 
us. The Government of India said that it was desirable “to plan 
boldly, avoiding on the one hand extravagant programmes which are 
obviously incapable of fulfilment and on the other halting and in¬ 
adequate schemes which could have no effect on general health 
standards and which would bring little return for the expenditure 
involved’’. It has not been an easy task to harmonise the require¬ 
ments of a scheme sufficiently broad-based to ensure the realisation 
•of a progressive improvement in the public health with the need to 

bring its cost within such limits as are likely to be considered 
reasonable from the point of view of the country’s financial capacity. 
We decided that our guiding principle should be that the short-term 
plan we advocate must be such as would produce, through its imple¬ 
mentation, an appreciable improvement in the health of the people 
within the period of completion of the plan. This is a matter of 
even greater importance than questions of cost. We were strength¬ 
ened in this view by two considerations. One is that planning would 
■defeat its purpose if no satisfactory results could be demonstrated. 
We felt that the consequences of such failure might even be a set¬ 
back, for many years to come, in the development of health admi¬ 
nistration in the country. 

2. The other consideration is that, if the rates of expenditure 
incurred by Provincial Governments on their medical and public 
health departments were to be taken even as an approximate guide 
to determine the financial limits of our proposals, any attempt to 
build a satisfactory scheme of health services for the people would 
be foredoomed. In 1939-40 the per capita expenditure on these two 
departments together was Re. 0-1-7 in Bihar, Re. 0-1-9 in the 
United Provinces, Re. 0-2-1 in the Central Provinces, lie. 0-2-3 in 
'Orissa and Re. 0-2-7 in Bengal. The highest figure for such expen¬ 
diture was Re. 0-5-9 in the province of Bombay. In order to as¬ 
certain what an improved health service is likely to cost it may not 
be out of place to examine the corresponding expenditure for certain 
•other countries, where the provision for affording health protection 
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to the people exists on a much larger scale than in India. In (ireat 
Britain, the per capita expenditure on medical and public health 
activities was, in 1934-85, ubout Rs. 54-8-11 and in the United States 
the corresponding figure for 1638 was Rs. 51-6-0. We recognise that 
the expenditure incurred by a country on its health services must 
necessarily depend on its national income and that India compares, 
in this respect, very unfavourably with the ' two countries 
mentioned above. Estimates of national income are likely to show 
a varying margin of error, however carefully .they are made. 
Nevertheless, we may take for the purpose of comparison, certain 
estimates for these three countries from sources to which we may 
reasonably attach value. The figures are given below and the sources 
from which they are derived are also indicated: — 

Incoma 

Country per Source of information 

capita 
Rs. a . p. 

British India . . . . 62 3 3 The National income of 

British India, 1931.32 
by Dr. V. K. R. V.Roo. 

Great Britain .... 1,049 6 5 Journal of the Royal 

Statistical Society, 
Vol. 103, 1940, page 
517. 

United States .... 1,371 7 3 Monthly Labour Review 

Vol. 63,1941, page 114 

The per capita income of the United States is about 22 times 
that of India and that of Great Britain about 17 times. Even after 
making due allowance for the much higher national incomes in those 
countries, India should spend annually about Rs. 3-3-0 per head of 
the population if her expenditure on health services were to bear the 
same relation to national income as the amount spent in Great Britain 
in 1934-35 on health measures bore to her own national income. On 
the basis of a similar comparison with the United States India’s per 
capita expenditure on health should be Rs. 2-5-0. From our survey 
of modern trends in the organisation of health services in Chapter II 
of this volume, it will be seen that the authorities in those countries 
are dissatisfied with the provision for the health protection of their 
people which the figures quoted above represent, and that expendi¬ 
ture on a generous scale to augment the existing services is under 
active consideration. In these circumstances we felt that, if India 
desired to develop a modem health organisation, a scale of expen¬ 
diture much in advance of what the provinces have been incurring, 
was inevitable. We therefore decided to plan our short term pro¬ 
gramme undeterred by the cramping limitations of existing provin¬ 
cial expenditure and with our main consideration directed to the 
development of a plan which would ensure, through its execution, 
a demonstrable improvement of the public health. We hope to 
show later that the scheme we have put forward is, even from the 
financial point of view, in no way extravagant or unreasonable. 
Though the expenditure involved will undoubtedly be many times 
that now incurred by Governments in the country, the responsibi¬ 
lity which rests on the authorities concerned for finding the neces¬ 
sary funds is, in our view, inescapable, if a raising of the general 
level of health and prosperity among the people is to be secured 
and maintained. We cannot emphasise too strongly the fact that 
one of the most effective means of increasing the national productive 
capacity is improvement of the public health. 
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8. Having formulated our proposals we examined in some detail 
their financial implications. The detailed estimates we have pre¬ 
pared are given as appendices 54 and 55 in volume III of this report. 
These estimates are necessarily of a tentative character owing to a 
number of reasons, some of which are indicated here. In view of 
the conditions arising out of the war and its aftermath, building 
costs can hardly he predicted with any degree of precision for the 
period during which this programme will be implemented. Further, 
the cost of construction varies in different parts of the country. 
Moreover, as we shall point out later, the cost of construction under 
the supervision of the Public Works Departments of Governments 
seems, in many cases, to be definitely higher than the cost of cons¬ 
truction under other auspices and, if steps can be taken to reduce 
the former to any appreciable extent, we have no doubt that there 
will be a considerable decrease in the total expenditure we have 
*hown in our estimates. For reasons which we have slated in the 
chapter describing our short-term programme, the rates of pay we 
have assigned to the different classes of health workers are, in 
some cases, based on existing scales and, in others, on scales we 
have arbitrarily proposed. In view of the importance and complex¬ 
ity of the problem of fixing reasonable and adequate Beales of pay 
lor all public services, we have suggested the investigation of this 
matter by an ad hoc committee. Any decisions that Governments 
may take on the advice of this committee will, if there be wide 
departures from the scales of pay suggested by us, materially affect 
the financial implications of our proposals because, as regards the 
recurring cost, expenditure on the pay of the health staff consti¬ 
tutes by far the largest proportion of the total. 

4. Wo give below, in tabular form, the main items of our estimates 
of cost separately for the first five years and the second five years 
■of the short-term programme. 

Approximate estimates of cost in respect of the proposals of the 

Health Survey and Development Committee for British India 

Non-Recurring Expenditure 

First five years Seoond five years First ten years 
Re, Rs. Re. 

1. Personal health services 
including the directional 
organisations associated 
with the Ministries of 


Health at the Centre 
and in the Provinces . 

2. Professional Education . 

3. Expenditure on other 

items 

80,88,00,000 

22,48,00,000 

50,42,00,000 

118,64,00,000 

19,86,00,000 

50,20,00,000 

199,62,00,000 

42,31,00,000 

100,62,00,000 

4. Centre .... 

153,76,00,000 

9,22,00,000 

188;70,00,000 

11,32,00,000 

342,46,00,000 

20,64,00,000 

8. British India as a whole. 

162,97,00,000 

200,02,00,000 

382,99,00,000 


Recurring Expenditure 

1. Personal health aervioea 
including the direotional 
organisations associated 
with the Ministries of 
Health at the Centre 

and in the Provinces . 116,10,00,000 290,02,00,000 

810 


866,12,01,000 
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Recurring Expenditure —continued. 



First five years 

Second five years 

First ten years 


Rs. 

Rs. 

Rs. 

"2. Professional Education 

32,00,00,000 

35,24,00,000 

67,24,00,000 

3. Expenditure on other 
items 

4,34,00,000 

12,32,00,0n0 

16,86,00,000 

4. Leave Reserve 

7,83,00,000 

15,08,00,000 

22,91,00,000 


160,47,00,000 

312,68,00,000 

473,13,00,000 

6. Centre .... 

9,63,00,000 

18,76,00,000 

28,39,00,000 

■6. British India as a whole . 

170,10,00,000 

331,42,00,000 

501,52,00,000 

Payment towards amortisa¬ 
tion of non-recurring 
expenditure . 

25,76,00,000 

74,54,00,000 

100,30,00,000 

Total recurring ex. 
penditure . 

195,88,00,000 

405,90,00,000 

601,82,00,000 

Average annual expenditure 
Average estimated population 
of British India * 

Annual per capita expendi¬ 
ture .... 

39,17.00,000 

315 millions 
Rs A. P. 

14 0 

81,19,00,000 

387'5 millions 
Rs. A. P. 

2 7 0 

60,18,00,000 

326 ‘ 25 millions 
Rs A. J>, 

1 14 Q 


5. Before we examine the above figures we wish to make certain 
general remarks regarding these estimates of expenditure. We 
consider that the figures give an approximate estimate of tho cost 
that our proposals will involve, although it has not been possible, 
for certain reasons, to include every item of expenditure likely to' 
be incurred under our scheme. For instance, in regard to the 
organisation of school health services, we have suggested that two 
teachers from every primary school in the areas in which these 
services will be introduced, should be trained to carry out certain 
remedial and preventive duties under the supervision of the school 
medical officer and that each of these teachers should be given a 
monthly allowance of Rs. 10. In the absence of information regard¬ 
ing the number of teachers for whom provision will have to be 
made, we have not included this item of expenditure in our estimate. 
On the other hand, some saving in the estimated cost of these pro¬ 
posals is likely to be secured if neighbouring provinces can co¬ 
operate in the joint development of certain types of institutions and 
in the establishment of facilities for the carrying out of various pur¬ 
poses under our scheme. The endemie and epidemic diseases 
prevalent in fairly wide stretches of contiguous territory in neigh¬ 
bouring provinces are likely to.be the same and room therefore exists 
for the creation of common facilities for combating such diseases. 
For instance, certain institutions like leprosy hospitals and homes 
for incurables can be established to serve more than one province. 
The manufacture of the biological products required for treatment 
and prophylactic purposes can be undertaken jointly. Again, in 
the provision of training facilities for various types of health person¬ 
nel, there may be room for co-operative effort. In regard to the 
establishment of such organisations as drainage and water boards, it 
may be advantageous for neighbouring provinces to establish a 
common body instead of maintaining separate boards. With one or 
more rivers passing through the territories of both, questions relat¬ 
ing to the conservation of water and river pollution are dealt with 
more satisfactorily through co-operative action than by separate 

511 



CHAPTER XXXII 


effort. We anticipate, therefore, that, in the development of our 
proposals, there is likely to be the promotion of joint activity on a 
wide scale among neighbouring provinces and that such activity will 
help to reduce, to some extent, the cost indicated in the estimates 
given above. In the circumstances we believe that the figures may 
be taken as a reasonably correct over-all estimate of the expenditure 
likely to result from the execution of our scheme during the first 
ten years of the programme. 

6. Our estimates do not give the expenditure that individual pro¬ 
vinces are likely to have to incur as the result of the implementa¬ 
tion of our proposals. They are statements of probable expendi¬ 
ture for all the eleven Governors’ Provinces. The cost to be 
incurred by the Central Government in respect of Centrally Admi-. 
nistered Areas has not been calculated in the detailed manner in 
which we estimated provincial expenditure. The total population 
of these areas at the 1941 census was 1-6 millions as against 294-2 
millions for the 11 Governors’ provinces. Conditions vary consi¬ 
derably in the Centrally Administered Areas, e.g., Delhi Province 
and Baluchistan, so that the formulation of a common plan appears 
to be difficult. We consider, however, that the suggestions made 
in respect of the Governors’ Provinces can, with suitable modifica¬ 
tions, be utilised by the local administrations under the Central 
Government for making plans for their respective territories. As 
regards the Delhi Province, we have suggested that the Central 
Government should demonstrate in this area the implementation of 
our proposals as well as of the proposals of other post-war planning 
Committees, in order to promote a many-sided attack on the 
problems of community life. We haye suggested for this province 
a scheme which provides a larger health staff than that proposed 
for the other provinces. 

7. We have also recommended that the Central Government 
should be responsible for the establishment and maintenance of an 
All-India Medical Institute which will provide, when it is fully deve¬ 
loped, teaching facilities of a high order, undergraduate and post¬ 
graduate in all branches of professional education in the field of 
health, and will also make provision for the training of research 
workers. A tentative estimate of the cost of the Institute places 
the non-recurring expenditure at about Rs. 2 crores and the recurring 
charges at about Rs. 40 lakhs per year. 

8. Taking into consideration the difference in the population 
between the Centrally Administered Areas as a whole and that of 
the eleven provinces it is considered that, on a rough estimate, 
the cost in respect of all health developments in the areas for which 
the Centre is directly responsible and the expenditure on the proposed 
All-India Medical Institute may together be somewhere between 5 
and 7 per cent, of the total cost for the provinces, recurring or 
non-recurring. We have therefore taken 6 per cent, as the basis of 
our calculation for Central expenditure. 

9. We have pointed out, in more than one place in this report, 
the need for the Central Government to promote health development 
in the provinces by grants-in-aid and through the provision of 
technical advice to provincial health authorities; The additional 
financial burden which the Centre' will "have to bear if these sug¬ 
gestions of ours are accepted will, we anticipate, be settled by 
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mutual consultation between the Centre and the Provinces. What¬ 
ever this additional burden may prove to be, id is now incorporated 
as part of our estimates for provincial expenditure. 

10. We have given the to.tal anticipated expenditure only under 
certain broad heads, namely, personal health services, professional 
education and a group comprising other items of expenditure. Non¬ 
recurring and recurring costs have been Bhown separately. It seems 
to us most likely that large scale expenditure on capital works will 
be met by Governments from loans and not from current revenues, 
especially as the financing of the recurring cost of a scheme such 
as ours and of those of other post-war reconstruction committees 
will place an extremely heavy strain on the annual budgets of 
Governments. On the assumption that non-recurring expenditure 
will be met from loans, we have provided for their amortisation in 
a period of 80 years at 3J per cent, interest, which we were advised 
to take as a reasonable basis for calculation. We have assumed 
that the non-recurring cost to be incurred in the two five-year periods 
of the short-term programme will be spent in equal amounts each 
year. The anticipated annual expenditure shown above includes 
amortisation charges also. The probable cost of our proposals 
therefore makes provision for the yearly recurring expenditure as 
well as for that which will be incurred, during the first ten years 
of the programme, in the repayment of the loanB, which are to 
meet the non-recurring expenditure to be undertaken during that 
period. 

11. For calculating the per capita cost an estimate of the probable 
growth of population in the country during the period likely to be 
covered by the short-term programme is necessary. The required 
data for making such an estimate are at present lacking, and any 
estimates which are put forward must mainly be conjectural. The 
enumerated population of British India at the 1941 census was 
about 295 millions and, as the war has ended and the implementa¬ 
tion of our proposals may therefore be expected to start without 
delay, we have assumed that the average population of British 
India during the first and second five-year periods of our programme 
will be 315 millions and 837-5 millions respectively. On the basis 
of these populations, the per capita costs are: — 

First five years Second five years First ten years 
Re. a. p. Rs. a. P. Rs. a. p. 

140 270 1 14 0 

It may perhaps be of advantage to indicate what the recurring 
cost is likely to be during the first and tenth years of the programme. 
These are Bs, 1-3-0 and Bs. 2-13-0 per head of the respective popula¬ 
tions, which have been estimated as 300 and 346 millions. 

12. We have shown that, even after making allowance for the low 
national income of our country as compared with those of Great 
Britain and the United States, the rate of expenditure on medical 
and public health services in India should be about Bs. 3-3-0 and 
Bs. 2-5-4 per head of the population respectively. Our proposals in¬ 
volve, during the first ten years of their execution, an anticipated 
expenditure of Bs. 1-18-6 per head of the population. We therefore 
claim that the programme of health development we have put forward 
cannot be considered extravagant from the financial point of view. 
When it is remembered that, in Great Britain and the United States, 
a further rise in public expenditure on health services has been consi¬ 
dered essential in the interests of the people, we hold that there fs 
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still greater justification for considering that the demands which our 
scheme will make on the public purse are in no way unreasonable. 
The Financing of the Health Programme 

13. We realise, at the same time, that even the proposed per 
capita annual expenditure of about Rs. 1-4-0 during the first five years 
of the programme will require that Provincial Governments should 
make provision, for spending on health measures, amounts many 
times in excess of what they are budgetting now. The latest 
available figures for -the combined expenditure on provincial medical 
and public health departments relate to 1944-45 and they are given 
below. 


Qombined expenditure on medical relief and public health activities 
in the provinces during 1944-45 

Expenditure oil 
medical relief 

Expenditure and public health. 
Province per capita expressed as a 

in annas percentage of 
total provincial 
expenditure 


Madras . . 

Bombay. • • • • *2 ® f 5 

K 

£S£ b : :::::: ll W 

C. F. and Borar . . • 2 • * 8 • t 

Assam.{I'* ?'?' 

N.-W. F.P. • • • - Ip. 7-7 6.0' 

Orissa.f J 2.® 

Bind ..... v ; 8 2 2 B 

While a small number of items of existing expenditure in the.' 
provinces on health administration will fall within the oost of the 
scheme we have put forward, the vast majority of them will not 
and, broadly speaking, the expenditure involved in the execution of 
our proposals will be in addition to what the Governments, Central 
and Provincial, are now incurring on their medical and publio 
health departments, which as shown above is generally on a meagre, 
scale. 


14. A reference to the last column of the above table will show 
that the expenditure incurred by Provincial Governments on health 
measures, curative and preventive, constitutes but a very small 
fraction of their total annual expenditure, the percentage ranging 
from 2-5 to 7*3, On the other hand, the corresponding percentage 
in Great Britain during 1934-85 was 20-4 and in the United States 
13-8 during 1938. It is obvious that Governments in India have, 
in the past, devoted an unduly small proportion of their incomes 
to health administration and there is therefore every justification 
for demanding that the ratio of expenditure under this bead must 
be raised considerably. Government should be prepared to inorease 
the money spent on health to at least 15 per cent of the total expen¬ 
diture. If this is done a considerable advance will have been made 
ba providing the required funds for the proposed health programme. 
At least in one province (Madras) the local legislature has laid down 
(Section 127 o! the Public Health Act) that every municipality “shall 
earmark not less than 30 per cent of its income from all sources other 
than Government grants, for expenditure on the advancement of 
public health in its local area, including expenditure on medical relief, 


614 












FINANCIAL IMPLICATION8 OF ODE PBOOEAMMB 


and every district board or panchayat shall similarly earmark not less 
than 12$ per cent of its income from such sources.” We recommend 
that it should be a statutory obligation on Governments to spend a 
minimum of 15 per cent of their revenues on health activities. 

15. The revenues of certain Provincial Governments have shown a 
marked increase during recent years. New sources of income, such 
as the sales tax, have been tapped and they have helped materially 
to increase the resources of the Governments concerned. We do not 
feel competent to discuss taxation policy or to recommend specific 
forms of raising revenue. We believe, however, that we are correct 
in holding that the existing resources of Governments can be aug¬ 
mented to a material extent and we recommend that Governments 
should make every effort to increase their revenues and to devote 
a substantial part of them to the development of the health and 
other programmes, which are essential for the betterment of national 
life and the increase of the nation’s wealth. 

16. This discussion of the ways in which Governments should 
attempt to solve the financial problem in connection with the imple¬ 
mentation of the health programme will not be complete without 
attention being given to a matter to which reference was made 
earlier in this chapter, namely, the high cost of construction when 
it is carried out under the supervision of the Public Works Depart¬ 
ments of Governments. We consider it highly desirable that a 
searching enquiry should be instituted into building costs and the 
data on which Public Works Departments base their estimates. 
Instances have been brought to our notice in which private agencies 
have been able to carry out new building work at less than 60 per 
cent of the estimates prepared by the Public Works Departments. 
We do not venture to base any criticism on such information, but 
there is undoubtedly a widespread and persistent belief that the 
Public Works Departments are unduly expensive agencies for the 
construction of public buildings. This calls for careful investiga¬ 
tion, as considerations having far-reaching consequences for deve¬ 
lopment in many spheres are involved. 

17. In this connection we wish to draw attention to the report of 
a Mission which was sent to the United States of America by the 
Ministry of Works in the United Kingdom in 1944. The object of the 
Mission, which was an expert body, was to study American practice 
with a view to securing in Great Britain in the postwar period (a) 
increased speed and output, (b) reduced building costs, (c) improved 
standard of equipment and finish, and (d) improved conditions for 
operatives. 

An enquiry into building methods and costs, with special reference 
to the Central and Provincial Public Works Departments in India 
will now be helpful, particularly if, with the enquiry, one or two of the 
representatives of His Majesty’s Government’s Mission to the United 
States were associated as well as some non-technical persons. 

18. The need for the rapid development of public health and medi¬ 
cal facilities is insistent. In our. view it is a matter of vital import¬ 
ance that Governments should do their utmost to make the health 
services extend as far into the rural areas as circumstances permit, 
even though such an expansion might involve the utilisation, in the 
beginning, of improvised buildings which do not fulfil accepted 
standards. It is in the public interest that such limited financial 
resources as may be available should, in the early years, be spent 
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on personnel and equipment rather than on elaborate buildings, it 
money is hot available lor both. For instance a dispensary located 
in a mud hut can give useful and effective service, provided it is 
clean and sanitary. 

Construction will, nevertheless, be necessary. Such construc¬ 
tion should be the most economical compatible with the require¬ 
ments essential for medical institutions. It should be planned so 
as to permit of future expansion, if required, afad of such altera¬ 
tions as the progress of medical science may dictate. At all eoBts, 
elaborate and ornate buildings should be avoided. 

19. In our view the short-term health programme set forth in the 
different chapters of this volume of the report provides the minimum 
standard of achievement in the different fields of health develop¬ 
ment, which Governments should keep before themselves as the 
objective to be attained within the first ten years of the execution 
of the scheme. The existing state of the public health in the 
country is so unsatisfactory that any attempt to improve the present 
position must necessarily involve administrative measures of such 
magnitude as may well seem to be out of all proportion to what 
has been conceived and accomplished in the past. This seems to 
us inevitable, especially because health administration has so far 
received from Governments but a fraction of the attention which 
it deserves in comparison with other branches of governmental 
activity. We believe that we have only been fulfilling the duty 
imposed on us by the Government of India in putting forward this 
health programme, which can in no way be considered as extrava¬ 
gant either in relation to. the standards of health administration 
already reached in many other countries or in relation to the minimum 
requirements of any scheme which is intended to demonstrate an 
appreciable improvement in the health of the community. For 
reasons already set out, we also believe that the execution of the 
scheme should not be beyond the financial capacity of Govemments- 

29. We desire to stress the organic unity of the component parts of 
the programme we have put forward. Large-scale provision for the 
training of health personnel forms an essential part of the scheme, 
because the organisation of a trained army of fighters is the first 
requisite for the successful prosecution of the campaign against 
disease. Side by side with such training of personnel, we have 
provided for the establishment of a health organisation which will 
bring remedial and preventive services within the reach of the 
people, particularly of that vast section of the community which 
lies scattered over the rural areas and which has, in the past, been 
largely neglected from the point of view' of health protection on 
modem lines. Considerations based on inadequacy of funds and 
insufficiency of trained workers have naturally necessitated the 
suggestion that the new organisation should first be established over 
a limited area in each district and later extended as and when 
funds and trained personnel become increasingly available. Even- 
with such limitations the proposed health service is intended to 
fulfil, from the beginning and in an increasing measure as it 
expands, oertain requirements which are now generally accepted as 
essential characteristics of modem health administration. These are 
that curative and preventive work should dovetail into each other 
and that, in the provision of such a combined service to the people,, 
institutional and domiciliary treatment facilities should be so- 
integrated as to provide the maximum benefit to the community. 
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There should also be provision in the health organisation for such 
•consultant and laboratory services as are necessary to facilitate 
•correct diagnosis and treatment. Our proposals incorporate these 
requirements of a satisfactory health service. 

21. We have drawn attention to these aspects of the health pro¬ 
gramme because we feel that it is highly desirable that the plan 
should be accepted and executed in its entirety. We would strongly 
•deprecate any attempt, on the plea of lack of funds, to isolate speci¬ 
fic parts of the scheme and to give effect to them without taking 
into consideration the inter-relationships of the component parts of 
the programme. Our conception of the process of development of 
i;he national health services is that it will be a co-operative effort 
in which the Centre, acting with imagination and sympathy, will 
;assist and guide a co-ordinated advance in the Provinces. We 
therefore look forward to a pooling of resources and of personnel, as 
•far as circumstances permit, in the joint task that lies before the 
‘Governments. 
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APPENDIX 1- amid. 


Name of Province. 

1 

Name of 
administ¬ 
rative unit. 

2 

Number Area Popula- 
of (in. sq. tion 

such miles) 
units 

3 4 S 

Average 
area 
(in sq. 
miles.) 

6 

Average 

popula¬ 

tion. 

7 

1. Madras 

Taluk 

233 

125,790 48,764,329 

539'9 

209,289 

J. Bombay 

Taluk 

186 

76,443 20,849,840 

4110 

112,096 

3. C. P. and Berar 

Tehsil 

99 

98,408 16,813,584 

994-0 

169,834 

4. United Provinces 

Tehsil 

206 

106,149 55,020,617 

516-3 

267,090 

5. Punjab 

Tehsil 

115 

91,571 28,418,819 

796-3 

247,120 

6. N.-W.F. P. .. 

Tehsil 

18 

13,618 3,038,067 

751-0 

168,781 

7. Sind 

Taluk 

67 

48,136 4,535,008 

718-4 

67,687 

8. Orissa 

/Taluk* 

21 

17,532 2,983,126 

834-8 

142,064 


\ Thana 

51 

13,815 5,745,418 

270-9 

112,665 

9. Bengal 

Thana 

609 

77,442 60,306,625 

127-2 

99,026 

10. Assam 

Thana 

131 

55,043 10,204,733 

420-2 

77,899 

11. Bihar 

Thana 

201 

69,355 36,340,161 

346-0 

180,797 


•Taluk in respect of the portion taken from Madras Presidency & Thana in respsct 
of that which was taken from “ Bihar k Orissa. ” 
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APPENDIX 2. 

Long-term Programme. 

Staff and hospital accommodation in primary unit, secondary unit t and diHrtet 
headquarters organisation in the long-ierm programme. 


PRIMARY 

Name 

UNIT. 

No. 

SECONDARY UNIT. 

Name. 

Ns. 

Controlling Officers 


1 

Administrative Officers 

1 

Medical Offiof r* 


5 

850-bed hospital : 





Heads of the sections of medi- 





cino, surgery, maternity. 


Other staff: 



pathologyA T. B. 

a 

Public health nurses 


6 



Midwives 


0 

Medical Officers : 


Sanitary inspectors 


2 

Senior visiting officers (Part-time) ;\) 

Health assistants 


_2 

Junior „ 

12 

Fitter mistry 


i 

Resident M. 0. 

18 

Inferior servants 


10 

Anaesthetists 

It 




Pathologists 

24 




House staff 

45 

76-bed hospital: 





Nurses : 





Matron 


1 

Nurses : 


Assistant Matron 


1 

Matron 

i 

Night Sister .. 


1 

Assistant Matron .. 

i 

Theatre Sister 


1 

Sister Tutor 

i 

Ward Sisters .. 


4 

Night Sister 

i 

Staff Nurses .. 


.. 12 

Theatre Sisters 

» 




Ward 0. P. & Special depart- 





ment sisters 

40 

Hospital sooial workers 


3 

Assistant night sister 

1 

Ward attendants .. 


8 

Stall nurses .. .. 

113 

Compounders 


3 

Homo sister 

1 

Cooks 


3 

Home keeper 

1 

Kitchen servants .. 


3 

Hospital sooial workers 

15 

Sweepers 


8 

N ight Btaff nurses 

2 

Mistry 

. . 

1 



Malis 

, . 

2 






Kitchen staff: 





Cooks .. .. 

If 




Servants 

IS 




Sweepers 

SO 




Mistry 

2 




Mali 

t 




Other staff: 





Assistant Public Health En- 





gineer 

1 




Senior publio health nurses 

2 




Sanitary inspectors .. 





Ward attendants 

SO 




Compounders 

25 




Clerical : 





Head clerk .. 

1 




Clerks 

4 




Statistical clerk .. .. 

1 




Typists 

2 
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APPENDIX 2— contd. 

Long-termProgramme— contd. 
District Headquarters Organisation . 


Name 


No 


Administrative stiff: 

Officer in charge of district health services .. ., , .. 1 

Deputies .. .. .. .. .. .. 4 or 5 

2,500-bed Hospital: 

Hoads of sections of medicine, maternity, surgery and pathology .. ,, 4 


liestarch workers 


. . ' .. 8 

Researoh workers T. B. 

.. 

2 

Madical officers : 

Senior medical officers 


.. .. 28 

Junior medioal officers 

. . ♦ . , » 

.. 28 

Resident M. 0. 

. . 

.. 30 

Registrar & Anaesthetist 

. . 

.. 23 

Pathologist 

* • 

.. .. 24 

House staff 

. . 

.. 110 

Nurses: 

Matron Superintendent 

MpbMi » 

1 

Matron . • * *. 

• • • • • • 

3 

Assistant Matron 


.. .. 4 

Sistor Tutor .. V,-jK *- 

Eqpjdgg Jjjjgr 

.. .. 4 

Night Sister 

*. 

4 

Thoatro Sister .. .. 


.. 12 

Sistor nurses (for ward 0. P. & Special Deptt.) .. 

.. 150 

Assistant night sister 


4 

Night staff nurse 

» • • • • • 

8 

Staff nurse 


.. 427 

House sisters 

• • «• > ■ 

4 

House keeper 

• * •» • • 

.. .. 4 

Hospital sooial worker 

«• «• • • 

..50 

Jamadar 

• • • • r 9 

.. 10 

Ward attendants . . .. ' 


.. .. 200 

pharmacist 

. . 

4 

Compounders .. 

** 

.. .. 100 

Kitchen staff : 

Head cook 

• • 

4 

Cook 

. . . . M 

.. .. 60 

Kitohen servants 

. . 

..60 

Mistry 

. . 

8 

Sweepers .. 


..200 

Mali 


.. 25 

Public Health Engineering : 

Sanitary engineers 

. . 

2 

Assistant sanitary engineers ., 


.. .. IS 

Draftsmen 

. . 

.. .. 3 

Inspeotor engineering 


2 

Fitter mechanic 

. . 

..1 

Supervisory health visitor 


1 

Supervisory sanitary inspector.. 

» * 

..1 

Clerical staff: 

Head clerk 

. . . . . . 

..1 

Accountant •. •• 

. . 

1 

Asst, accountant 


..2 

Clerks 

t ■ . , 

10 

Statistical clerk 

.. 

4 
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APPENDIX 3. 
Short-term Programme. 


Staff of a 200-bed hospital and the administrative organisation in a secondary unit. 


Name 



No. 

Scale of pay. 





Rs. 

Superintendent 



l 

800—30—800 

M. O.'s in-Charge of Departments of Medicine, Surgery,mid- 



wifery & Gynaecology 



2 

400—30—700 

M. 0. in-Charge of Laboratory 


. , 

1 

400—30—700 

House staff 


, . 

6 

250—25—500 

Assistant M. 0. in oharge of Laboratory 


. . 

2 

260—25—500 

Part-time Dootors 


. . 

3 

100 p.m. 

Matron 


. , 

1 

200—10—300 

Assistant Matron .. 



1 

150—6—200 

Sister Tutor 



1 

140—6—190 

Night Sister 


. . 

1 

135—6—186 

Theater Sisters 


, . 

2 

126—6—175 

Ward Sisters 


, . 

4 

116—6—166 

Staff Nurses 


, . 

19 

100—6—176 

Staff Nurses 


. . 

17 

76—6—125 

Night Staff Nursos 



2 

75—5—125 

House Sietor 


. , 

1 

100—6—160 

House koeper 



1 

100—5—160 

Senior pharmacist 


. . 

1 

00—3—90 

Laboratory technicians .. 



3 

00—6—100 

Caretaker 


, . 

1 

40—2—00 

Laboratory attendants .. 


n* 

3 

30—2—50 

Pharmacist 


sdh""& 

e 

40—2—60 

Ward attendants 



16 

30—2—50 

Sweepers ., 



16 

25—1—38 

Cooks .. .. .. fcd 


. , 

8 

30—2—50 

Mali 



4 

26—1—35 

Mistry.. 



1 

40—2—00 

Clerk. 


. . 

1 

160—10—260 

Stenographer 


. . 

1 

100—6—200 

Clerk. 


. , 

1 

76—6—160 

Peons .. 


. . 

2 

25—2—66 

X-Ray Staff : 





Senior M. 0 (X-Ray) 


. . 

1 

400— 30—700 

Assistant M. 0. (X-Ray).. 



1 

260—26—50 

Technioian 



1 

160—10—260 

Nurse .. 



1 

100—5—160 




1 

75—6—160 

Attendants 


t , 

2 

26—2—66 

Dental Service : 





Orthodental Surgeon.. 


. * 

1 

376—26—760 

Dentists 


. * 

2 

250—26—600 

Dental hygienists 


• • 

4 

80—6—130 

Administrative organisation 

in a secondary unit. 

Name 



No. 

Scale of pay. 





Rs. 

Administrative Medical Officer 



1 1,000-50—1,209 

Deputy Administrative Medioal Officer 



1 

500—30—800 

Assistant Administrative Medical Officer 





(Matornity and Child Welfare) .. 



I 

400—30—700 

Assistant Publio Health Engineer 



I 

400-30- 700 

Senior Sanitary Inspectors . . 



2 

150—10—250 

Senior Public Health Nurses 



2 

150—10—250 

Head Clerk 



1 

200—10—300 

Statistical Clerk .. 



1 

200—10—300 

Stenographers 



3 

100—5—200 

Clerk (1st Division) 



1 

150—10—250 

Clerks (2nd Division) 



2 

75—5—150 

Inferior servants .. 



6 

25—2—55 

Dentist 



1 

250—25—500 

Dental Hygienists.. 



2 

80—5—130 

Attendant .. .. ,. 

* * 


1 

30—2—50 
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APPENDIX 4. 

The Population of individual province* cot -tied by the tcheme at the end of 

first five and ten years. 


1. Madras 

2. Bombay 

3. Bengal 

4. U. P. 

5. Bihar 

6. Orissa 

7. Punjab 

8. 0. P. & Berar 
0. Assam 

10. Sind 

11. N.-W. F. P. 


End of five End of ten 
years. years. 



9,800,000 

25,920,000 


7,800,000 

11,400,000 


10,400,000 

31,200,000 


19,200,000 

28,800,000 


8,400,000 

18,660,000 


2,400,000 

4,660,000 

*. 

10,800,000 

18,800,000 


8,080,000 

9,120,000 


2,800,000 

5,600,00* 


1,600,000 

2,660,000 

• • 

1,200,000 

1,680,000 

Total 

78,080,000 

1 

166,200,*00 
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APPENDIX 5. 

A suggested scheme of implementation of the programme in individual 
provinces during the first ten years. 

Munaa* (24 Districts). 1941 Population 48-58 million*. 

PRIMARY UNITS. SECONDARY UNITS. 


No. of Popula- No. of No. of No. of No. of No. of 
Primary tion di«- 30-bad Seoon- 200-bad 500-bad 

units served. pensariea hospitals dary hospitals hospitals. 
Y»ar. (40,000 inpri- in units. in 

popula- raary units primary seeondary 

tion) eaoh units. units- 

in a having 

district. two emer¬ 

gency and 
two 

maternity 

beds. 



1 st Year 


Boubst (91 DliTniOTS). 


1941 Population JO-85 millions. 


6 200,000 

6 200,000 

5 
7 

10 
13 
16 
16 
23 


PRIMARY UNITS. 


SECONDARY UNITS. 


No. of 

Popula¬ 

No. of 

No. of 

No. of 

No. of 

No. of 

Primary 

tion 

dis¬ 

30-bod 

Seoon¬ 

200-bed 

-TO-bed 

units 

served. 

pensaries 

hospitals 

dary 

hospitals 

hospitals, 


Year. (40,000 in pri- in units. in 

popula- mary units primary seoondary 

tion) each units. units, 

in a having 

distriot. two emor. 

gency and 
two 

maternity 

beds. 














Bb*»al (26 Distbjots). 


APPENDIX 6— eontd. 


194) Population 60*31 million*. 


PRIMARY UNITS. SECONDARY UNITS. 

__ ( f _ A. _ 



No. of 

Popula* 

tion 

No. of 

No. of 

No. of 

No. of No. of 


Primary 

die- 

30-bad 

.Seoon- 

200-bed 500-bed 


unite 

served. 

pensaries 

hospitals 

dary 

hospitals hospitals. 

Year. 

(40,000 
popula¬ 
tion) 
in a 
district. 


in pri¬ 
mary unite 
each 
having 
two emer¬ 
gency and 
two 

maternity 

bode. 

in 

primary 

units. 

unitB. 

in 

■eoondary 

units* 


let Year 


fi 

200,000 

fi 

1 

1 

1 

, . 

2nd „ 


5 

200,000 

5 

1 

1 

1 


3rd „ 


6 

200,000 

fi 

1 

1 

1 


4th „ 


7 

280,000 

7 

2 

l 

1 


6th „ 


10 

400,000 

10 

2 

1 

l 


«th „ 


14 

560,000 

14 

4 

1 

1 


7th „ 


18 

720,000 

18 

6 

2 

1 

i 

81h „ 


22 

880,000 

22 

8 

2 

1 

i 

«h .. 


26 

1,040,000 

26 

11 

2 

1 

i 

10th „ 

* • 

30 

1,200,000 

30 

15 

2 

1 

i 


Unirrcn Paovrecns (48 Distriots). 



1941 Population 56-02 millions 

PRIMARY UNITS. 

j —.- - ■.■*— - 



SECONDARY UNITS. 

No. of Popula- 

No. of 

No. of 

No. of 

No. of No. of 

Primary tion 

dis¬ 

30-bed 

Secon- 

200-bed 600-bed 

unite served. 

pensaries 

hospital* 

i dary 

hospitals hospitals. 

(40,000 

Y ear. popula¬ 

tion) 
in a 
district. 

in pri¬ 
mary units 
each 
having 
two emer¬ 
gency and 
two 

maternity 

beds. 

in 

primary 

units. 

units. 

in 

secondary 

units. 


1st Year 


6 

200,000 

6 

1 

2nd ,, 


6 

200,000 

6 

1 

3rd ,, 


6 

200,000 

8 

1 

4th „ 


7 

280,000 

7 

2 

fith „ 


10 

400,000 

10 

2 

6 th „ 


11 

440,000 

11 

3 

7th „ 


12 

480,000 

12 

4 

8th „ 


13 

520,000 

13 

6 

9th „ 


14 

660,000 

14 

6 

10th ,, 


IS 

800,000 

16 

8 
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APPENDIX 5— oontd. 

Sl.iAR (Id Districts). 1941 Population 96*34 million.*. 




PRIMARY UNITS. 

-A-_ 



SECONDARY UNITS- 


Year 

No. of 
Primary 
units 
(40,000 
popula¬ 
tion) 
in a 
district. 

Popuin- No. of No. of 

tion dis- 30 -bed 

served. pensariea hospitals 

in pri- in 

mary units primary 
eaoh units, 

having 
two emer¬ 
gency and 
two 

maternity 

beds. 

So. of 
Secon¬ 
dary 
unite. 

No. of No. of 
230-bod 600.bed 
hospitals hospital*, 
in 

ssoondary 

units. 

let 

Year 

5 

200,000 

6 

1 

1 

1 

2nd 


6 

200,000 

5 

1 

1 

l 

3rd 


5 

200,000 

S 

1 

1 

i 

4th 


7 

280,000 

7 

2 

1 

1 

6th 


10 

400,000 

10 

2 

1 

1 

6th 


IS 

620,000 

13 

4 

1 

1 

7th 


17 

680,000 

17 

6 

2 

i 1 

8th 


21 

840,000 

21 

Ir^Y 8 

2 

1 I 

9th 


26 

1,000,000 

26 

11 

2 

i 1 

10th 


29 

1,160,000 

29 

14 

2 

1 i 


Orissa (6 

District*). 




1041 Population 8-73 iuilli.ni 


PRIMARY UNITS, 

A. 



SECONDARY UNITS 


No. of 

Popula- 

No. of 

No. of 

A 1 \ 
No. of No. of No. of 


Primary 

tion 

dis- 

30-bod 

Seoon- 200-bed 600-bod 

Year. 

units 

served. 

pensaries 

hospitals 

dary hospitals hospitals. 

(40,000 
popula¬ 
tion) 
in a 
distriot. 


in pri* 
mary units 
eaoh 
having 
two emer¬ 
gency and 
two 

maternity 

beds. 

in 

primary 

units. 

units. in 

secondary 

units- 


1st Year 
2nd ,, 
3rd „ 
4th 

6th „ 
6th „ 
7 th „ 
8th „ 
9th „ 


. . u 

5 

200,000 

u 

6 

i 

1 

l 

1 

1 


5 

200,000 

S 

1 

1 

1 


7 

280,000 

7 

2 

1 

1 


10 

400,000 

10 

2 

1 

1 


11 

440,000 

11 

3 

1 

1 


13 

620,000 

13 

4 

1 

1 


16 

600,000 

16 

6 

2 

1 

1 

17 

680,000 

17 

8 

2 

1 

1 

19 

760,000 

19 

10 

2 

1 

1 
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APPENDIX b-contd. 


Punjab (30 Districts). 1941 Population 28-42 millions. 




PRIMARY UNITS 



SECONDARY UNITS. 

_A- 


Year. 

No. of 
Primary 
unitB 
(40,000 
popula¬ 
tion) 
in a 
diBtriot. 

Popula¬ 

tion 

served. 

No. of 
dis¬ 
pensaries 
in pri¬ 
mary units 
each 
having 
two emer¬ 
gency and 
two 

maternity 

beds. 

No. of 
30-bed 
hospitals 
in 

primary 

units. 

No. of 
Secon¬ 
dary 
units. 

No. of No. of 

200-bed 600-bed 

hospitals hospitals, 
in 

secondary 

units. 

1st 

Year 

6 

200,000 

6 

i 

i 

1 

2nd 


6 

200,000 

6 

1 

1 

1 



5 

200,000 

6 

1 

1 

i 

4th 


7 

280,000 

7 

2 

i 

i 

Sth 


9 

380,000 

9 

2 

1 

i 

8 th 


10 

400,000 

10 

3 

1 

1 

7th 


11 

440,000 

11 

4 

i 

i 

Sth 


12 

480,000 

12 

ifupk 6 

i 

1 

9th 


13 

620,000 

13 

6 

1 

i 

10th 

*» 

14 

680,000 

14 

7 

i 

i 


Central Provinces & Bekab (19 DistbictS). 


1941 Population 16'81 millions. 


primary units. 


SECONDARY UNITS. 


No. of 

Popula- No. of 

No, of 

No. of 

No. of No. m 


Primary 

tion dia- 

30-bed 

Secon- 

200-bed GOO-bod 


unite 

served, pensaries 

hospitals 

d&ry 

hospitals hospitals. 


(40,000 

in pri- 

in 

units. 

in 

Veer. 

popula¬ 

tion) 

mary units 
each 

primary 

units. 


neoondury 

unite- 


in a 
district. 

having 
two emer¬ 
gency and 
two 

maternity 

beds. 





1st Year 


6 



1 

1 

1 

2nd ,, 


6 

llgn Iffillll 


1 

I 

1 

3rd ,» 


6 

yypi 


1 

1 

1 

4th ft 


7 

mw. mB 




1 

6th „ 


8 

320,000 



1 

1 

«th „ 


8 

320,000 

8 

2 

1 

1 

7th 


9 

360,000 

9 

3 

1 

1 

Sth „ 


10 

400,000 

10 

4 

1 

l 

9th ,, 


11 

440,000 

11 

6 

1 

1 

10th „ 


12 

480,000 

12 

6 

1 

1 
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APPENDIX 6— oontd. 


Assam (14 Districts). 


1941 Population 10*20 million* 


r 


Year. 


primary units. secondary UNITS. 


No. of 

Popula¬ 

No. of 

No. of 

No. of 

Primary 

tion 

dis¬ 

30-bed 

Secon¬ 

units 

served. 

pensaries 

hospitals 

dary 

(40,000 
popula¬ 
tion) 
in a 
district. 


in pri¬ 
mary units 
eaoh 
having 
two emer¬ 
gency and 
two 

maternity 

beds. 

in 

primary 

units. 

units. 


No. of No. of 
200*bed 500-bed 

hospitals hospitals, 
in 

secondary 

units. 


1st Year 

6 

200,000 

6 

1 

1 

1 

2nd „ 

6 

200,000 

6 

1 

1 

1 

3rd „ 

S 

200,000 

6 

1 

1 

J 

4th „ 

6 

200,000 

6 

1 

1 

1 

6th „ 

6 

200,000 

S 

1 

1 

1 

8th „ 

8 

240,000 

6 

1 

1 

1 

7th „ 

7 

280,000 

7 

2 

1 

1 

8th 

8 

320,000 


3 

1 

1 

Wth „ 

e 

380,000 

9 

4 

1 

i 

10th 

10 

400,000 

10 

i 

1 

i 


Shb (8 Dwtaiom). 


primary units. 


1941 Population 4*54 millions. 


SECONDARY UNITS* 


No. of Popula- No. of No. of 
Primary tion dis- 30-bed 

units served, pensariee hospitals 

(40,000 in pri- in 

popula- mary units • primary 

Year. tion) eaoh units, 

in a having 

district. two emer¬ 

gency and 
two 

maternity 

beds. 


No. of 
Secon¬ 
dary 
units. 


No. of 
200-bed 
hospitals 
in 

secondary 

unitp. 


No. of 
500-bed 
hospitals. 


lrt Ye*r 

, , 

6 

wrij 

5 

i 

i 

I 

2nd „ 

, , 

6 


5 

i 

1 

i 

3rd „ 


6 


5 

i 

1 

i 

4th „ 


6 


6 

i 

1 

i 

6th „ 


6 


5 

i 

i 

i 

6th „ 


fl 

200,000 

5 

i 

1 

1 

7th „ 


6 

240,000 

6 

2 

i 

i 

8th „ 


8 

240,000 

0 

2 

1 

1 

9th „ 


7 

280,000 

7 

3 

1 

1 

10th „ 


8 

320,000 

8 

4 

1 

1 
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APPENDIX 5— contd. 


.W. F. P, (0 Districts). 


1941 Population .1-04 millions 


Year. 


primary units. 


secondary units. 


No. of 

Popula¬ 

No, of 

No. of 

No. of 

No* of 

No. of 

Primary 

tion 

dis- 

30-bed 

Secon¬ 

200-bed 

BOO-bed 

units 
(40,000 
popula¬ 
tion) 
in a 
district. 

served, pensaries 
in pri¬ 
mary units 
eaoh 
having 
two emer¬ 
gency and 
two 

maternity 

beds. 

hospitals 

in 

primary 

units. 

dary 

units. 

hospitals 

in 

secondary 

units. 

hospital. 


1st Year 

6 


5 

1 

1 

1 


2nd ,, 

S 


6 

1 

1 

1 


3rd 

5 

WiYm^K 

5 

1 

l 

1 


4th „ 

6 

200,000 

6 

1 

1 

1 


5th „ 

5 

200,000 

5 

1 

1 

1 


Otli 

5 

200,000 

6 

1 

1 

1 


7th „ 

0 

240,000 

6 

2 

1 

1- 


8th „ 

6 

240,000 

6 

2 

1 

1 


(till 

6 

240,000 

a 

2 

1 

1 


10th „ 

7 

280,000 

7 

3 

1 

1 
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APPENDIX 6. 


Total provision of hospital beds of aU types at the end of the first five and 

ten year 8 . 


End of first 
five years. 

End of first 
ten years. 

General bods— 

1, Primary unit dispensaries .. 

2. Thirty-bed hospitals 

3. 200-bed hospitals 

4, 600-bed hospitals - - • • 

6. Medical oolleges .. 

7,808 

12,120 

43,200 

17,000 

16,020 

69,700 

43,200 

69.600 

32.600 

Tuberculosis beds • • .. 

80,128 

6,000 

220,620 

13,200 

Leprosy 

86,728 

14,000 

233,820 

28,000 

Mental beds 

100,728 

9,000 

261,820 

18,000 

Existing 

109,726 

73,000 

279,820 

73,000 

Total .. 

Aproximatojy 

Population .. .. 

Bate per 1,000 population 

182,782 
§§» l83,ooo 

.. 330 millions 

0-66 

362,820 

363,000 

346 millions. 

1-03 
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APPENDIX 7; 


A provincial 

nutrition organisation. 


Name. 

No. 

Soale. 

Staff— 



Chief Nutrition Officer 

1 

Rs. 600—40—1,000. 

Field-- 

Field workers .. 

3 

Bfl. 300—20—500. 

Inferior servants 

3 

Rs. 25—2—66. 

Laboratory — 

Chief Assistant 

1 

Rs. 300—20—600. 

(Chemistry ck Biochemistry) 

Chemist 

1 

Rs. 150—10—250 

Laboratory assistants 

3 

Rs. 60 — 6 — 100. 

Animal attendants .. 

3 

Rs. 25—2—65. 

Inferior servants 

3 

Rs. 26—2—55. 

Office — 

Stenographer 

1 

Rs. 76—6—150. 

Typist clerks 

2 

Rs. 60—5—100. 

Statistician 

1 

Rs. 150—10—250. 

Artist 

1 

Rs. 100—5—150. 

Inferior servants 

2 

Rs. 25—2—55. 
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APPENDIX 8. 


Ai provincial venereal diseases organisation and its expenditure. 
Details of Expenditure. 

1. Provincial organisation — 


let year. 

. , 


1,80,696 

2nd ,, 



1,83,898 

3rd „ 



1,87,081 

4th „ 



1,90,273 

5th „ 



1,93,448 

6* „ 



1,97,108 

7th „ 



2,00,317 

8th „ 



2,03,948 

9th „ 



2,06,738 

10th „ 



2,09,949 

2. District 

organisation — 


1st year 



13,497 

2nd ,, 



14,039 

3rd „ 



14,682 

4 th „ 



15,125 

6th „ 



16,668 

6th „ 



16,382 

7 th „ 



16,934 

8th „ 



17,486 

9th „ 



18,037 

10th , 



18,689 

3. Purchase of Drugs — 
1st year 


4,000 

2nd „ 



4,000 

3rd „ 



4,000 

4th „ 



6,000 

6th „ 



8,000 

6th „ 



10,400 

7th „ 



12,800 

8th „ 



15,200 

9th „ 



18,400 

10th „ 

. . 


21,600 


1st five years. 
Rs, 


9,35,394 X H = 1,02,89,334 


Ten years. 
Rs. 


19,53,454 X '11 


72,911 X 216= 1,57,48,778 


2,1*, 87,,<1*4 


1,60,338 x 216= 


26,000 X 216= 66,16,000 


1,04,400 x 216= 


3,46,33,008 


2,25,60,4041 


Total 


3,16,64,110 7,86,71,402 


STAFF. 


Name. 



No. 

Scale. 

1, Provincial Organisation— 

Offioer in charge 

• • 


1 

Rs. 600—40—1,000. 

Assistant offioere in charge .. 

. . 


2 

Rs. 500—30—800. 

Propaganda officer 

* ■ 


1 

Rs. 350—26—600. 

Social -worker supervisor 

• • 


1 

Rs. 250—25—600. 

Propaganda workers 

a. 


8 

Rs. 100—6—150. 

Clerks 

. . 


3 

Rs. 100—6—200. 

Accountant . ♦ * * 

. . 


1 

Rs. 160—6—260. 

Stenographers 



2 

Rs. 100—6—200. 

Inferior servants .. 


* * 

2 

Ra. 25—JJ—65, 

3. District clinic organisation — 

Medical offioer 

• . 

. . 

1 

Rs. 260—26—600. 

Sooial worker 

. f 

. . 

1 

Rs. 125—6—160. 

Clerk. 

. . 

. . 

1 

Rs, 100—5—200. 

Peon 


. . 

1 

Rs. 26—2—65. 

Sweeper .. 


•• 

1 

Rs. 26—1—36. 


8 , Provision for 

porohase of drags— 
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APPENDIX 9. 

Estimates of Expenditure on ental Institutions. 

Fisrt five years. 


(1) Improvements in mental hospitals. 


Non.re earring Reonrrina 
Rb. Rs. 


(а) Madras .. .. .. . ■ .. 10,00,000 

(б) Poona .. .. • • .. .. 10,00,000 

(c) Agra .. •. • - • • • ■ 25,00,000 

(d) Nagpur .. .. .. • • • ■ 25,00,000 

(e) Lahore 

(new hospital 1,500 bods) .. .. .. 50,00,000 

(/) Ranohi 

(European Mental Hospital) .. . • 10,00,000 

( g ) Ranohi 

(Indian Mental Hospital) ■ • • • ■ • 10,00,000 

(A) Thana 

(Converted into Mental Deficiency or Senile 

Home) .. .. .. .. 5,00,000 

1,45,00,000 

(2) Opening of two new mental hospitals in Bombay A 

Calcutta . 22,00,000 


1,07,00,000 


(3) Beds—9,000 

(Total number in all the above eight mental hoBpi- 
tale including 2 new ones) 

@ Rs. 1,0007- per bed X 5 years .. 

(4) Training of nurses in mental hospitals—2 years 
course—100 nurses to be admitted for training eaoh 
year. 

Total number of nurses that require stipends etc. 
in first five years=900, @ 75/- per month 
000 x 76 X 12 months 

(5) Training of doctors in the United Kingdom 20 X 8,000 X 


4,60.00,000 


8,10,000 

8,00,000 


Doctors. 


(6) Salaries of Central and Provincial Mental Officers:— 
Centre 

Provinces 

(7) Maintenance charges o rcapital works 


1,60,600 

8,80,650 

10,02,000 


Total (reoarring) 


4,86,09,110 
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APPENDIX 9— contd. 

Estimates of Expenditure on Mental Institutions. 

Second five years. 

(1) Improvements to the remaining mental hospitals : Non-rconiring Reourring. 

(Rs.) (Rs.) 

(a) Ahmedabad (500 beds) .. .. .. ") 

( b ) Ratnagiri ,, 

(e) Dharwar „ 

( d) Calicut „ @ Rs. 10,00,000 per hospital 

(e) Waltair „ > 

(/) Bareilly—(100 beds) 10,00,000 x 9 = 

(g) Benares 

(h) Hyderabad (Sind) 

(i) Assam—(1,000 beds) 


90,00,000 

(2) Opening of five new mental hospitals in Madras, Pun¬ 
jab, U.P., Bihar and Central Provinces, eaoh with 
600 beds, @ Rs. 22 lakhs per hospital for building 
and equipment ,. .. V.. 1,10,00,000 


(3) Increasing tho bed strength of the two new mental 
hospitals in Calcutta and Bombay, started in the 
first five years, from 200 to 600 beds 


Total (non-recurring) .. Rs. 

Recurring 

(4) Total beds (1st five years 2nd five years) 

9,000 + 9,000 

= 18,000 

@ Ra. 1,000 per bed per year for five years ... 


(6) Training of nurses—60 nurses to be admitted each 
year for two years course. Kach nurse gets Rs. 76 

p.m. as stipend during training 550x75 x 12 =■ ... 4,96,000 


(0) Training of doctors : 

20 x 8,000xS— .. .. .. .. 8,00,000 


22 , 00,000 

2,22,00,000 


9,00,00,000 


(7) Salarios of Central and Provinoial Mental "j Centre 1,73,400 

OffioerB attaohed to the respective health >■ 

organisations .. .. J Provinoes 10,32,360 


(8) Maintenance oharges on capital works 


38,37.000 


Total (recurring) 


9,03,37,810 


14,49,98,920 


Grand Total (recurring) of the 1st ten years 



APPENDIX 9 —condd. 
Mental Health Organisation, 

Centre: (Further details.) 
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APPENDIX 10. 

Estimates of Expenditure on Leprosy OjKJAyisatiohs . 

Leprosy (Centre). 

Central Leprosj Institute .. .. 1st five years. 1st ten year*. 

Rs. Rt. 

Non-recurring expenditure .. .. .. .. 5,00,000 0,00,000 

Recurring: 

Maintenance @ 3 p.o. per year on the above 

oapital works .. - • • ■ 30,000 1,05,000 

•Annua] reourring ooat including salaries of staff, 

etc. . 4,30,380 9,39,402 

Total (recurring) .. 4,60,386 10.44,462 

•Annual reourring cost from year 


1st year 
2nd year 
3rd year 
4th year 
5th year 
6th year 
7th year 
8th year 
9th year 
10th year 
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APPENDIX 10— contd. 
Leprogy ( Provinces ). 


Non-recurring. 1st five years. 1st ten years. 

Its. Rs. 

[. Increasing the existing beds provision by 14,000 beds 
for institutional treatment, in the first five years @ 

Its. 1,000 per bed per year .. .. .. 1,40,00,000 .. 

Adding a similar provision during the second five 

years .. .. .. .. .. 2,80,00,000 


Total (non-recurring) 

1,40,00,000 

2,80,00,000 

(N.B.—Working details are given below item by item. 
II. Recurring, 

(a) Maintenance @ 3 p.o. per year on the above 
non-rocurring expenditure, assuming the same 
annual increase in the number of beds .. 

) 

8,40,000 

37,80,000 

( b) Annual recurring oost for maintaining, from 
year to year, the above-metioned beds @ Rs. 400 
per bed per year .. .. ., 

1,68,00,000 

6,16,00,000 

(c) Coat of Provincial Leprosy organisations, after 
reduction of the total by one-third, to conform 
more correctly to varying provincial needs 

24,94^46 

55,79,026 

(t/) Propaganda and publicity @ Rs. 6,000 per 
province per year .. .« 

2,75 000 

5,50,000 

(e) Financial help to voluntary organisations @ 
Rs. J25 por bed per year, for 10,000 beds during 
the first five years .. 

62,50.000 


Adding a similar provision during the second five 
years 


1,87,50,000 

(/) Development of Group Isolation Colonies @ 
Rs. 3 lakhs per year .. 

15,00,000 

30,00,00 

Total (recurring) .. 

2,81,59,640 

3,32,59,020 


Details : 

(a) It is assumed that the increase of 14,000 beds is affected evenly 
over tho first five years, or 2,800 beds are added every year. A similar 
annual provision will be made during the second five year period also. 

Maintenance @ 3 p.c. p.a. 
1st five years. 1st ten years. 

Maintenance charges on : 


1st year capital expenditure Rs. 28,00,000 
2nd ,, „ i, 

3rd ,, „ „ 

4th ,, ,, ,, 

8 th ,, ,, „ 


3,30,000 7,50,000 

2,52,000 0,72,000 

1,08,000 5,88,000 

84,000 5,04,000 

4,20,000 


6th 

7th 

8th 

Oth 

10th 




8,40,000 

3,36,000 

2,52,000 

1,08,000 

84,000 


37,80,000 
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APPENDIX 10— ctmcli. 


m 

New beds. 


Total beds. 

Total maintenance charges. 

let year 

2,800 


.. 2,800 

Its. 

11,20,000 


2nd year 

2,800 


.. 6,000 

22,40,000 


3rd year 

2,800 


.. 8,400 

33,00,000 


4th year 

2,800 


.. 11,200 

44,80,000 

Rs. 

6th year 

2,800 


.. 14,000 

56,00,000 

1,68,00,000 

6th vear 

2,800 


.. 10,800 

67,20 000 


7th year 

2,800 


.. 19,600 

78,40,000 


8th year 

2,800 


.. 22,400 

89,60,000 


9th year 

2,800 


.. 25,200 

1,00,80,000 

Rs. 

10th year 

2,800 


.. 28,000 

1,12,00,000 

6,16,00,000 


(«} Detail* of annual expenditure on Provincial Leprosy Organisations. 


1st year 

Rs. 

.. 62,333 


2nd year 

.. 65,653 


3rd year 

.. 67,554 


4th year 

.. 70,764 


6th year 

.. 73,976 340,179X11X2 „ „ 


flth year ., 

-A—-=24,94,640 

.. 77,644 


7th year 

.. 80,871 


8t h year .. ,. 

.. 84,320 


9th year .. ,. 

.. 87,328 


10th yoar ,. 

.. 90,557 7,60,809x11x2 

- 65,79,926 

_ 3 

(d) 6000x11x6 

= 2,75,000 


1st ten years 2,76,000 +2,76.000 

- 6,50,000 

(e) 1st five year*=10,000 x 126x5 =62,60,000 

2nd five year*=20,000x 126X6 =1,26,00,000 


Total ton years 

1,26,00,000+62,50,000 

= 1,87,60,000 

(/) 1 st five years .. 

3,00,000x5 =15,00,000 


Ten year* .. 

15,00,000+15,00,000 

30,00,000 
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APPENDIX 11. 

Estimate of doctors r hired at the end of first five years 
AND FIRST TEN YEARS. 


Medical Colleges: First 

First five years. ten years. 

The estimate for a medical college has 
been bused on the suggestions put 
forward by (lie Goodenough Com¬ 
mittee, namely, for preclinical sub¬ 
jects 09 and for clinical subjects 119 
in each college. 


■ Total required .. 

.. 

1S8X24 

=4,612 

43X188 

=8,084 

Primary Unit : 

2 Doctors for each primary unit 

, . 

2x1952 

= 3,904 

2x3905 

= 7,810 

30 Bed hospital: 1 Doctor oach 

, 4 

1X404 

=404 

1X1990 

= 1.990 

Secondary Unit: 

3 M.O.’n for each secondary unit 

. , 

3x210 

■ =048 

3x355 

= 1,065 

200 Bod hospitals : 15 Doctors for each 

16X210 

=3,240 

15x216 

=3,240 

600 Bad hospital .. .& 

, , 


. , 

15x139 

=2,085 

Mobile, dental organisations 

, . 


. . 

1 xS65 

= 355 

District headquarters organisation: 
doctors for each .. 

two 

2X216 

=432 

• • 

=432 

Central Directorate : 


, , 

21 


2i 

Provincial Directorate ; 


20X11 

=220 


220 

Tuberculosis : 

6 Doctors for oach 200-bed hospital 

1 : 40 

, , 

6X33 

= 105 

5X66 

=330 

Main clinics 3 for each 


3x33 


3x00 

= 198 

District clinics; 2 for each ., 

, t 

8X183 

=300 

2x360 

= 732 

Travelling tuberculosis clinics 

.. 


t , 

1X710 

=710 

Mental diseases • 

1 Doctor for 50 beds : 9,000 new beds 
in ouch period 


180 


300 

malaria: 

Hoad quarters .. .. 

A-4 


44 


44 

Deputies ,. .. 



• • 

♦ - 

22 

Control Unit, 10 for each province 

, ; 

loxii 

=nc 

25x11 

=275 

Leprosy: 

14,000 beds. 1 doctor for 40 


. 4 

350 


700 

Venereal diseases : 

Provinces .. 

. . 

6x11 

= 65 

10x11 

= 110 

Districts 

, , 

1x216 

=210 

2x2fC_ 

T =432 

School health : 

2 for each province .. 


IX 11 

= 22 

4X11 

=44 

NiUrvion ,: 

6 for each Province ,, 

•* 

fix 11 

= 55 

• • 

66 


Total*; 

15,043 


29,314 
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APPENDIX 12. 

Estimate of nurses for hospitats and dispensaries required at the end of 
first five and first ten years. 



First five years. 

First ten years. 

Primary units dispensaries 

1952X1 = 

1,952 

3905 X 1=3,906 

30-bed hospitals : 8 nurses per hospital 

404 x 8= 

3,232 

1990x8=16,920 

Secondry Unit. 

200 bed hospitals 50 nurses per hospital 

216X60= 

10,800 

216x60=10,800 

600 bed hospitals 125 nurses per hospital 



139x 125=17,376 

Hospitals attached to Medical Colleges. 
1,000 beds in eaoh and 250 nurses 

250 x 24= 

6,000 

250x43 = 10,750 

Tuberculosis. 

!00 bed hospital for every centre, 
each hospital will have 20 nurses 

33x20= 

660 

66x20=1,320 

Travelling tuberculosis clinics : One nurse 
in each ., 

.. 

Nil 

710x1 = 710 

Mental. 

9,000 new beds in each period, 
l nurse for 20 beds 


460 

900 

Leprosy. 

To provido for 14,000 beds in each period : 
1 nurse for 20 beds 


700 

1,400 


Totals 

23,794 

83,080 


Public health nurses for outdoor duty. 


Primary Unit. 

Public health nurses por unit .. 1952 X 4= 

7,808 

3905x4=15,620 

Secondary Unit. 

2 Senior public health nurses per unit 

216X2=432 

355x2=710 

Tuberculosis. 

Three public health nurses for every main clinic 

33x 3= 99 

66X3=108 

Two for every district clinic 

183x2=366 

366x2= 722 

School Health. 

J Senior public health nurses for every Province 

11x1 = 11 

22x1=22 


8,716 

17,282 

Total number of nurses required ( public health 
nurses and hospital nurses) 

32,510 

80,302 
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APPENDIX 13, 

Nurseries in the Soviet Union. 

(Extract from Professor Henry E. Sigerist’s book “Socialised Medicine in the 

Soviet Union".) 

The Soviet nursery serves a throe-fold purpose. It liberates the working 
woman, it cares for the child, and it educates the child as well as the mother. 
The director of the nursery is generally a woman physician and the stafE 
consists of doctors, psychologists, and nurses. Most nurseries have a capacity 
of from about 50 to 125 children. They are organised in three divisions : one 
for the infants under one year, one for children in the second f year, and one 
for those in the third year. Some nurseries are operated in shifts according 
to the working hours of the mothers. 

Today tho equipment and routineTof Soviet nurseries arc more or less 
standardised and similar institutions are found in Moscow and in the Cau¬ 
casus, as well as in Central Asia and Siberia. On her way to work the mother 
brings her child to the nursery, undresses him, puts the clothes in a locker, 
and delivors tho nude child to a nurse who weighs him and gives him to the 
pediatrician for a routine examination. The temperature is taken and if 
any symptoms aro discovered, the child is brought to the infirmary or, in 
oase of more serious illness, to the hospital. If a child is found to be dirty 
and neglected, tho mother and child are sent home and a visiting nurse goes 
to inspect it. Once in the nursery, the child is dressed in nursery clothing 
and joins the children of his age. Small infants are kept in cribs; they have 
toys to play with, and at regular intervals the mothers come to nurse them. 
The mother removes her working dress, and puts on a sterilised gown es¬ 
pecially made for the purpose with slits at the breasts. After having fed 
the child, the mother receives her own lunch in the nursery free of charge. 
In such a way a very close co-operation develops between the nursery work¬ 
ers and the mothors, who aro in daily contact with pediatricians. In the 
nurseries, mothers loam how a child should properly be dressed and fed. 
They learn that fresh air is not harmful to children, as was believed for cen¬ 
turies and is still believed in many parts of Europe. Home visitors inspect 
the living places regularly in order to find out under what conditions the 
children live. 

Once a child begins to crawl, he enters the second group. He then plays 
in the pen and has a different set of toys. Gradually he is taught to develop 
certain habits, such as bathing and eating. He learns to urinate and go 
to the stool at dofinite times. Special tables accommodating three children 
have been devised for meals, on the assumption that one nurso can feed 
three children. Eating in groups also develops a certain spirit of co-operation 
for regardless of how greedy a child may be, he soon learns that he has to 
await his turn. At the ago of one year and nine months a child is expected 
to be able to undress alone and at the age of two and a half years he is ex¬ 
pected to make his own bed and to dress himself. Part of the standard 
equipment of evory nursery is a staircase and slide. At the age of two the 
child is expected to bo able to walk upstairs, and at two yoars and nine 
months, to walk downstairs without holding on to the banister. Older 
children play in groups ; their tovs are automobiles, locomotives, aeroplanes, 
tractors, besides, of course, dolls and teddy bears. They sing and dance. 
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Whenever possiblo, they play out-ot-doors shovelling snow, and chopping 
wood. In the summer many nurseries are moved to the country, The 
children are brought in contact with nature and labour, and there is no ir.cie 
touching sight than to see a brigade of youngsters watching a herd of cattle 
or observing the work of a tractor and listening to an explanation of its use 

At the ago of three the child leaves the nursery as an independent little 
citizen, who is healthy in mind and body and does not have to rely on adults 
in his daily living habits. During these three years the mother has had a 
thorough education that will prove valuable to her in rearing later children. 


APPEMJIX 14. 


Provincial Malaria Organisation. 


{a) Provincial Headquarters staff: 

First five years. 

Assistant Director of Health Services (Malariolcgy) 
Entomologist .. .. 


Second five years. 


Sanitary Engineer 

Overseers .. .. .. .. .. 4 The same staff. 

Draftsman 
Antimalaria Officer 
Laboratory Assistants 
Antimalaria Assistants 
Clerks 

Insect collectors 
Inferior servants 
Sweepers 

(6) Regional Organisation. —While five Deputy Assistant Directors 
are eventually to be provided in all the major provinces none will be appoint¬ 
ed daring the first five years and only two such posts will bo created during 
the second five years. 


First five year*. 

Nil 

(o) Malaria Control Units 


Staff of one unit:— 
Antimalaria assistant 
Laboratory assistants 
Malaria Supervisors .. 

Mistry 

Field workers .. .. 


Second five years. 
Deputy Assistant Directors of 
Health .. ., 

Clerks .. ,. 


2 

2 


1 

2 

a 

i 

as 


Number of malaria control units to be 
established during the 

First five years. Second five yean. 


10 


IB 
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List of equipment required for the Provincial Headquarters Unit. 


1. Microscopes, high power 

Ten. 

2. Microscopes, dissecting, small 

Ten. 

3. Microscopes, dissecting, binocular 

Two. 

4. Other laboratory equipment of tho type of hand lenses, breed¬ 
ing cages, glassware, balance, primus stoveB, etc., including 
chemicals 

As required (A yearly 
alltoment of Bs. 8CU). 

6. Surveyor’s equipment for the sanitary Engineer and his staff 
6. Bicycles 

Ten. 

7. Typewriters, standard 

Two. 

8. Typewriter*, portable 

One. 

9. Epidiascope for instructional purpose* 

One. 

10. Cinema Projector instructional purpose* 

One. 

List of equipment required for the Provincial control Unit. 

(a) Transport— 


(1) Trucks, 3/4 ton 4 X 4, weapons carrier 

Two. 

(2) Trucks, 3/4 ton, 4x4 (Jeep) 

One. 

(6) Tentage— 


Tents, 160 pound 

Three. 

(e) Sprayers, spraying equipment, etc.— 


(1) Potrol driven sprayers, 1 to 2 H. P. . - 

Four. 

(2) MISH type hand sprayers .. 

. One hundred. 

(3) Knapsack sprayers, oil 

Twelve. 

(4) Stirrup pumps, double barrel, complete with special nozzles, 

lances, etc. .. .. •• •• •• •• Twenty. 

(5) Empty drums, 40 gallons 

Five. 

(6) Empty drums, 6 gallons" 

Twenty. 

(7) Empty drums, 1 gallon 

Twenty. 

(8) Buckets, 3-4 gallons 

Forty. 

(i) Field Worker’s Implements— 


(1) Hoea 

Two dozen. 

(2) Pickaxes 

One dozen. 

(3) Machetes .. 

Two dozen. 

(4) Axes, wood outting 

Six. 

(e) Laboratory equipment such as hand lenses, breeding cages, 
catching apparatus, glassware, balance, primus stoves, etc. 

As required (Ayear, 
ly allotment of R«. 
3,000/- 

(/) Portable typewriter « ►. • • — — 
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APPENDIX k 

Model Mosquito Ordinance. 

United States Public Health Service. 

Section 1. —It shall be unlawful for any person to have, keep, maintain, 

cause, or permit within the corporate limits of... any collection of 

standing or flowing water in which mosquitoes breed or are likely to breed, 
unless such collection of water is treated so as effectually to prevent such 
breeding. 

Section 2. —Collections of water in which mosquitoes breed or are likely 
to breed are those contained in ditches, ponds, pools, excavations, holes, 
depressions, open cess-pools, privy vaults, fountains, cisterns, tanks, shallow 
wells, barrels, troughs (except horse troughs in frequent use), urns, cans, 
boxes, bottles, tubs, buckets, defective house roof gutters, tanks or flush 
closets, or other water containers. 

Section 3. —The natural presence of mosquito larvae in standing or run¬ 
ning water shall be evidence that mosquitoes art breeding there. 

Section 4. —Collections of water in which mosquitoes breed or are likely 
to breed shall be treated by such one or more of the following methods as 
shall be approved by the health officer :— 

(Hero follows description of methods). 

Section 5— In case the person responsible for the condition of premises 
on which mosquitoes breed or are likely to breed, fails or refuses to take 
necessary measures to prevent their breeding within three days after notice in 
writing has been givon him by the health officers, or within such longer time 
after such notice as may bo specified in the notice, the said person responsible 
shall be deemed guilty of a violation of this ordinance ; and for each day after 
the expiration of three days from the day on which such notice is given him, 
or for each day after the expiration of the time specified in the notice, as the 
case may be, that the person responsible fails or refuses to take such measures, 
the said person responsible shall be deemed guilty of a separate violation of 
this ordinance, and in case of such failure or refusal of the person responsible, 
the health officer is authorised to take necessary measures to prevent the breed 
ing of mosquitoes, and all necessary costs incurred by the health officer fo 
that purpose shall be a charge against the person responsible. 

Section 6 .—For the purpose of this ordinance the person responsible for 
the condition of any promises is the person using or occupying the same ; 
or, in case no person is using or occupying the premises, the person who by 
law is entitled to the immediate possession of the same ; or in case the pre¬ 
mises are used or occupied by two or more tenants of a common landlord; 
each tenant, however, is responsible for that part of the premises, which he 
occupies to the exclusion of the other tenants ; provided, that in case the 
premises are occupied by a tenant under an yearly or monthly tenancy, or 
under a lease for not more than a year, or under any lease whereby the lessor 
is expressly or impliedly obligated to keep the premises in repair, and the 
collection of standing or flowing water in which mosquitoes breed or are 
likely to breed is owing to the disrepair of the building or buildings, or to 
any natural quality of the premises, or to any conditions that existed at the 
time when the tenant entered into possession, or to anything done on the 
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premises by the landlord during the existence of the tenancy or lease, then 
and in such case, the landlord is the person responsible ; provided further , 
that any person who has caused to exist on any premises of which he is not 
the owner, landlord, occupant, or tenant any collection of water in which 
mosquitoes breed or are likely to breed is responsible, as well as the owner, 
andlord, tenant, or occupant, as the case may be. 

Section 7.—For the purpose of enforcing the provisions of this ordinance 
the health officer, or his lawful subordinate, may at all reasonable time3 
enter in and upon any premises within his jurisdiction. 

Section 8 .—Any person found guilty of a violation of this ordinance, as 
described in Section 5 hereof, shall be punished by a fine of not less than 
one dollar ($ 1) and not more than twenty-five dollars ($ 25). 

Section 9 .—This ordinance shall be in full force and effect on and after 
the I,.) day from the day on which it is approved. 
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APPENDIX 16. 

Destruction or Mosquitoes, 

Straits Settlements. 

Ordinance No. 174. 

To provide for the destruction of mosquitoes :— 

1. Short title. Application .—This Ordinance shall apply to all property 
of every description including that belonging to or vested in or maintained 
by the Crown. 

2. Interpretation— In this Ordinance, unless there is something repug¬ 
nant in the subject or context, 

“ House ” .. includes dwelling house, warehouse, office, shop, school 

and any other building in which persons are em¬ 
ployed ; 

“Mosquito”., means the insect and includes its eggs, larvae and 
pupae; 

“Owner ” .. includes the person for the time being receiving the rent 
of any premises, whether on his own account or as 
agent or trustee or as receiver, or who would receive 
the same if such land or house were let to a tenant, 
and includes the Crown ; 

“ Occupier" .. means the person in occupation of any premises or 
having the charge, management or control thereof 
either on his own account or as agent of another 
person but does not include a lodger ; 

“Premises” .. includes mossuages, buildings, lands, easements and 
hereditaments of any tenure, whether open or en¬ 
closed, whether built on or not, whether public 
private, and whether maintained or not under 
statutory authority ; 

" Sanitary 

Authority ” .. means within any Municipal limits, the Municipal 
Health Officer and in any Rural District, the Rural 
Board Health Officer. 

3. Entry and inspection by sanitary authority or authorised person .—(1) 
The sanitary authority or any person authorised by him either generally or 
specially in that behalf in writing may, between the hourB of six in the morn¬ 
ing and six in the evening, with or without assistants, enttr and e xamine any 
promises in order to ascertain whether they or any thing thereon are in a 
condition favourable to the propagation or harbouring of mosquitoes ; pro¬ 
vided that no person shall, unless with the consent of the occupier, tiereof, 
enter any houso under this section without twelve hours’ previous notice 
being given to the occupier, if any, thereof. 

(2) Subject tosuch notice asaforesaid, the ownerand the occupier of any 
premises shall permit the sanitary authority or any person so authorised by 
him as aforesaid with or without assistants to have access thereto and to 
any part thereof for the purpose of subsection (1) and shall supply all such 
information as the sanitary authority require# and as is reasonably necessary 
for that purpose. 



31 


4. General power of sanitary authority to order notion. — (l) The sanitary 
authority, if as a result of any such examination it appears to him that any 
promises or anything thereon is favourable to the propagation or harbouring 
of mosquitoes, may, by order in writing addressed to tho owner or occupier 
of such premises direct him within a specified time to take such specified 
measures with regard to the premises or for the treatment, destruction or 
removal of anything thereon as may bring them into a condition not 
favourable to the propagation or harbouring of mosquitoes. 

(2) In particular and without prejudice to tho generality of the powers 
aforesaid the sanitary authority may in such order direct the owner 
or occupier to drain any land or fill up inequalities in the surface thereof 
so as to keep the land permanently free from standing water to the extent 
required by the order. 

5. Power of sanitary authority to order covering of tanks, etc. —(1) Tho 
sanitary authority may, by order in writing, direct tho occupier of any pre¬ 
mises 80 to cover within a specified time and keep continuously covered any 
specified vessel or receptacle, including any tank or cistern, on or appertaining 
to tho promises that mosquitoes shall be unable to enter Buch vessel or 
receptaclo. 

(2) Where any premises are unoccupied such order may be addressed 
to the owner thereof as if ho was tho occupier. 

6. Power of sanitary authority to take preventive measures.— Tho sanitary 
authority or any person authorised by him, either generally or specially in 
that behalf in writing may also, with the consent of the occupier, take such 
moasures as are reasonably necessary.— 

(a) to destroy mosquitoes wherever found ; 

(b) to collect and remove empty tins, cans, bottleB or other receptacles 
in which mosquitoos may brood ; 

(c) to cut down and remove any grass, bamboo stumps, forn or undor- 
growth in which mosquitoes aro likely to breed or be harboured ; 

(d) to bring any water or swamp into a condition not favourable to the 
propagation or harbouring of mosquitoes ; 

(e) to fill with concrete or otherwise treat holes or hollows in trees 
which hold or aro likely to hold water. 

7. Enforcement of order.—{1) If the owner or occupier of any premises 
on whom an order under section 4 or 5 has been served fails to comply with 
the terms thoreof, the sanitary authority or any person authorised by him, 
either generally or spociallv in that behalf in writing may enter upon or into 
tho said premises with such assistants and things as are necessary and may 
perform and do thereon or therein all acts and things required by the said 
order to bo performed or done, and tho cost thoreof shall be recoverable from 
tho owner or occupier by the sanitary authority. 

(2) If tho amount of such costs is not paid by the party liable to pay the 
same within seven day3 after domand, such amount may be reported to a 
Polico Court and recovered in the same way as if it was a fine imposed by such 
Court. 

(3) Nothing in this section shall aSeot any liability of any person to 
prosecution and punishment undor section 8. 



8. Penally for default. — (1) Any owner or occupier of any premises, oft 
whom an order under section 4 or 5 has been served, who negleots to comply 
with the terms thereof, shall be liable, on conviction by a Police Court, to a 
fine not exceeding five hundred dollars or to imprisonment of either descrip¬ 
tion for a term which may oxtond to six months. 

(2) No person shall be punishable under thiB section for neglect to comply 
with any order in respect whereof he has appealed as hereinafter provided 
unless such order has been confirmed on appeal. 

10. Persons unable to meet necessary expenditure. —If it appears to the 
sanitary authority after due inquiry that any person has not the means to meet 
the necessary expenses of doing anything required to be done by him under 
this Ordinance, such necessary expenses may be met from Municipal or Rural 
Board Funds, as the case may be. 

11. No compensation. —No person shall be entitled to compensation for 
any expense incurrod or damage occasioned by any order given or act done 
in pursuance of this Ordinance or any rule made thereunder unless such 
damage has been occasioned maliciously or without reasonable cause. 

13. Penalty for obstructing sanitary authority. —Any person, who obstructs 
the sanitary authority or any porson authorised by him or any person engaged 
in carrying out this Ordinance in any act authorised by this Ordinance, shall 
be liable, on conviction by a Police Court, to a fine not exceeding two hundred 
dollars or to imprisonment of either description for a term which may extend 
to three months. 

14. Penalty for injuring works, etc., executed, etc., by sanitary authority. ■— 
Any porson who, without tne consent of the sanitary authority, interferes with, 
injures, destroys or readers usoless any works executed or any materials or 
things placed in, under or upon any promises by or under the orders of the 
sanitary authority, shall be liable, on conviction before a Police Court, to a 
fine not exceeding five htibdred dollars, and the sanitary authority may in 
addition recover from such person in the same manner as if it was fine 
imposed by a Police Court, such cosos and expenses as it incurs in re-executing 
the works or replacing the materials or things so interfered with, injured, 
destroyed or rendered useless. 

15. Duly of owner and occupier to protect works for destruction of mosqui¬ 
toes. —(1) Where the sanitary authority or any department of Government or 
the Municipality has constructed any works with the object of preventing the 
breeding of mosquitoes whether before or after the coming into force of this 
Ordinance the onwerand the occupier of the premises on which such works 
stand shall prevent such premises being used in any manner whatsoever that is 
likely to cause or has caused tho deterioration or to lessen the efficiency of 
such works. 

(2) Penally. —Where any such premises are used in such a manner as to 
lessen the full efficiency of such works the owner and the occupier of such 
premises shall subject to sub-section (4) be liable on conviction before a 
Police Court to a fine not exceeding fivo hundred dollars and the sanitary 
authority may enter upon the premises and execute any necessary repairs or 
work thereon and recover from such person in the same manner as if it was 
fine imposed by a Police Court such costs and expenses as it thereby incurs 
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APPENDIX 17. 

Antimosquito Provision in the Bombay Municipal Act. 

Section 3.—Definition of terms :— 

(t) " Water work” includes a lake, stream, spring, pump, reservoir, 
cisterns, tank, duct, whether covered or open, sluice, mainpipe culvert, 
engino' and any machinery, land, building or thing for supply or used for 
supplying water. 

(z) “ Nuisance ” includes any act, omission, place or thing which 
causes or is likely to cause injury, danger, annoyance or offence to the 
sense of sight, smelling or hearing, or which is or may be dangerous to life 
or injurious to health or property. 

(an) “ Dangerous Disease ” means cholera and any endemic, epidemie 
or infectious disease by which the life of man is endangered. 

Section 61.—Matters to be provided for by the Corporation .— It shall be 
incumbent on the corporation to make adequate provision, by any meansof 
measures which is lawfully competent to them to use or take, for each of 
the following matters, namely : 

(d) The reclamation of unhealthy localities, the removal of noxious 

vegetation and generally the abatement, of all nuisances. 

( g ) Measures for preventing and checking the spread of dangerous 

diseasos. 

Section 64.— Special functions of the Commissioner.— (3) subject, when¬ 
ever it is in this Act expressly so directed, to the approval or sanction of the 
corporation or the standing committee and Subject also to all other restrictions, 
limitations and conditions imposed by this Act, the entire executive power 
for the purpose of carrying out the provisions of this A ct vests in the Com¬ 
missioner. 

Section 68. —Municipal officers may be empowerpd tq exercise certain of the 
powers of the Commissioner. —(1) Any of the powers, duties or functions con¬ 
ferred or imposed upon or vested in the Commissioner by any of the sections, 
sub-sections, or clauses mentioned in sub-section (2) may be exercised, per¬ 
formed or discharged, under the Commissioner’s control and subject to his 
revision and to such conditions and limitations, if any, as he shall think fit to 
prescribe, by any municipal officer whom the Commissioner, generally or 
specially empowers in writing in this behalf; and in each of the said sections, 
Bub-sections and clauses the word “ Commissioner ” shall, to the extent 
to which any municipal officer is so empowered, be deemed to include such 
officer. 

(2) The sections, sub-sections and clauses of this Act referred to in sub¬ 
section (1) are the following namely :— 

279, 374, 377,381, 381A, 488, 489. 

Section 274.— Provisions as to cisterns. —(1) The Commissioner may 
whenever it shall appear to him to be necessary, by written notice require, 
that any premises furnished with a private water-supply from any municipal 
water-work shall, within a reasonable period, which shall be prescribed in 
the said notice, be provided with a storage cistern of such size, material, quality 
and description, and with such fittings and placed in such a position and with 
such means of access as he thinks fit. 
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Section 279.— Powertocut off private water-supply or la turn off water. —(1) 
The Commissioner may cut off the connection between any municipal water- 
work and any premises to which a private water-supply is furnished by the 
corporation or turn off the water from such premises in any of the following 
cases, namely :— 

( b ) if the owner or occupier of the premises neglects, within the period 
prescribed in this behalf in any notice given under Bub-section (1) of section 
274, to comply with any requisition made to him by the Commissioner re¬ 
garding the provision of a storage-cistern, or the means of access thereto, 

provided that.the Commissioner shall not take action without 

the sanction of the standing committee. 

Section 374.— Power to inspect premises for sanitary purposes. —The 
Commissioner may inspect any building or other premises for the purpose of 
ascertaining the sanitary conditions thereof. (But see Section 488). 

Section 377.— Neglected premises.— It it shall appear to the Commissioner 
that any premises are overgrown with rank and noisome vegetation or are 
otherwise in an unwholesome or filthy condition, or, by reason of their not 
being properly enclosed are resorted to by the public for purposes of nature, 
or are otherwise a nuisance to the neighbouring inhabitants, the Commis¬ 
sioner may, by written notice, require the owner or occupier of such 
premises to cleanse, clear or enclose the same, or, with the approval of the- 
standing committee, may require him to take such other order with the same- 
as the Commissioner thinks necessary. 

Section 381 Filling in of pools, etc., which are a nuisance — (i) 1 f in the 
opinion of the Commissioner— 

(a) any pool, ditch, tank, well, pond, quarry-hole, drain, watercourse 
or any collection of water, or 

(b) any cistern, receptacle for water ot any article or thing capable of 
containing water whether or not such cistern or receptacle, article or thing 
contains water and is within or outside a building, or 

(c) any land on which water accumulates or is likely to accumulate, 
or 

(d) any premises or pait of any premises occupied or unoccupied, or 
under construction, reconstruction or demolition, is or is likely to become 
a breeding place of mosquitoes or which is in other respects, a nuisance 
as defined in clause (z) of section 3. 

{ii) The Commissioner may by notice in writing require the person by 
wliose act, default or sufferance, a nuisance arises, exists or continues, oi is 
likely to arise, and the owner, lessee or occupier of the land, building or pre¬ 
mises on which the nuisance arises, exists or continues or is likely to arise, 
or any one or more of such person, owner, lessee and occupier, to remove, 

discontinue or abate the nuisance by taking such measures and by executing 

such work in such manner with such materials as the Commissioner shall 
prescribe in such notice. 

(tii) The Commissioner may also by any notice under clause (it), or by 
another notice, served on such person, owner, lessee and occupier, or on any 
one or more of them require them or any one or more of them to take all step* 
requisite or necessary to prevent a recurrence of the nuisance, and may, if he 
thinks it desirable, specify any work to be executed or measures to be carried 




•out for that purpose, and may serve any further such notice notwithstanding 
that the nuisance may have been abated or removed, if he considers that it is 
likely to recur. 

Provided that if at any time within six months from the date of the service 
of any such notice, the nuisance recurs through the failure of the person or 
persons upon whom such notice has been served to comply with the require¬ 
ments contained in such notice, such person or persons shall be liable without 
any further notice to the penalties provided in this Act for offences under 
this section. 

(in) Where the nuisance arises or exists or is likely to arise or recur in 
connection with the construction, reconstruction or demolition of any pre¬ 
mises, or part of any premises, the Commissioner may in addition to serving 
any notice on any one or more of the persons mentioned in clause (ii) serve 
any sucli notice on any architect, contractor or other person employed to 
■carry out such work of construction, reconstruction or demolition, and also on 
any sub-contractor employed by such contractor or other person, or any 
one or more of such contractor, person and sub-contractor. 

Section 381/1.— Permission for new well, etc.—(1) No new well, tank, 
pond, cistern or fountain shall be dug or constructed without the previous 
permission in writing of the Commissioner. 

(2) If any such work is begun or completed without such permission, 
the Commissioner may either— 

(a) by written notice require the owner or other person who has done 
such work to fill up or demolish such work in such manner as the Com¬ 
missioner shall prescribe, or 

(b) grant written permission to retain such work, but such permission 
shall not exempt such owner from proceedings for contravening the pro¬ 
visions of sub-section (1). 

Section 461.— By-laws, for what purposes to be made. —The corporation 
may from time to time make by-laws, not inconsistent with this Act, with 
respect to the following matters, namely :— 

(a) regulating, in any particular not specifically provided for in this 
Act, the construction, maintenance and control of drains, ventilation-shafts 
or pipes, cess-pools, water-closets, privies, latrines, urinals, drainage-works 
of every description, whether belonging to the corporation or to other persons 
municipal water-works, private communication-pipes and public streets; 

(6) regulating all matters and things connected with the supply and 
use of water. 

Section 471 .—Certain offences punishable with fine. —whoever 

(a) contravenes any provision of any of the sections, sub-sections or 
clauses mentioned in the first column of the following table, or of any 
regulation made thereunder; or 
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(b) fails to comply with any requisition lawfully made upon him under 
any of the said sections, sub-sections or clauses ; 
shall be punished, for each such offence, with fine which may extend to the 
amount mentioned in that behalf in the third column of the said table. 


Seotion, sub-section 
or clause. 

Subject. 

Fine which may 
be imposed. 



Rb. 

Section 274 

Requisition to provide ftorage cisterns and 
other fittings to be UBed lor connections 
with water woiks. 

60 

Section 377 

Requisition to cleanse, etc., neglected premises 

60 

Section 381 

Requisition to fill in pools, etc., w hich are a 
nuisance. 

60 

Section 381 A, sub- 
section (1). 

Digging or constructing well, etc., without per¬ 
mission. 

6C0 

Section 381 A sub¬ 
section (2). 

Requisition to fill in or demolish well, etc. 

SCO 


Section 472.—Continuing offences. —Whoever, after having been con¬ 
victed of— 

(a) contravening any provision of any of the sections, sub-section* 
or clauses mentioned in the first column of the following table, or of any 
regulation made, thereunder, or 

(b) failing to comply with any requisition lawfully made upon him 
under any of the said sections, sub-sections or clauses, 

continues to contravene the said provision or to neglect to comply with the 
said requisition, or fails to remove or rectify any work or thing done in 
contravention of the said provision, as the case may be, shall be punished for 
each day that he continues so to offend, with fine which may extend to the 
amount mentioned in that behalf in the third column of the said table. 


Section, sub-section 
or olauae. 

Subject. 

Daily 

Fine which 
may be 
imposed. 



Rs. 

Seotion 377 

Regulation to cleanse, eto., neglected premises 

6 

Seotion 381 <. 

Requisition to fill in pools, etc., which are a 
nuisance. 

1 60 

Section 381A, Bub-seotion 
(2). 

Requisition to fill in or demolish well, eto. • 

60 


Section 488.—Power of entry .—The Commissioner may enter into or 
upon any building or land, with or without assistance or workmen, in order to 
make any inspection or survey ot to execute any work which is authorised by 
this Act or by any regulation or by-law framed under this Act to be made or 
executed, or which it is necessary for any of the purposes, or in pursuance of 
any of the provisions, of this Act or of any such regulation or by-law, to make 
or execute. 

Provided that— 

(a) except when it is in this Act otherwise expressly provided, no suck 
entry shall be made between sunset and sunrise ; 




(b) except when it is in this Act otherwise expressly provided, no build¬ 
ing which is used as a human dwelling shall be so entered, unless with the 
■consent of the occupier thereof, without giving the said occupier not less 
than twenty-four hours’ previous written notice of the intention to make 
such entry, and unless for any sufficient reason it shall be deemed in¬ 
expedient to furnish such information, of the purpose thereof; 

(c) sufficient notice shall in every instance be given, even when any 
premises may otherwise be entered without notice, to enable the inmates 
of any apartment appropriated to females to remove to some part of the 
premises where their privacy need not be disturbed ; 

(d) due regard shall always be had. so far as may be compatible with 
the exigencies of the purpose for which the entry is made, to the social 
and religious usages of the occupants of the premises entered. 

Section 489. — Enforcement of orders to execute works, etc. —(1) When any 
requisition or order is made, by written notice, by the. Commissioner or by any 
municipal officer empowered under section 68 in this behalf, under any section, 
sub-section or clause of this Act mentioned in sub-section (2), a reasonable 
period shall be prescribed in such notice for carrying such requisition or order 
into effect and if, within the period so prescribed, such requisition or order or 
any portion of such requisition or order is not complied with, the Commissioner 
may take such measures or cause such work to bo executed or such thing to be 
done as shall, in his opinion, be necessary for giving due effect to the requisi¬ 
tion or order so made, and, unless it is otherwise in this Act expressly provided, 
the expenses thereof shall be paid by the person or by any one of the persons 
to whom such requisition or order was addressed. 

(2) The sections, sub-sections and clauses of this Act referred to in sub¬ 
section (1) are the following, namely 

274, 377, 381, 381A. 

(3) The Commissioner may take any measure, executo any work or cause 
anything to be dona under this section, whether or not the person who has 
failed to comply with the requisition or order is liable to punishment or has 
been prosecuted or sentenced to any punishment for such failure. 

Section 517. — Legal -proceedings .—(1) The Commissioner may— 

(a) take, or withdraw from, proceedings against any person who i* 
charged with— 

(i) any offence against this Act; 

(ii) any offence which affects or is likely to affect any property er 

interest of the corporation or the due administration of this Act; 

(Hi) committing any nuisance whatsoever. 

Section 518.—Power to Government to provide for performance of duties 
in default of any municipal authority. (1) If, upon complaint being made to 
him and after such inquiry as he thinks fit to make,-it shall at any time appear, 
to the Governor in Council that any of the provisions of sections 61, 381 and 

381 A,.have not been or are not being duly carried out or enforced, 

the Governor in Council may make an order prescribing a period within which 
-such provision shall be carried out or enforced. 
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(2) Provided, that, except in any case which appears to the Goverror 
in Council to be one of emergency, no such order shall be made until after the 
expiry of one month from the date of service of a written notice on the corpo¬ 
ration, and, if the Governor in Council shall think fit, on the Commissioner, 
requiring'cause to be shown why such order should not be made, nor until the 
cause, if any, so shown has been considered by the Governor in Council. 

(3) If, within the period prescribed in an order made under sub-section 
(1) the provision is not carried out or enforced, the Governor in Council may 
appoint some person to carry out or enforce the same and may direct that the 
expense of carrying out or enforcing such provision together with such reason¬ 
able remuneration to the person carrying out or enforcing the same as the 
Governor in Council shall determine, and the cost of the proceedings tfhder 
this section shall be paid out of the municipal fund. 
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APPENDIX 18. 

Extracts from the Annual Report of the Public Health 
Commissioner with the- Government of India for 1936. 

(1) The Leprosy Colony at Uzuakoli in Africa. 

During 1936-37 the colony had a total population of 1,061 inhabitants, 
of whom 901 wore resident patients on 31st March, 1937. A few years pre¬ 
viously the site of the colony was a dense jungle, but Dr. Brown, the first 
Medical Superintendent, who built up the institution, worked with enthu¬ 
siasm, patience and tact and since August, 1932, when the first patients wi ve 
admitted, the colony has grown into a community of lepers, who carry out 
among themselves all the functions of civilized life including agriculture, 
industry, housing, education of the children, social activities and even mainte 
nance of law. All patients are expected to work. Every able-bodied 
patient receives on admission a farm and a certain quantity of seed ; at 
harvest time ho has to return a .portion to the community store. Various 
local agricultural products are produced. The palm oil industry is a flourish¬ 
ing concern, whilst other industries include weaving, carving, tailoring, net 
making, manufacture of musical instruments, basket making and soap manu¬ 
facture. The cultivation of Hydnocarpus wightiana is also being attempted. 
Road making and house-building are important occupations and blacksmiths 
and carpenters thrive. All of the 170 children in the colony attend the school 
which is staffed by eight teachers, some of whom had teaching experience 
before they joined the colony. 

As the outside population havo a prejudice against buying articles made 
by lepers, these are sold by the patients to their fellow patients, so that inter¬ 
nal consumption forms the main incentive for industrial activity. 

Exercise for the patients is by no means nogloctod. For many, their 
occupations afford sufficient exorcise in the open air ; for those who work 
indoors, like teachers and nurses, football, volley ball and tennis provide 
recreation and exercis>. 

The most admirable part of the community life is the excelhnt discipline 
and spirit of harmony that prevail among the inmates although about 300 
villages are represented in the colony. All offences are tried by a court 
consisting of the Chief assisted by a council of headmen and a head woman 
and although all have a right of appeal to a special court conducted by the 
medical officer, its jurisdiction is seldom necessary. 

Seventeen babies havo boon born in tho colony to leper mothers. These 
infants were all separated from their mothers at birth and werr admitted to a 
Babies house, whore they wore brought up on artificial foods, exception being 
made in tho case of small and feeble infants, which were permitted to be 
breast-fed by tho mothers, care being taken to prevent contact with the 
mother except at the nipple. 

All patients roceived treatment on modern lims and during the year 17 
persons were discharged as cured because of “ absence of symptoms, return of 
pigmentation and sensation in the patches, and repeated negative bacterio¬ 
logical examinations, ” 

The whole institution is managed on an economical basis and running 
costs amount to the incredibly small sum of about Rs. 3-8-0 per patient per 
month, this including the staff comprised of a Medical Superintendent, a Toe 
H worker who looks after tho industrial and agricultural side of the work, 
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lady honorary worker, who attends to the unaffected children and the nur¬ 
sing staff. This is a surprisingly fine achievement and it has been rendered 
possible only because of tho spirit of self-sacrifice that the founder brought 
to task he had assumed, his genius for organisation and an understanding 
sympathy which enabled him to win the confidence of the African and enliBt 
his co-operation for his own betterment. 

(2) Forest Farm Colony ait Manqaltarai in the Central Provinces. 

This is .a co-operative undertaking, Government, the American 
Mcnnonite Mission and the Mission to Lepers all being represented on the 
Board of Control :— 

“ Its primary purpose is to re-establish in life arrestod cases of the 
disease who have cleared up in Mission Homes in the Central Provinces 
and Berar, but who need to live under healthy conditions and with some 
assurance of a livelihood if the risk of relapse is to bo reduced to a minimum. 
It is also for healthy children of lepers, that they too may have opportunity 
of winning from the forest their own farmstead. ” 

An area of 6,28ft acres was set aside by the Government for tho purpose of 
providing holdings of lfi acres each and the terms of the settlement provide 
that, for the first two years, 20 per cent, of the persons admitted might be 
non-leprous people with agricultural experience in order to help the regular 
colonists to settle down to an agricultural life. Tho Government provided 
funds for water supply and for clearing tho land, whilst tho Mission to Lepers 
sanctioned a grant to help the colonists to tide over the first few months until 
the harvesting of the first crops. The American Mennonite Mission sanctioned 
the appointment of one of its members as the manager of the colony and he 
busied himself with organising the work, establishing a rural school, introduc¬ 
ing a medical service, supervising a co-operative society and dealing with the 
many other problems of a pioneer venture. The development of this under¬ 
taking will be watched with interest ; its success will no doubt encourage 
others to make similar attempts to relievo the leprosy situation of tho country. 

The great importance of protecting children from infection has already 
been emphasised and, under existing conditions, it is almost impossible to 
prevent spread of infection to this susceptible group of the community. The 
development of kper colonies should be able to play a prominent part in this 
direction. In the first place, provision can be made for the segregation of 
infante born to Lprous mothers ; secondly, life in the colony is itself an edu¬ 
cation to the resident patient in that he learns to avoid infecting others ; 
and lastly, wh( n ho is discharged, ho can help to spread the knowledge he has 
gained amongst his friends and acquaintances. 
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APPENDIX 19. 

flXTBACT FROM THE REPORT ON LEPROSY AND ITS CONTROL IN INDIA (1941) 
BY A SPECIAL COMMITTEE APPOINTED BY THE CENRAL ADVISORY BOARD OF 

Health. 

Certain principles recommended by this Committee for regulating future 
leprosy legislation. 

(1) The disease should be notifiable but notification should be confi¬ 
dential and confined to cases who are infective. The present legislation 
for the notification of leprosy is to a large extent a dead letter. 

(2) Legislation should provide power to isolate infective cases which 
are a danger to the community. For paupers who are suffering from lepro¬ 
sy, however, as defined in Section 2 of the present Lepers Act, legal power 
should apply to all cases. 

(3) A patient compulsorily isolated outside, his own home should be 
maintained at public expense. 

(4) When a pauper suffering from leprosy is removed to an asylum 
under legal powers the complete cost of his maintenance in the asylum 
should be met by the administrative authority applying the Act. 

(5) Legislation should include powers for the Health Officers to 
examine cases who are suspected to be in an infective condition. 

(6) Legal powers regarding tbo occupation of patients with leprosy 
detailed in the present Lepers Act, shall be retained but for infective cases 
only. 

(7) The powers of arrest and removal of a person who appears to be a 
pauper suffering from leprosy should be entrusted to the health authori¬ 
ties and the services of the Police called in only when difficulty arises. 

(8) Legal power should be provided whereby a person who, after com¬ 
mittal to an asylum, absconds, can be committed to a Leper Jail by order 
of a magistrate. Section 12 of the Lepers Act provides for arrest without 
warrant and return to the asylum of persons compulsorily isolated. This 
is inadequate. 
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15 Punjab .. Yes. At I. Mayo and .. Yes. At 1. Mayo Hos- 
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APPENDIX 21. 

Report by Colonel"M. Taylor, O.B.E., M.D., D.P.H., I.M.S., on hi# 
tour of Mental Hospitals at the request of the Health Survey 
and Development Committee. 

CALCUTTA. 

recommenced my tour on 30th December, 1944, in order to meet Dr* 
G. Bose, in Calcutta, as he intended leaving the city on 1st January, 1945* 
for some weeks. 

In Calcutta, I visited and inspected the following • 

(11 Lumbini Park Mental Hospital and Clinic. 

(2) The Mental Hospital for Male Patients at Mankundu. 

(3) The Mental Hospital for Females, 78, Lower Circular Road, 
Calcutta. 

(4) The Observation Ward, Bkawanipore. 

(5) The Out-door Neuro-Psychiatric Clinic, Medical College Hos¬ 
pital, Calcutta. 

(6) The Out-door Neuro-Psychiatric Clinic, Carmichael Medical 
College, Calcutta. 

Lumbini Park Mental Hospital. 

This institution is managed by the Indian Psycho-Analytical Society. 
The daily average number of in-patients treated is 20 (males 14, females 
6). During the period 5th February, 1910, to 31st December, 1941, a total 
■of 175 new mental cases attended the Outdoor Clinic. 

The Outdoor Clinic at Lumbini Park Mental Hospital is also open to 
General Patients (8,191 was the total number attending from day to day 
during the period 5th February 1940— 31 st December 1941). 

There are two Resident Physicians, the respective salaries being Rs. 100/- 
and Rs. 75/- per mensem, and a number of honorary visiting physician* 
who attend for a total of 14 hours per week. The work of the outdoor 
clinic and routine work can leave very little time at the disposal of the resi¬ 
dent. physicians for ward work, and the salaries paid to the Nursing Person¬ 
nel would indicate that the nursing care cannot be of a very high standard. 

The Senior Nurse receives a salary of Rs. 20, and the three remaining 
members of the Nursing StaS receive salaries at the rate of Rs. 15 per men¬ 
sem, plus food and lodging. Sixteen male attendants receive salaries at 
Rs. 25, and five female attendants Rs. 10, plus food and lodging. 

It is stated in the report from 5th February 1940 to 1st December 1941 
that “ for want of funds trained nurses cannot be employed to look after 
the patients ", 

The rates for indoor patients are as follows :— Rs. 

(»') First Class Bed .. .. .. .. 300 p.m. 

(it) Second Class Bed .. .. .. .. 200 p.m. 

(in) Third Class Bed .. .. .. .. 150 p.m. 

and “ a special charge shall be made if special nursing has to be arranged 
for; this shall only be done with the written sanction of the guardians; the 
charge for the special nurse shall be paid in advance. Special medicines will 
*l«o be charged format cost price”. 
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The rates at the European Mental Hospital, Ranchi are as follows .•— 

Rs. 

~{i) First Class (inclusive of three private attendants) 300 p.m. 

'(ii) Second Class (inclusive of two private attend¬ 
ants) .. .. .. .. .. 200 p.m. 

(it*) Third Class .. .. .. .. 46 p.m. 

with European diet, all drugs, and no charge for extras. 

* In (i) and (ii) the guardians are called upon to meet the cost of 
“ Dearness Allowance ” to the private attendants at the scale as sanc¬ 
tioned by Government. 

It is obvious that (apart from the one free bed) Lumbini Park Mental 
Hospital cannot, at present, be widely patronised by the general commu¬ 
nity. 

Owing to the small numbers the per capita rate is extremely high—w., 
R.3. 2,091 per annum. 

It has been pointed out that the visiting physicians who are all highly 
qualified, spend a total of 14 hours per week in the hospital. This can 
scarcely be considered adequate for specialized treatment. One of the 
honorary physicians is a M.R.C.7\E., P.P.M., but he visits one day pel 
week for two hours. Honorary Physicians are, as a rule, very jealous of 
their prerogative but take their responsibilities lightly. 

The equipment is neither extensive, nor modern, and the environ¬ 
ment of the hospital leaves much to be desired. There is little provision 
for diversion, occupational therapy, or rehabilitation. 

The institution to all intents and purposes is a Private Home, and 
hampered as it is by its extensive outdoor clinic for general patients, and 
lack of funds, it cannot be considered a satisfactory institution for the treat¬ 
ment of mental patients. As at present conducted, 1 do not rate the faci¬ 
lities for training very highly. This institution, given adequate funds 
to meet the cost of expansion on modern lines, would, in time, become both 
a useful hospital, and a good teaching school. 

Mankundu Mental Hospital, Calcutta. 

The Male Section of this hospital is situated at Mankundu, about 22 
miles from Calcutta City, and the Female Section at 78, Lower Circulai 
Road, Calcutta. 

The daily average number of patients in both sections, is 56 (males 43 . 
females 13). 

The aims of this institution according to the prospectus are:— 

(t) To provide for up-to-date institutional treatment of mental 
cases, and to place the same within the reach of the middle classes 

(it) To provide facilities for training in, and research in Psychiatry 
and Psychological Therapy. 

(Hi) To train up nurses for attending to mental cases. 

The lack of funds has, so far, prevented these aims, and all that can be 
said for the institution, at present, is that even the standard of custodial 
Care cannot yet be considered satisfactory. 

In the male section at Mankundu, the buildings are good, but in a very 
bad state of repair, and the compound (there is no Mali) is an absolute 
jungle. 1 found the patients under poor control, and the whole atmosphere 
of the hospital was most depressing. 



The Mental Hospital for Females. 

The female section (75, Lower Circular Road, Calcutta) is located in 
a rented house, not very suitable for the purpose, but the patients appeared 
to be happier and better cared for. 

I gained the impression that the Nursing Personnel in both sections 
was of poor quality and totally inadequate. 

Here again, there is an imposing list of Visiting Physicians. Their 
hours of attendance are not specified, but the state of the institution, as a 
whole, reflects no credit on any one. It stands as an indictment to Bengal- 

The Chief Medical Officer and the Secretary to the Court of Governors 
of this hospital, who accompanied me on my visit, are well aware of the limi¬ 
tations of this Institution, as is the Court of Governors. The Court has 
appealed to Government for financial aid, and they have offered to hand 
the institution over to the control of Government. If financial aid is not 
forthcoming the Court envisages the early closure of this hospital. The 
buildings and land were a gift, but, as is usual with such gifts, carry no 
endowment. 

The Court of Governors in 1941 appointed a sub-committee to enquire 
into the management of this hospital. The following are some extracts 
from the report of the sub-committee :— 

“ While paving our highest compliments to the Founder Secretary 
for his bold and single-handed efforts, we cannot but state that the hos¬ 
pital has, so far, been working with thoroughly inadequate equipment 
“ It seems that the authorities of the hospital had no idea of the 
eminence which this institution was destined to rise to in so short a 
time. Considering the difficulties of managing mental patients in private 
homes and the hardship entailed in securing accommodation in the 
Ranchi Hospital (Indian) where the accommodation is scarcely sufficient 
for Criminal Lunatics*, it is no wonder that the first non-official attempt 
in this line was kindly received, leniently judged, and eagerly availed 
of by the public. We hold, however, that the hospital should be 
properly equipped without further delay.” 

I endorse the comments of this sub-committee with regard to the 
Founder-Secretary, whom I had the pleasure of meeting, and I would also 
pay a tribute to the medical men who have attempted the impossible with 
the meagre resources at their disposal and the numerous handicaps with 
which they had to contend. The results attained, in spite of the very for¬ 
midable obstacles, reflect credit on the entire staff. They have, in a small 
measure, assumed a responsibility which Government and the Corporation 
have, so' far, shirked. 

Fifty per cent, of the patients in this hospital are non-paying, and the 
maintenance charges for paying patients are mush less than at Lumbini 

Park. 

The attending physicians receive travelling allowance only, while the 
remuneration of the nursing staff and attendants is rather less than is nor¬ 
mally paid to menials. 

*The statement in this report, that the accommodation in the Indian 
Mental Hospital, Ranchi, is scarcely sufficient for criminal lunatics, is 
incorrect. The total authorised accommodation is for 1,300 patients, 
and the number of criminal patients at present under treatment is 421 

(males 392, females 29). 
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Until adequate funds are available for vast improvements in the build¬ 
ings, adequate whole-time qualified personnel, and modern equipment 
this institution is neither in a position to render modern treatment in the 
psychoses, nor to afford any facilities for teaching in Psychiatry. 

Mental Observation Ward, Bhawanipore, 

Calcutta. 

This institution receives Magistrates’ cases, and patients for obser¬ 
vation sent by the police authorities. 

The Superintendent is the professor of Medical Jurisprudence in the 
University, and, as a side-line, he is Lecturer in Mental Diseases. The 
Buildings are first class, in very good order (rather over-done with massive 
iron bars), and located in a central area of the city. There are 30 beds, 
and the daily average number of patients is 10. 

It is here that the under-graduates receive their instruction in the psy¬ 
chiatry (ten lecture demonstrations), and to augment the clinical material, 
twelve patients are transported from the Indian Mental Hospital, Ranchi. 
The patients so transported are classified into three groups:— 

Group I. Idiocy (1), Imbecility (1), Obsessional Neurosis (1), G.P.I. (1). 

Group II. Mania (2), Melancholia (I), Dementia Paranoides (1). 

Group III. Dementia Praecox (Schizophrenia) (1), Paranoia (1) 
Confusional Insanity (1), Drug Psychosis(l). 

The training of the Calcutta Undergraduates in this most important 
branch of medicine is totally inadequate. The Btudents are merely being 
exploited. The first essential step would be to divorce Psychiatry from Medical 
jurisprudence and appoint a Psychiatrist as Lecturer, and the Second, 
and more important, the provision of suitable clinical material. 

I am of the opinion that this institution could be modernised at a small 
•coat and could more efficiently contribute to psychiatric education. I 
suggested to the Surgeon-General that it would make an admirable Psychiatric 
Unit, with out-patient department and beds. The Observation Ward would 
also be possible in the same Unit. The Surgeon-General agreed. 

The Psychological Clinic, Carmichael Medical College, Calcutta. 

This clinic is open from 8 a.m. to 10 a.m. on Tuesdays and Thursdays 
—Outdoor patients only. 

Dr. G. Bose is in charge of the Clinic and is assisted by Dr. Nagendra- 
nath De, M.B., D.T.M. (Cal.), M.R.C.P.E., D.P.M. (Lond.), and Dr. S. 
Banerjee, B.Sc., M.B. (Cal.), D.P.H. (Lond.). N 

During 1943, 67 neW cases from Calcutta and 17 from the moffussil 
received treatment at this clinic, and 17 old cases from Calcutta and 6 from 
the mofiussil ‘also attended. The total number of patients receiving treat¬ 
ment during 1943, was 96, the average daily attendance was 4 (1 new, 3 old 
cases), and included Psychoneurotics and Psychotics. 

The total expenditure for the year amounted to Rs. 42-2-0. 

Clinical lectures and demonstrations were held regularly for senior 
students of the Carmichael Medical College, and Post-Graduate students of 
the Department of Psychiatry, University of Calcutta.. 
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Clinic for Neurology and Psychiatry, Mental College Hospital, Calcutta. 

PHYSICIAN IN CHARGE—Dr. Chandra Saha, M.Sc., M.B., D.T.M. 

(Cal.), F.R.F.P.S. (Olas.), M.R.C.P. (Lond.). 

This clinic opened in July 1937, closed in December 1941, re-opened 
in July 1943, closed again 1943, and again re-opened in March 1944. 

As will be seen, this Neuro-Psychiatric clinic has had a chequered 
career, and in his report of 1942, the Pyhsician-in-charge states “for want 
of teds and rooms, special methods of treatment and investigation cannot 
be undertaken ”, 

When this clinic did function, the daily average number of patients 
was, new cases 1‘8, old casc3 4, in the proportion of two Psychiatric to one 
Neurological case. 

The Physician-in-charge rightly states that the clinic is still in its embry¬ 
onic stage, and he has a scheme for further development. 

The Principal of the College is against Neuro-Psychiatric Clinics, and 
considers there should be separate Neurological and Psychiatric Clinics. 
The consensus of present day opinion is in favour of the Principal’s views. 

Both clinics are poorly equipped, and conducted entirely by Honorary 
Physicians, a subject which I shall deal with later. 

While in Calcutta I took the opportunity of calling on the Surgeon- 
General with the Government of Bengal, the Secretary, Public Health and 
Local Self-Government, Government of Bengal, and the Registrar, Cal¬ 
cutta University. I also made contact with many other gentlemen, includ¬ 
ing the Professor of Physiology, Medical College, but space is too short to 
give details of all discussions. They will be embodied in my General Re¬ 
marks. 

I left Calcutta, having formed the opinion that the mental hospitals 
and clinics which I visited there cannot be considered satisfactory, and are 
far below the standard which one would expect to find in a University City. 

There is a crying need for a modern Mental Hospital for Indians in Cal¬ 
cutta of at least 250 beds—both in the interests of the community and the 
University. The bulk of the clinical material passes to the Indian Men¬ 
tal Hospital, Ranchi, and it is not feasible either to send large number of 
patients from Ranchi to Calcutta, or to send Medical Students to Ranchi. 

The question of expanding and modernizing the existing Mental Hos¬ 
pitals in Calcutta would be a matter for the Bengal Government; it is ad¬ 
visable that institutions where a teaching programme is carried out should 
come entirely under Government control and supervision. 

It would be more economical, and would lead to greater efficiency, to 
build in Calcutta a modern Mental Hospital of 250 beds on a suitable site, 
with a view to possible later expansion to 1,000 beds. 

A need which is equally urgent is a Home for Mental Defectives of at 
least 200 beds. 

If the climate in Lahore, Bombay, Agra, Nagpur, Madras, is not con¬ 
sidered a bar to the erection of Mental Hospitals, then the project is feasible 
in Calcutta, and should be seriously considered before further expansion 
programmes are undertaken at Ranchi. 



MADRAS 

in Madras, my programme included visits to the following! 

(1) The Government Mental Hospital. 

(2) General Hospital, Madras. 

(3) The Madras University. 

(4) The Madras Medical College, 

(5) The Stanley Medical College. 

(6) Nursery Schools and Montessori Schools. 

(7) The Children’s Aid Society. 

The Government Mental Hospital 

The hospital is built over a large area (approximately 60 acres), and 
there is ample ground space and playing fields. The buildings are good 
and are kept in a good state of repair. 

The daily average number of patients during 1943 was 1,223 (males 
861, females 362). There are no criminal patients. 

The hospital is grossly overcrowded, and only a small percentage of the 
patients have cots. Some of the best wards are at present requisitioned for 
A.R.P. work. 

In spite of this, the custodial care is of a reasonably good standard (by 
the term “ Custodial Care ” I mean the orderly and systematic methods by 
which physical, recreational, and hygienic activities are regularly carried 
on). 

The Medical Superintendent holds the degree of M.B.B.S. (Madras), 
and has been on the staff of the hospital for 14 years; the members of the 
medical staff are temporary, and belong to the General Service cadre, and 
are not highly qualified. 

The Deputy Superintendent who had been on the staff for 2-8/12 years 
informed me that he was working in the Mental Hospital merely “ because 
he had been posted there ”, and he sounded as if he had a grievance. 

Of the 7 Medical Officers one holds the M.R.C.S., L.R.C.P., and L.M.S.8.A. 
(Lond.), and six are L.M.Ps. There are two women apothecaries. The 
Medical Superintendent says he is handicapped by continual changes in the 
Medical Staff. The Deputy Superintendent with'2-8/12 yoars service holds 
the longest record of service of the present staff. 

The Medical Superintendent has had no Post-Graduate courses of in¬ 
struction, and the standard of Psycho-therapy oan well be imagined. The 
Medical Staff is barely sufficient to give proper medical and surgical care 
to all the patients who develop acute or chronic physical disease during the 
course of their Psychoses. The ratio per cent discharged recovered to daily 
average strength is 10‘ 79, and the ratio per cent of cases recovered to direct 
admissions is only 12.20. These figures indicate that detention rather 
than therapy is the main function of this institution. 

The Medical Superintendent is responsible for the training ot Under- 
Graduates from the Madras, Stanley and Missionary Medical Colleges. 
There are four courses (12 lectures and demonstrations) per annum; the 
average number of students attending each course being 35. The number 
of students receiving instruction is therefore 140 per annum. 

H1342IISBC 4 
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I am of the opinion that this responsibility is too heavy for tho pretend 
Superintendent, who has had no clinical or Post-Graduate experience out- 
aide the Madras Mental Hospital. I understand the Madras Government 
proposes to press for the release of the permanent Superintendent who is- 
at present serving as a Psychiatrist in the Army, and I consider that this 
is an urgent necessity. 

There are no Outdoor Psychiatric Clinics at any of the Madras Hospitals, 
and this is well, for there are no officers with the qualifications and experience 
to conduct such clinics. 


There are at present no facilities in Madras for Post-Graduate training 
in Psychiatry. I shall return to this subject in my General Remarks. Let 
me, however, quote Lt.-Col. G, R. McRobert, I.M.S., Professor of Medicine, 
Madras, one of the ablest men in the Medical profession in India today, in 
an address he delivered recently before the Council of -Post-Graduate Medi¬ 
cal Education of the University of Madras:— 

“ For diseases of Mind we have not in the whole Madras Presidency, 
with its teeming millions, and vrst amount of mental disorder and Psy- 
ehoneuroses, a single Mental Expert, technically qualified to teach even 
up to the pass M.B. standard, far less to instruct Specialists.” 

The Social Services which I was invited to visit in Madras are still i» 
the pioneering stage. They included the Children’s Aid Society, 
Egmore ; the Madras Vigilance Association, Mylapore; the Nursery School 
Projects (Vepery Nursery School), and one of the Montessori Schools. They 
are, no doubt, being conducted conscientiously by persons who are trying to 
do the job to the best of their ability, but they lack that Psychiatric back- 

S round which makes for efficiency. There will be no co-ordination in these 
ocial Services until Madras has an organized Mental Health Service. 
Efficiency is not possible until an adequate number of trained Psychiatrists 
and Psychologists is available. 

I do not believe that Psychiatry is the answer to all problems in life, 
but there is no doubt that a Psychiatric approach to the understanding of 
human behaviour should be made to an increasing extent by all workers 
in the fields of Physiological, Social, and Psychological maladaptation. 


BANGALORE 


My programme here included visits to the 

(1) Government Mental Hospital, 

(2) Government Medical Schools, 

(3) Government General Hospitals, 

and I had interviews with the Senior Surgeon (the Administrative Medi¬ 
cal Officer, Mysore Government), the Residency Surgeon, and some of the 
Teaching Stall at the General Hospitals. 


Mysore Government Mental Hospital 

After the depressing experience at the Mental Hospitals in Calcutta 
and Madras, it was a real pleasure to visit the Bangalore Mental Hospital. 
The Hospital is comparatively new (1937), and has been planned on the 
Villa system, the latest design for Mental Hospitals. The spacious 1 awn# 
and gardens are well kept. 



Accommodation is available for 300 patients (males 200, females. 100j< 
The pavilions for male and female patients are self-contained, and arranged 
in a square quadrangle, with units of 4 to 20 patients. There are single 
rooms (rather small) in each pavilion, which are intended for boisterous 
patients. 

Special rooms are provided for paying patients, and some Cottages 
are available for well-to-do patients. 

All the essentials for modern treatment are present in this hospital-^- 
modern Hydrotherapeutic Units, a well-equipped Operation Theatre, a.* 
Psychological Laboratory, conducted by a full-time qualified Psychologist,, 
a useful Occupational Therapy Department, a Club and Diversional Tim- 
rapy Units, excellent Surgical and Laboratory Equipment, and extensive 
Print and Vegetable Garden, where patients so inclined can occupy them¬ 
selves. 

Electrical Convulsant Therapy apparatus and an Encephalography Unit 
will bo installed as soon as they are available on the market. 

The Hospital is supervised by two Boards of Visitors, one, composed of 
State Officials, deals with the interests of Mysore State patients, the second,, 
composed of Magistrates, Medical Officers of important hospitals, end at 
few non-officials, looks after the interests of Civil Patients ^non ' ysorejf 1 
and patients from the Military Area. 

The Hospital receives paying patients from any part of India, provi¬ 
ded there is a reasonable expectation of recovery. 

Patients are. to a large extent selected, and, in the circumstances, ther 
recovery rate to direct admissions exceeds 40 per cent. This high recovery 
rate is the best indication of the standard of treatment. 

The types of patients undergoing treatment in this hospital include 
the Schizophrenic—Paranoid Group, the Affective Group, the Organic Re¬ 
action Group, the Psycho-Neurotic Group, Epilepsy, Pre-senile, Senile and 
Arterio-Sclerotic Dementias, and Mental Deficiency. 

The clinical material is ample, both for undei-graduate and post¬ 
graduate teaching. 

The hospital also conducts a daily Out-Patient Department, where 
Psycho-Neurotics and patients who do not require hospitalization, and those 
who have been discharged but need continuation of treatment are attended. 

In addition to the above class of patients, many cases are referred to 
this clinic for opinion where a Psychological basis for physical symptom® 
is suspected. Problem Children, Delinquents, Dull and Backward Child¬ 
ren of various grades and types, and children suffering from speech 
defects, etc., are also treated. The number of out-patieuts (new and old)i 
attending the Out-Door Clinic during 1943, was 5,242, and during the sama 
period 705 adults and 162 children were examined in the Psychological 
Laboratory. The Psychologist hopes for additional equipment in the Bear- 
future, and plans for the extension of buildings are already in hand. Tha 
extension will include a Research Laboratory^and a Neurological Labora¬ 
tory. 

The Case Records are admirably maintained, and clinical assistants 
and students have an excellent opportunity of a detailed study of cases 
placed at their disposal. 



The Hospital is recognized as a teaching institution for the M.B.B.S., 
and BA. (Hons.) in Psychology of the Mysore University, and the L.M.P. 
course of the Medical School. The hospital is also recognized as a School 
for post-graduate work and some research work is already being under¬ 
taken. 

The staff as a whole gives the impression of high standard of efficiency. 

This hospital, as at present conducted, is well adapted for both under¬ 
gradate and post-graduate teaching, but a caution is necessary. The 
Medical Superintendent is a highly trained and experienced teacher 
and clinician, but there is no Deputy Superintendent and under-study. 
The Superintendent is on a ten years contract which is completed in March 
1945. It is doubtful if he will remain in the service of the Mysore Govern¬ 
ment, and the scale of pay is so inadequate that it will never command the 
services of a man of comparable ability to the present Superintendent. In 
short, the Bangalore Mental Hospital is a “ one man show ” ran by Dr. 
Govindaswamy. If Dr. Govindaswamy leaves Bangalore, the Mental Hos¬ 
pital will deteriorate, and the teaching facilities will disappear. 

There is an adequate staff, on a poor scale of pay. My remarks on Nur¬ 
sing Personnel apply equally to this Institution as to all the others visited. 

I would offer the following criticism on the layout of the Bangalore 
Mental Hospital. The residential quaiters are much too near the hospital 
wards. The residence of the Medical Superintendent is less than a stone’s 
throw from the residence of some of his subordinates. Bangalore Mental 
Hospital might well be accepted as a model, but these defects should be 
avoided in the erection of new Hospitals. 

POONA. 

At Poona, I visited the Central Mental Hospital, and the Medical School 
Hospital, and had interviews with Lt.-Col. B. Z. Shah, I.M.S. (Retd.), Medi¬ 
cal Superintendent of the Mental Hospital, and Lt.-Col. S. Prall, I.M.S., 
Civil Surgeon and Superintendent of the Medical School Hospital. 

Central Mental Hospital, Poona. 

This institution is situated at Yeravda, about 7 miles from Poona City, 
.und is conveniently within reach of the students of the Medical School. 
I understand the Poona Medical School will be up-graded to the status of 
■.a College in the near future. 


.The authorized accommodation is as follows:— 




Male 

Female 

Total 

Europeans 

, » # * 

141 

74 

215 

Indian Section No. 1 

. . . . 

124 

127 

251 

Indian Section No. 2 

s . 

456 

178 

584 

Acute Section 

• • 

34 

11 

45 

.infirmary 


79 

83 

132 


Total 

784 

443 

1,227 


The -daily average number of patients during 1943 was 1,326—almost 100 
more than the authorised scale, and since the authorized scale, according to 
■floor space is none too generous, this hospital can, at present, be described as 
over-crowded. 

During 1943 there were only 21 Voluntary patients. 
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Occupational Therapy has been restricted owing to the difficulty in 
procuring raw materials, and Diversion Therapy for all patients ha* not been 
possible owing to lack of funds. 

The total annual expenditure (1943) was Rs. 4,90,927 ; theamonnt- 
received from paying patients was Rs. 1,47,627, so that the total coat falling; 
on Government amounted to Rs, 3,43,300. 

The annual total per capita cost in 1943 was Rs. 368*28, and it can 
therefore be assumed that in normal times the per capita cost was much 
less than one Rupee per day. 

Staff.- The Superintendent, due to the present emergency, is a retired 
I. M. 8. officer who does not profess to be a Psychiatrist, and the remaining 
members of the professional staff lack experience in Psychiatry. 

In 1942 the ratio per cent, of patients discharged recovered to direct 
admissions was 15*89. This is a very satisfactory figure considering that 
the hospital has insufficient medical staff to give more than cursory attention, 
to patients. 

This institution could be converted into a first class Mental Hospital 
with very little expenditure. The buildings are good, well kept, and suitable. 
Some of the massive iron bars might well be removed. 

The equipment in all departments is poor, but this can quite easily ba 
remedied as funds become available. The outstanding deficiencies in thia 
hospital are the lack of trained Psychiatrists, and trained nurses, and the 
Bombay Government will have to work on the theory that more and better 
trained professional personnel is the urgent need of the Central Mental 
Hospital at Poona. 

Eight lectures, with demonstrations, are given to the students of the 
B. J. Medical School, Poona, by the Medical Superintendent, and, with the 
present staff, this hospital is quite unable to extend its teaching burden to 
include either M. B. students or Post-Graduate. 

There is no Psychiatric Clinic at the B. J. Medical School Hospital, ands 
at present there is no scheme to include one in the near future. 

BOMBAY. 

My programme in Bombay included interviews with the Surgeon-General, 
the Registrar of the University, the Dean of the Medical Faculty of the Uni¬ 
versity, the Dean of Seth G. S. Medical College , the Principal of the Grant 
Medical College, the Hon. Psychiatrists, Grant Medical College, and the Hon. 
Lecturer in Psychiatry, G. S. Medical College, and others. 

I visited the Psychiatric Clinic, J. J. Group of Hospitals, theft. M. Mental 
Hospital, Thana, the Indian Institute of Psychiatry and Mental Hygiene, 
and the Child Guidance Clinic, Sir D. J. Tata School of Social Work. 

Thana Mental Hospital. 

This institution is situated about 20—25 miles from Bombay. Although 
not very old (1901) it cannot be described as a Modern Mental Hospital, its. 
present function is obviously one of segregation rather than of active therapy. 

The daily average number of patients during 1944 was 500* 2—a number- 
considerably in excess of the authorised scale. 

The ratio per cent, of patients discharged recovered to direct admission# 
during 1944 was 20, a figure which reflects credit on the Superintendent and hi* 
staff. 
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The number of Voluntary patients in 1944 was 40, and the daily average 
number of criminal patients for the same period was 32 "5. 

There is, I understand, a scheme for improving the present hospital, 
or’alternatively to erect a new Mental Hospital. The latter alternative seems 
the better, but with a programme for a Post-Graduate course in Psychiatry 
and a large number of Undergraduates in Medicine, it would be worth while 
considering the erection of a modern Mental Hospital on the same lines a8 the 
Mental Hospital, Bangalore, of about 250—300 beds, and on a site accessible 
to both teachers and students. Almost a whole forenoon or afternoon is 
expended in travelling to and from this institution by those attending demons¬ 
trations. 

The Out-Patient Psychiatric Clinic—J. J. Group of Hospitals, is under 
the direction of Dr. Masani, the Hon. Psychiatrist, who holds a D.P.M. There 
are 4 beds allotted for in-patients, and the average number of patients said to 
attend the Outdoor Clinic, is 12. The clinic functions twice weekly, and 
the Physician’s sessions extend from 2 to 3 hours. The clinic is poorly 
equipped, and the House Physician (who is shared by the T. B. Clinic), is 
studying for his M. D. degree in Midwifery and Gynaecology. 

Students for the M. B. degree attend this clinic for 7 or 8 sessions ; they 
have 14 lecture demonstrations at the Grant Medical College, and five demons¬ 
trations at the Thana Mental Hospital. The Hon. Physician’s suggestions to 
increase the lectures to 50 will, no doubt, be strongly opposed, in view of the 
already over-loaded curriculum. 

Seth G. S. Medical College. 

There is no regular out door Psychiatric Clinic and no beds allotted for 
Psychiatric cases. The Hon. Lecturer in Psychiatry visits when called 
upon. He is M.B. B.S. (Bombay), and did an extensive post-graduate course 
(18 months) in the U.S.A. His visits average two per week, and the number of 
patients seen average two per week. 

Diploma in Psychological Medicine. I have, studied very carefully 
the Syllabus for the Diploma of Psychological Medicine of the Bombay Uni¬ 
versity, and I have had lengthy discussions on it with the Surgeon-General, 
Bombay, the University authorities, and the two Physicians on whom will 
fall the burden of teaching in Psychology and Psychiatry. 

I did not discuss the teaching of Anatomy and Physiology of the Centra] 
Nervous System. There is no Psychological Department in the University, 
and the two lion. Physician-Lecturers will have no Psychological Laboratory 
at their disposal. The out-door Psychiatric Clinics are poorly-equipped for 
teaching purposes, while the Mental Hospital at Thana cannot be described 
as of a very high standard. 

The Bombay Diploma in Psychological Medicine requires no training m 
Experimental and Practical Psychology, but I cannot see how Psychology 
can be taught in a scientific mannei without a Psychological Laboratory, and 
a Well-equipped Psychological Department. 

Psychiatry cannot be learned ftem books and didactic lectures. It must' 
come as tho result of actual contact with patients. Theories may be dis¬ 
cussed in the Class Room, but when we attempt to fit them to conditions as 
they are, something is missing, and that something is skill and understanding 
Which can only be acquired through the medium of clinical experience. 



f am definitely of the opinion that teachers in Psychological Medicine mnst 
have long experience of full time clinical work in Mental Hospitals. This is 
particularly important in Post-Graduate instruction. 

I have discussed this question in some detail. I would remind the 
Committee that I am discussing Principles and not individuals, and with the 
Present facilities for teaching I cannot be convinced that the standard of the 
Diploma in Psychological Medicine, Bombay, will be very high, and I believe 
most of the authorities I have interviewed take this logical view also. 

I do not suggest that the scheme be dropped. On the contrary, a 
beginning must be made sometime, but the authorities must press on schemes 
which will ensure better facilities for training. 

The Superintendent, Thana Mental Hospital, has shown me Plans for a 
oew Mental Hospital, and has given me a note embodying his suggestions 
ioi improvements, The document is too lengthy and in too great detail for 
inclusion in this report, but I have suggested that it be forwarded to the 
proper authorities for careful consideration. 

It would be more convenient foT teachers and students if a site for a 
modern Mental Hospital could be found nearer the Medical Schools. 

The Travelling Allowances granted to the Honorary Physicians permit 
them to visit the Thana Mental Hospital once peT week—occasionally twice. 
■Jt takes approximately 2^ to 3 hours in travelling, and therefore the time at 
their disposal for Psychotherapy and Clinical Study can be but limited. 
Teaching at Thana Mental Hospital should obviously be the entire respon- 
Jlibility of the Superintendent of the Mental Hospital. 

Social Services in Bombay. 

A creditable start has been made, and I was greatly impressed by the 
work of the Child Guidance Clinic of the Sir Doxab]i Tata Institute of Social 
Sciencos. The number of children dealt with is small. During 1939, the 
number of new cases admitted was 63, and 11 old cases remained from 1938, 
In spite of these small numbers, this institution will be of great help in the 
training of both undergraduates and post-graduates in the study of Problem 
Childron, and Child Psychology. 

In the latest published report (1939) it was claimed that, “ the results of 
the work were gratifying, taking into account the extreme infancy of the 
Clinic, and the shortage of trained Staff ”. This has been the usual experience 
of most Clinics. Further development of this Child Guidance Clinic will 
bring forth well-trained Psychiatric Social Wo kers, who will be capable 
of treating the family member!?, while the Psychia aist works with the patient.. 

NAGPUR. 

I visited the Nagpur Mental Hospital, the Mayo Hospital and bad dis- 
.cussibns with the Inspoctor-General of Civil Hospitals, the Superintendent, 
Medical School, and the Superintendent of the-Mental Hospital. 

The Nagpur (Central provinces and Berar) Mental Hospital. 

The Medical Superintendent (Dr. J. Roy, M.B., D.P.M.) handed me a 
note with “ Certain suggestions regarding the Post-War Reorganization 
■fleheme about medical relief and health development”. These are of 
interest and I shall enumerate some of them briefly. He says :— 

(1) “ It U not known definitely whethei the Medical Relief Advisory 
■Committee of the Health Burvey and Develop nent Committee will'ad vis# 
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the Centra] Government to consider “ Health Problems and its Develop¬ 
ment ” as an All-India problem or whether the Government of India wllfc 
decide to leave these probloms for the consideration of Provincial Govern* 
ments for necessary action. If it is the latter, then it must be admitted that- 
there will be no uniformity in the execution of the scheme, as some of the 
Provinces may not be in a position to give effect even to the most argent 
needs on account of their financial position.” 

I agree entirely. 

(2) He recommends the creation of a Mental Health Service ns in the- 
United Kingdom or United States, America, and advises :— 

(a) Compulsory Primary Education of the right type. 

(b) Creation of a Mental Health Service consisting of Psychiatrists 
Psychologists and trained Social Workers. 

(c) Systematic psychometric investigation of all school-going children- 
and necessary gradation as regards their capability to pursue different 
vocations. This implies specially trained vocational and industrial Psy¬ 
chologists. 

(d) Creation of separate and independent chairs in Psychiatry and 
Psychology in all the Universities. There must be under-graduate and- 
post-graduate courses. 

(e) Psychology and Principles of Psychological Medicine must be- 
included in the curricula of Medical Education. 

(/) Children’s Clinics must be as wide-spread as possible. 

He also strongly advocates that “ the Health Problem (both Mental and 
Physical) be treated and dealt with as a Central Subject by the Central Gov¬ 
ernment to ensure uniformity, as otherwise, it is just possible that some of the- 
Provincial Governments may find it beyond their financial resources to give- 
full effect to the scheme for which grant of a subvention might become neces- 
aary. 

It is not possible to enumerate all of Dr. Roy’s observations. The above-- 
Would be the ideal, and in due course will be practicable, but it is more than a* 
quarter of a century since the United States of America and United Kingdom, 
took up Mental Health problems, and since the subject, has, so far been- 
shirked in India, we cannot expect the ideal scheme to materialise for soma- 
considerable time. 

The Mental Hospital has accommodation for 600 patients (beds do nob- 
yet exist for all patients, and in the Isolation Block they are of cement )—* 
Males 458, Females 142. There is no other Mental Hospital in the Central; 
Provinces. The 1931 Census revealed the Insane Population of the Central 
Provinces to be 5,033 (Males 3,161, Females 1,872). There would appear ta be (a 
clear case for increasing the accommodation. 

The hospital is of a very poor type, and some of the buildings date front 
the first half of the Nineteenth Century. The ratio per cent, of patient* 
discharged recovered direct admissions during ] 944 2l’lB. In view 
■of the numerous handicaps, this figure is very creditable. 
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The following is the list of defects, as prepared by the Medical Superin¬ 
tendent :— 

(t) Inadequacy of the Medical Staff. 

(ii) Inadequacy of the Nursing Staff. 

(in) Very poor quality of the Attendant Staff. 

(iv) No Neuro-Surgeon, no Biochemist, no Pathologist. (Labora¬ 
tory buildings have been completed, but the scale of pay is not likely to 
attract a good Bio-Chemist). 

(v) Some of the buildings arc of the archaic type. 

( vi ) There are no Occupational Therapists nor Physical Culturists. 

(mi?) Inadquacy of menial establishment. 

(viii) Very low scale of pay for all Staff (Medical, Nursing, Attendants). 

( ix ) Mental Defectives have to be admitted along with fjhe Psychotic 
in the same hospital, as a result of the definition *' Lunatic ” [Section 3 (0 
of the Indian Lunacy Act, 1912]. 

I do not think the Superintendent has been ungenerous. I might add that, 
in my opinion, it is the poorest type of Mental Hospital, I have visited in 
India, which has Government support. In his observations the Medical 
Superintendent states : “ From time to time the unsatisfactory state of afiairs- 
had been brought to notice of the Government, and a six-year planned scheme 
was submitted in 1938, to which effect is being given, as far as war conditions 
will permit.” He concludes with the following : “ I made it clear at that 
time that my recommendations were only the first stage towards making, 
this hospital a hospital for Mental Diseases in fact as well as in name”. 

Students for the L. M. P. Diploma receive five lectures, which is included 
as a branch of Medical Jurisprudence, but there is an advance on Bengal— 
the Medical Superintendent of the Mental Hospital is the Lecturer. 

There is a proposal under consideration to include a short course in 
Psychology in the curriculum of the Medical School Students, Nagpur. This- 
1 b a step in the right direction. 

There are no facilities for Post-Graduate study in Nagpur, and there are* 
so far, no Psychiatric units in the General Hospitals. 

My General Remarks apply to Nagpur. 

It appears to me to be a mistake to go on with piece-meal expenditure 
on a Mental Hospital, which for all practical purposes is obsolete. The present 
Mental Hospital, with certain improvements, might well be converted into 
a home for Senile and Chronic cases, but for the treatment of the Psychosea 
and Psycho-neuroses, and a teaching programme, a new Mental Hospital 
of 500 beds (sited with a view to ultimate extension to 1,000 beds) should 
be the immediate target. 

AGRA. 

At Agra I had lengthy discussions with Major-General Buckley, Prin¬ 
cipal of the Agra Medical College, some of the Professorial Staff of 
Medical College, and Dr. Lai, Superintendent of the Mental Hospital, 

Mental Hospital. 

The accommodation in this hospital is for 600 patients, and the daily 
average number under treatment during 1941 was 517'32. 

There are mo Voluntary patients and no Criminal patient*. 
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This hospital stands in need o! many improvements. The Superinten¬ 
dent is enthusiastic, and is doing his utmost to make progress. He is M.B. 
B.S., and had a short course of training at the European Mental Hospital, 
Ranchi, before he took over charge of the hospital about two years ago, and 
he hopes that the United Provinces Government will grant him facilities to 
proceed to the United Kingdom to obtain the Diploma in Psychological 
Medicine at an early date. 

I propose to make some quotations from his answers to my Questionnaire. 
He states:— 

(1) " There are no nursing arrangements of any sort. Even patients 
■with Enteric, Pneumonia and other debilitating diseases get no nursing. 
They are at the mercy of so-called attendants, popular idea being that they 
are just like Warders of Jails. They hesitate to touch patients when un¬ 
clean, not to mention giving them bedpans or urinals, or cleaning them 
when necessary. They look to the sweepers to do all this for the patients. 
It is difficult to undertake any specialised treatment without team work, 
the main constituents of which should be efficient nursing and medical care. 
For special treatment like Cardiazol shock, Continuous Narcosis, Pyie- 
totherapy, and Hydrotherapy, careful watching and tending is necessary 
during and after treatment. To carry on this job it is necessary that trained 
nurses should be appointed in the Male Section and trained female nurses 
should be appointed in tbo Female Section.”. 

“ In my opinion due to the above difficulties it is necessary that nurses 
be appointed for the Mental Hospital before any real attempt to give modern 
specialised treatment can be seriously undertaken. Nine male nurses for 
the Male Section of this hospital, and six female nurses for the Female Section 
should be appointed in the first instance.” 

“ Hydrotherapy—In this hospital there is only one Hydrotherapy Tub 
<in the Male Section and one in the Female Section. The result is that not 
more than one patient can be treated in each Section. For this treatment 
to be effective it is necessary that the patients should be in tbo bath for 6—10 

hours..I think there should be at least nine 

tubs before the bare needs could be met with.” 

The Superintendent has constructive proposals for Occupational Therapy, 
Recreational Therapy, etc., and he has hopes that they will receive 
Bympathetic consideration in the near future. 

The Superintendent, goes on to state 

“ Increase in the number of attendants is absolutely necessary in order 
to reduce restraint to a minimum. The other Mental Hospitals spend double 
the sum that is spent in this hospital per patient on supervision. Unless the 
number of attendants is doubled, the restraint abolished, outbursts of a 
violence and destructive tendencies of the patients cannot be stopped, and 
Unless the patients have a feeling of freedom, the progress of mental deteriora 
tion in the mentally sick canuot, be effectively checked.” 

“ Staff—There are only two Medical Officers in the Male Section with a 
population of about 400 patients—at least two more Medical Officers are 
required to carry out special treatment, and look after the patients effectively 
—one should be Psychologist. One additional Medical Officer for the Female 
iSection is an absolute necessity.” 
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“ Diet —The diet of Class III patients is very poor as compared with 
other hospitals. They have hardly any changes. The same menu of dal roti 
in the morning,-and roti sag in the evening goes on, day in and day out, and 
one can imagine the monotony of the meals and the patient’s feelings and 
reactions. Other Mental Hospitals spend about double the sum per patient 
that is spent here on diet. Better diet, with occasional changes, will improve 
the physical health, and the mental health, too, will certainly improve.” 

The Medical Superintendent has submitted the diet schedule of the 
Indian Mental Hospital, Ranchi, and has invited the attention of the autho¬ 
rities to the marked difference. He has also submitted scheme for improve¬ 
ment in the kitchens. 

He has also suggested that an apparatus for electrical convulsant therapy 
bo installed. 

I need hardly say that 1 endorse the condemnations enumerated by the 
Medical Superintendent, and I am of the opinion that they are worthy of 
•consideration from the Medico-Legal as well as the humane point of view. 

It might be mentioned that in this hospital a very large number of the 
patients have been suffering from anklyostomiasis. This difficult problem 
is being tackled by the staff, but it is still prevalent to an alarming extent. 
I think further comment on this institution )3 superfluous. 

A course of 18 lectures is given to the M. B. students of the Agra Medical 
College, the Lucknow Medical College, and the Lady Hardinge Medical Col¬ 
lege, Delhi, and three lectures in normal Psychology are given to 2nd year 
students of the Agra Medical College. 

Post-Graduate teaching is not contemplated at this school, and in my 
■opinion, the burden of teaching M. B. students is too heavy, and cannot be 
carried out efficiently by the present Superintendent until he has taken the 
D.r.M. course himself. 

The Superintendent, however, has very progressive views, and has the 
makings of a first class Superintendent and Clinical teacher. lie deserves 
every encouragement, and he should be given every facility to carry out his 
study programme. 

LAHORE. 

At Lahore I visited the Punjab Mental Hospital, and had lengthy inter¬ 
views with the Inspector-General of Civil Hospitals, and a Conference was also 
■arranged by the Inspector-General of Civil Hospitals, which was attended 
by the Principal, K. E. Medical College, Lahore, the Principal, Balak Ram 
Medical.College, Lahore, the Principal, Glancy Medical College, Amritsar, the 
Principal, Arya Medical School, Ludhiana, the Registrar, Punjab "University, 
and the Secretary, Punjab State Medical Faculty. 

Punjab Mental Hospital. 

This hospital has an authorised accommodation for 1,300 patients, and 
the daily average number under treatment during 1943 was 1,226'14. 

The present Medical Superintendent is a retired P. C. M. S. Officer, and 
‘holds the degree of M.B.B.S. Before appointment to this onerous post 
{the Punjab Mental Hospital is one of the largest in India) he bad no expe¬ 
rience whatsoever of Mental Hospitals or Psychiatry. 

I propose to quote from a statement prepared by the Superintendent in. 
•nswer to my Questionnaire. 



(I;), “ The Medical Staff is roost inadequate. This becomes very evident 
when, one compares it With the StaS of the Mayo Hospital, e.q., for 85 beds- 
for sane, responsive and co-operating patients in a section of the M«y<> 
Hospital there are, one Physician, one Clinical Assistant, and three House' 
Surgeons, besides fully qualified nurses, etc. This staff is purely for the 
treatment of the cases, and have nothing to do with administrative, or Labo¬ 
ratory work; etc. In the Mental Hospital there are 1,225 patients with only 
one Medical Superintendent, one Deputy Superintendent, and one Assistant 
Superintendent, on general duty, recently engaged, one Lady Doctor, two 
Sub-Assistant Surgeons, and two part-time House Surgeons who work for a 
couple of hours only. The patients are resistive, mute, unresponsive, un¬ 
clean and filthy in their habits, and some have to he tube-fed. They haver 

to be looked after, treated for physical ailments and mental troubles. 

.A thousand and one other administrative 

duties are to be carried out by this meagre staff. They (the Medical Staffs 
fail or are rather forced into the habit of neglecting duties and then become 
callous, and finally their emotional apathy becomes level with that of a 
Schizophrenic. It will take a doctor 20 hours to devote one minute to a 
lot of 1,200 patients.” 

The Superintendent goes on to say— 

“ If any of our patients suffers from a physical ailment which we cannot, 
properly diagnose for lack of facilities or lack of specialized knowledge, we send 
such cases to the Mayo Hospital. Generally there is great difficulty, I do not 
say reluctance, for, as a rule, a bed is not available.” 

The Superintendent further points out that although the Asylum ha® 
been converted into a so-called hospital, the “ contents of a bottle cannot he 
altered by changing the label.” IPs says : “ the same bars, the same rotten 
cells, the same counterparts of Jail Warders a3 Attendants remain. The 
trained nurse, the sympathetic Warders, the specially qualified doctor, are 
all conspicuous by their absence. There are no special facilities or apparatus' 
for newly discovered forms of mental treatment.” He points out that the 
hospital is a detention camp for criminal cases, and an asylum for demented 
non-criminal cases. He suggests that a Visiting Surgeon and Physician 
be appointed from the Mayo Hospital, but even with this arrangement, he 
considers that the Staff should at least be doubled. 

There are no outdoor Psychiatric Clinics connected with General Hos¬ 
pitals in Lahore, and I agree with the Superintendent when he says that it 
will be several years before such Clinics can enter the realm of practical 
politics. He rightly states that “ the training received by our Medical men 
in Psychiatry is very scanty, and they are likely to make a muddle of it it 
they are encouraged to meddle in this line.” 

There are three new Wards with accommodation for 300 patients in this 
hospital (completed in 1937), and they are of a good type. The accommoda¬ 
tion for the remaining 1,000 patients can only be described as deplorable. 
There is almost a 100 per cent, infestation of Ascaris jMmbriccndes in the 
hospital population. An entirely new hospital built on modern lines is an. 
urgent necessity. 

The Medical' Superintendent admits his limitations. He has no know¬ 
ledge of Mental Diseases, and his own statements reveal how such a situation 
reacts on a subordinate staff. He is most unhappy in the appointment, and 
is. merely there from a sense of duty in the present emergency. I am of the 
opinion that the most urgent requirement in this hospital is the appointment 
of a qualified Medical Superintendent. 





The Medical Superintendent is responsible for the training of 90 M.B. 
3B.8., and 60 L.S.M.F. students pef annum. He sums up the situation hira- 
■gelf when he states that the “ training received is very scanty 

There are at present no facilities in Lahore for Postgraduate teaching in 
.Psychological Medicine, and none is contemplated in the near future. 

My limited Survey of the conditions in the Punjab Mental Hospital 
-convinces me that in this institution adequate understanding of Mental 
Disorders, and adequate Therapy are both wanting. The problem is very 
•complex but urgent. 

After my visit to the Punjab Mental Hospital I read in the daily paper 
•that the Provincial Government had a scheme for relieving the congestion 
and overcrowding in Punjab Jails by opening more jails under their first 
•five-year plan. Provision is to be made for 30,000 prisoners, and in place of 
•the old fashioned jail buildings, modern structures have been planned which 
will have flush latrines, etc. 

These jails will have organized Occupational Therapy Schemes, and 
expansion of the present Jail libraries and education staff. 

The Punjab Mental Hospital is worse than many of the Central Jails 
I have visited in India. The Government of the Punjab will no doubt exer- 
•cise, in some measure, the same solicitude for unfortunate patients whose 
only crime is that they suffer from Mental Diseases, which, in the majority 
-of cases, can be cured or relieved. 

RANCHI. 

Indian Mental Hospital, Ranchi. 

I visited this hospital on 6th February, 1945. 

The daily average number of patients during 1943-44 was 1297’82, 
<males 1,034" 41, females 263"41) of whom 424’04 (males 389"72, females 
34" 32) were Criminal patients. 

This hospital is of a very high standard and compares favourably with 
the new Mental Hospital in Bangalore. It is in advance of the Bangalore 
Mental Hospital, as all patients are allowed beds, bed-linen and mattresses, 
whereas a large number of the patients in the Bangalore Mental Hospital 
sleep on mats on the floor. 

The Medical Superintendent is a very able member of tbe Provincial 
Medical Service, Bihar, and holds the degree of M. B. (Cal.) and the D.T.M. 
& H. (Lond.). He was on the Staff of the European Mental Hospital for 
some time as Medical Officer, and later as Deputy Superintendent. He is 
.anxious to obtain and prepare to study for a Diploma in Psychological 
Medicine in the United Kingdom, and I consider he is the right type for 
employment in a Mental Hospital Service. 

The first Deputy Superintendent holds the M. D. in Psychological 
Medicine of Patna University, but has little clinical experience. I have 
-stressed the need for a high standard and uniformity in M.D. degrees in India, 
and until such uniformity is attained, I think such Degrees cannot be serious¬ 
ly considered when making appointments. 

The second Deputy Superintendent is M. B. (Cal.), with no special 
training in Psychiatry, while the remaining five Medical Officers hold the 
L.M.P. Diploma. 

In the Female Section there is a Matron and four nurses—all general 
trained—and the management of the patients and the Wards is superior 
to any other hospital I have visited on this tour. 
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There are no Occupational Therapists, but a well organized Work De¬ 
partment exists and its beneficial effects are evident. The department give® 
an impression of industry and contentment. 

The Diversional Therapy Department is being developed, and the hos¬ 
pital has its own Cinema, and well-equipped entertainment rooms. These 
are, at present, located in one of the Wards, but a separate unit is desirable, 
and I understood this will be considered as soon as building programme® 
can return to normal. 

The per capita rate per annum is Rs. 570-10-0 — much higher than any 
other Mental Hospital for Indians only, but the additional expenditure i* 
reflected in the whole atmosphere of the institution — it is a Mental Hospital. 

The ratio per cent, of cases discharged recovered to direct admissions in 
1943-44 was 24‘53, a very creditable figure, in view of the large number of 
Criminal patients, who can only be discharged after their individual cases have- 
been considered by Government. It is the exception for any criminal cases 
to be discharged in less than five years from the date of their admission to 
hospital. 

The students from Patna University attend the hospital for a period of 
three weeks, for what is described as intensive training in' Mental Diseases 
in accordance with the Curriculum passed by the Board of Studies of ther 
Patna University. The number of lectures per Course is 20, and 34 student* 
attend in two batches. I consider it is not fair to call upon the present Medi¬ 
cal Superintendent to conduct these courses of instruction. It is a very 
heavy burden for which, in my opinion, he is not yet equipped. I do nob 
consider Post-Graduate Students woull benefit from attendance at this 
institution until the standard of the Professional Group has been raised. 

European Mental Hospital, Ranchi. 

This hospital is built on modern lines and has accommodation for 300 
patients. It was visited recently by the Consultant Psychiatrist of the British 
Army, who has had a vast experience of Mental Hospitals all over the World. 
He considers that the European Mental Hospital, Ranchi, compares favour¬ 
ably with any hospital he has visited. Other eminent Psychiatrists have made- 
similar comments. 

The Superintendent is a Specialist in Psychiatry. The Deputy Superin* 
tendent is on Military Service and is a Graded Psychiatrist, and the two House* 
Physicians have 21 years and 16 years service in the Hospital respectively. 
The present Deputy Superintendent is employed as a temporary measure^ 
but is not a Psychiatrist. 

There is at present a Military Wing of 60 beds and the Officer Commanding-, 
is an experienced Psychiatrist, a former Deputy Superintendent of one of the 
largest Mental Hospitals in England,and Psychiatrist to the Scottish Command. 
There is also one R. A. M. C. officer who has a limited knowledge of Psychiatry. 

During the past two years the ratio per cent, of patients discharged 
recovered to direct admissions averaged 56’33, and 4 per cent, were discharged 
improved. 

The number of Voluntary patients admitted during 1943-44 was 113- 
as compared with 86 the previous year. In both years there were more 
Voluntary patients than Committed patients. 

The per capita cost per annum in 1943-44 (exclusive of interest on loans) 1 
was Rs. 2,015, but in previous years was between Rs. 1,200 and Rs. 1 300. 

The Hospital is well staffed. 
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Nursing ,—One Matron and twelve General Trained Nurses. The Matron 
holds triple qualifications—General Training, C.M.B., and the Certificate 
of Proficiency in Mental Nursing of the Royal Medical-Psychological Associa¬ 
tion. Of the twelve Nurses seven hold the Certificate of Proficiency' 
in Mental Nursing, and had it not been for the present emergency with 
constant changes among the junior Sisters, all would have been in posses¬ 
sion of the Royal Medico-Psychological Association Certificates. 

Attendants .—There are 94 attendants (males 46, females 48)- most 
of whom have gained the First Aid Certificate, and the Home Nursing Certi¬ 
ficate (St. John’s Ambulance), but, in addition, there are 148 private attend¬ 
ants (males 57, females 91). 

This high proportion of nurses and attendants is to a large extent the 
reason for the success of the Hospital as a treatment centre. Seclusion and 
restraint are not permitted, and all maniacal or excitable cases are treated 
by hydrotherapy or continuous narcosis. kwjjr 

The Occupational Therapy Department is in charge of a General Trained 
Sister who holds a diploma in Occupational Therapy and there are in addition 
two full-time Occupational Therapists. There are 25 instructors in the 
various arts and crafts. 

Diversion —This department is highly developed and includes a modern 
Gymnasium under the control of a qualified physical culturist. There are 
entertainment halls, library, and other amenities conducted by qualified 
personnel. The Cinema at the Indian Mental Hospital is frequently placet! 
at the disposal of this hospital. 

Outdoor Amusement .—There are tennis courts, football, hockey, and 
cricket grounds situated outside the hospital, 

Chapeh .—There are Church of England and Roman Catholic Chapels 
and Chaplains of both denominations are detailed for duty in the hospital. 

Treatment .—All modern methods of treatment are employed, and there 
are electrical convulsant Therapy units in both Male and Female Sections, 
and as soon as circumstances permit, an electro-encephalography uidt will be 
installed. 

There is a well-equipped operation theatre and laboratories, etc. A 
special Psychological Laboratory has been built, but there is, at present, no 
Psychologist on the staff, and the Medical Staff have little time for experi¬ 
mental work, as they are fully occupied in the Wards. 

Teaching. —Post-Graduate courses are held, and during 1943-44 seven 
students attended the Course of Instruction. The Course includes Psychiatry 
(Clinical and Theoretical), Forensic Psychiatry, and Mental Hospital 
Administration. The instruction covers the ground in Psychiatry only, for 
the D.P.M. or the M. D. in Psychological Medicine. There are no facilities 
for the study of advanced Anatomy, Physiology and Histology of the Central 
Nervous System, or Experimental Psychology. 

The Hospital is recognised as a training school for the D.P.M. by the 
University of London and as a Teaching School for Nurses by the Royal 
Medico-Psychological Association. 

Six Post-graduate students could be trained per annum, and the Course 
would cover the requirements for the Medico-Psychological Certificate, or 
the six months hospital residence required by the regulations for most Dip- 
lomate in Psychological Medicine. Students preparing to take the Diploma 
in Psychological Medicine would require to proceed to the United Kingdom, 
to complete the requisite oourse. 
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A sum of Rs. 100 per month per student is payable to the Board of 
Trustees of the Hospital. 

GENERAL REMARKS. 

The Mental Hospitals. 

Mental Hospital Administration is a Speciality to which men sho uld de¬ 
vote their entire lives. They can then formulate policies arising from their 
-experience and calculated to bring advantage to the patients. 

Industry has pointed the way for hospital administration. Efficient 
•management is an indispensable factor in organization. Industrial leaders 
insist that a man who has been thoroughly trained in a special line of business, 
and has shown characteristics that stamp him as a leader, is cheap at any price. 
He is the one to promote business and safeguard industrial interest, but 
Government rarely applies this lesson. Seven of the largest Mental Hospi¬ 
tals in India have men appointed as Superintendents at salaries that a first 
"class Mechanic in Tatas Works would scorn, six of them have little or no 
Post-Graduate experience or training in Psychological Medicine, and yet 
these men have been charged with the supervision of large hospitals, and 
what is more important, human lives. The Deputy Superintendents and sub¬ 
ordinate Medical Staff arc more or less of a temporary nature, utterly 
.untrained in Psychiatry. Broadly speaking, the Institutions function, 
•stagnant and dead, with a routine custodial care, in some instances of a very 
poor standard, meted out to patients. 

The main interest, in the past appears to have been economic, but, in the 
future, the professional group must be the dominant one. 

Every Mental Hospital which I have visited in India is disgracefully 
under-staffed. They have scarcely enough professional workers to give more 
than cursory attention to the patients, to say nothing of carrying a teaching 
burden. With an average ratio of 1 Medical Officer to 200 patients or more, 
there can be little time for the instruction of students. Government will 
Lave to work on the theory that more and better trained professional personnel 
is the urgent need of Mental Hospitals. The policy of increasing bed capacity, 
•which incidentally has led to gross overcrowding in most of the Mental Hos¬ 
pitals rather than personnel, has been stressed in the past, but the cure of 
mental patients and the prevention of Mental Diseases will not be accom¬ 
plished by the use of bricks and mortar. 

Two Responsibilities confront us— 

(t) Instruction of Personnel. 

(it) Instruction of Students who come for practical experience in 
Psychiatry. i 

The resources of the Medical Schools and Mental Hospitals in India do 
not permit of Post-Graduate teaching, and for the training of personnel for 
the Mental Hospitals, India will have to rely on foreign assistance for some 
vears to come—ten years at least. 

The Course of Instruction for a Diploma in Psychological Medicine must 
•embody an entire Mental Hygiene Scheme. Emphasis on prophylaxis and 
prevention must be in line with the principles of modern preventive medicine. 

This is a suitable time for Government to take account of stock, overhaul 
resources, and re-chart the Course for the next 30 years. Public opinion will 
soon demand that, patients in Government Mental Hospitals must be cared 
for by experienced and well-trained individuals 

Medical Superintendent.—It is desirable to have a Superintendent who 
is well qualified. Every Psychiatrist has seen cases in which eye specialists 
have tried to correct failing vision by refraction in a patient suffering from 
G. P. I. Surgeons have frequently been guilty of operating o t hysterics 





afflid psyo hjtatrists have called the complaints of patients, somatic delusion! 
until the patient finally died of cancer. 

In addition to holding the Diploma in Psychological Medicine, it would be 
desirable for the Medical Superintendent to hold a higher degree fn Medicine 
or Surgery. 

The Deputy Superintendents should also be highly qualified men with a 
D. P. M. and capable of understudying the Superintendent. There should be 
a Deputy Superintendent in both Male and Female Sections of every Mental 
Hospital. 

The Senior Medical Officers in both Male and Female Sections"should hold 
the Diploma in Pjyehological Medicine, and understudy the Deputy Superin¬ 
tendent. 

The ultimate aim should be that all Medical Officers must obtain the Dip¬ 
loma in Psychological Medicine, and it is to be hoped that the Universities of 
Bombay and Calcutta will, in the course of a few years, be able to grant the 
diplomas, and, perhaps later, the Madras and Punjab Universities. I think 
this rush by all Provincial Universities to institute Post-Graduate diploma 
is premature. The trained personnel will not be available for years. 

There are four vory old Medical Schools in Scotland with much greater 
facilities for teaching Psychiatry than any School in India, but, so far, only 
Edinburgh University has instituted a Diploma in Psychiatry. 

In London there are only two Schools which conduct courses for the 
Diploma in Psychological Medicine, and, as far as I am aware, Leeds and 
Manchester are the only Universities in England which have a Diploma in 
Psychological Medicine Course. The London University and the Royal 
College of Physicians and Surgeons grant a Diploma in Psychological Medicine, 
but merely function as examining bodies. 

There is no uniformity in the teaching of Fsychiatry in any of the Schools 
in India. Carefully thought out courses of instruction are requisite for such 
a programme both for M. B. and PoBt-Graduate students. It is no use pre¬ 
tending that Psychological Medicine is being taught anywhere in India. 
Students cannot be exploited much longer, but must be given something that 
will repay them for their hard work and sacrifices. 

My tour has brought home to me that in a teaching programme the Men¬ 
tal Hospital will form the one stable factor. Clinics may come and go, 
organizations for the correction of this and that difficulty may come into 
existence, flourish and fade, but the Mental Hospital goes on hence the need 
for a modern Mental Hospital within easy reach of the Medical School. 
The Mental Hospital can become a tower of strength in the Psychiatric world 
if it will turn its attention to a more active Psychiatric leadership. 

I have not been convinced that the utilization of Honorary Physicians 
in India is a success in a teaching progamme. As already pointed out, one 
finds that Honorary Physicians are, as a rule, very jealous of their pre¬ 
rogatives, but take their responsibilities lightly. There are, of course, ex¬ 
ceptions. 

I have had talks with several “ Honorary Physicians ”, and there is a 
feeling of discontent among them. Most of them are overburdened with 
personal problems and preoccupied with earning a livelihood. They cannot 
give of their best to a teaching programme, if harassed by financial worries, 
and no Government has the right to ask it. 

To obtain real service in Mental Hospitals, Teaching Programmes, Psy¬ 
chiatric Clinics, Social Services, etc., it is essential to have a Mental Health 
H1342HSDC 5 
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Service, and that Medical Officers should be specially recruited for it. Officer* 
entering this Service must be made to realise that they are entering a very 
fine service for which they will have to train rigorously. 

It is essential that a systematic plan be under the control of one indivi¬ 
dual, whose main business and responsibility it is. Without such centrali¬ 
sation we shall get wasted efiort and duplication. It will be necessary tor 
visualize a plan which may take years to mature. In India, it is obvious- 
that the Medical Superintendents of Mental Hospitals must assume greater 
responsibilities. The Mental Hospitals have become isolated units, having, 
little contact with the Community they serve, and in most cases, are objects 
of fear and suspicion. 

The Medical Superintendent of the Mental Hospital must become the* 
Chief Medical Officer, Mental Health Service in his area or Province, and be¬ 
come the adviser in Mental Health matters to the Chief Administrative Medi¬ 
cal Officer. In addition he should be ex-officio the Senior Physician and- 
supervise the work of all Psychiatric Clinics. He should bo the individual 
to coordinate and lead any Mental Hygiene movement, and to supervise the 
work of Social Services. As the Mental Health Service expands, he may have 
to take over the Mental Health Department in the office of the Chief 
Administrative Medical Officer. 

He should therefore have competent Deputy Superintendents, so thafr 
he can be at liberty to inaugurate and carry out, as rapidly as circumstance!# 
will permit, a comprehensive programme dealing with all general phases of 
the Montal Diseases problem and education. 

Every Mental Hospital in the vicinity of a Medical School must become 
& teaching hospital, and the professional group in such a hospital must be tho 
dominant one. Here again tho Medical Superintendent must be the Direc¬ 
tor of Clinical Work. 

Tho teaching hospital, from a therapeutic point of viow, is superior tor 
Hie one which does not have an educational outlook. Tho more presenoe of 
a group of young students, interested, enthusiastic, and intellectually alive, 
prevents hospital inertia. Teaching and being taught stimulates every mem- 
bor of tho professional staff, and keeps the entire organisation on the qut 
vive. Tho sum total to an educational programme is to place tho patient 
and his needs on a highor plan. 

No one will deny tho necessity for highly trained Specialists in the various 
fields of Psychiatry in India. At present their number is negligible, and of 
these, the more experienced Clinicians are nearing the age of retirement. 

The service must be made attractive, and graduates in medicine with ft 
satisfactory academic career behind them must be selected. They should be 
given a resident appointment in a Mental Hospital in India for 6 to 12 months 
and thon sent to tho U. K. or the U. S. A. for Post-Graduate training. If 
twelve scholarships were granted annually for ten years there would be ft 
nucleus of men to take over the responsible posts as Superintendents, and 
Deputy Superintendents, and later leadership in this Speciality. Tho practice 
of granting Study Leave to Graduates in the Medical Services might bo 
continued, but few can avail themseves of tho privilege. The Post Graduate 
Student has to expend a large sum in Travelling Expenses, which, in many 
cases, is borrowed. He hopes to recompense himself later in Practice, but 
this is not foasiblo in a Montal Service, and must bo taken into account when 
Graduates are sent abroad, No student should receive any fellowship in 
/excess of maintenance, cost of books, and instruction. To pay any one to 
take an education indicates that the educational offering is not very valuabler 
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Men for Subordinate Posts may bo trained in this country, and until such- 
time as Medical Colleges can institute a uniform and practicable syllabus iof 
a Diploma in Psychological Medicine, I would suggest that Medical Officers^ 
be encouraged to obtain the Certificate Psychological Medicine (M.P.C.) grant*' 
ed by the Royal Medico-Psychological Association. There is a strong 
membership of the Indian Division- of the Royal Medico-Psychological 
Association, and there would be no difficulty in arranging for the examination 
to be held in India. 

A beginning in this modest manner (it was done in the U. K.) would be 
preferable to granting Diplomats of a low standard which might later 
prove an embarrassment to Government. The more able men who obtain the 
M.P.C. would probably later proceed to a Diploma in Psychological Medicine. 
As an incentive Medical Officers who obtain & D.P.M. of M.P.C. should be 
granted a Special Pay. All holders of the D.P.M. in the Mental Service in 
the U. K. received an annual allowance of £50. If Universities are to grant an 
M. D. degree in Psychological Medicine, thore should be a uniform high 
standard for the wholb of India. 

The general standard of the Mental Hospitals I have seen, is poor. 
Economic factors will always aSect scientific considerations. It may not be: 
possible to do as much Psychiatric resoarch as one desires because sufficient 
money is not available, but certainly the quality of professional work is sub¬ 
ject to no such limitations. There may be too few physicians, but this is 
no legitimate reason why administrative medical officers should not get the 
best ones available, and hold them to a high level of professional performance. 
Financial security is not the first requisite to hospital progress — the desire 
and enthusiasm for progressive change must always come first. 

There is an urgent necessity for better trained Nurses. On the nursing 
staff of a Mental Hospital depends the harmony whioh exists between th© 
hospital and patient, and that may mean the difference between success and 
failure of treatment. If a patient is constantly irritated by tactless handling, 
exasperated by petty tyrannies, and annoyed by inflexible rules enforced by 
poorly informed attendants, and improperly trained nursos, he soon develops 
the idea that his welfare is not the first consideration. There is a type of 
Psychological abuse of mental patients which may ho much more disastrous, 
than any kind of physical abuse. 

An institution with a poorly trained and inadequate nursing staff starts- 
with a definite handicap which will seriously interfere with its efforts. The 
social environment as represented by the nurse and attendant is of much 
greater importance than the colour of the Wards, selection of the furniture, 
cinemas, radios, etc. Pleasant-surroundings are a hollow mockery when a 
small minded unintelligent attendant constantly thwarts the patient in hi» 
attempts to enjoy them. 

The Psychiatric Nurse performs a more difficult and exacting task them 
any General Nurse, and she should have correspondingly better educational) 
standards. Mental Hospitals have not taken their educational responsi¬ 
bilities too seriously. There can be no valid excuse for the failure of a MentaS 
Hospital to instruct its own people. Machinery exists in India for the graft¬ 
ing of a Certificate for Proficiency, in Mental Nursing by the Royal Mediso- 
Psychological Association, but, so far, only the European Mental Hospital 
at Ranchi has trained nurses for this Certificate. All Mental Hospital# in 
India which employ General Trained nurses should take immediate steps to 
procure recognition as training schools by the Association, and they should: 
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train and encourage their nurses to Cobtain thr Certificate. This will mean » 
sacrifice in time, but administrative Medical Officers should bring home to 
superintendents of Mental Hospitals that they have a responsibility in this 
field, and must prepare to carry out that responsibility. The Board of Trus¬ 
tees of the European Mental Hospital at Ranchi stipulate that all Nursing 
Sisters must, during an early stage of tbeir Service, obtain the Certificate of 
Proficiency in Mental Nursing, and the majority of them did. Before the 
war there were numerous indications that good nurses were turning to Psy¬ 
chiatric nursing, and there was a large waiting list of good candidates for 
employment at the European Mental Hospital. This may be due, in some 
respect, to the reputation this institution has acquired, and to the gene¬ 
rous terms of their employment. The aim should be that all wards, male 
and female, should have a carefully selected, will-trained Psychiatric Nurse 
in charge. This may take years to achieve in India, hut I maintain that it is 
practicable. 

Given a competent Psychiatric Nurse in e\ ery ward, the question of 
5iibendants remains. Where are we to get tne Ward Personnel? Are we 
to go on jvith the present Personnel, who do not receive training even of the 
most superficial character 1 

It is surprising that many of the individuals placed in a ward of filthy, 
destructive, violent, profane, noisy patient?,, can maintain their emotional 
equilibrium and remain human. It is only because of their fundamental 
decency, and not because they have any spark of real understanding of the 
■basic situation. I have been connected with Mental Hospitals too long not 
-to appreciate the difficulties inherent in this situation, but, in spite oi these 
•difficulties, I cannot feel that attempts to change the situation are impossible. 
■Something can and must be done bo increase the number and improve the 
quality of Ward Personnel. At the European Mental Hospital, Ranchi, all 
Attendants, male and female, are required to attend courses of instruction in 
First Aid, and Home Nursing, and a very large number have already obtained 
the St. John’s Ambulance Certificate in both subjects, and it is amazing what 
this small beginning has achieved. The nursing care and treatment of the 
patients improved to an enormous extent. The utilization of young and 
immature people—and there is much of it—for ward work, is, in my opinion, 
a very questionable procedure. Adolescents should not be in charge 
of Psychiatric patients. They are not sufficiently stabilized emotionally to be 
placed in such a situation. 

The Indian Division of the Royal Medico-Psychological Association have 
under consideration a scheme for the granting of a Certificate to Ward 
Attendants, and at Ranchi it is proposed that an attendant would in his first 
year of service obtain the First Aid Certificate, in the second the Home 
Nursing Certificate, and in the third the Certificate in Mental Nursing, 
Hand Books in the Vernacular have already been published. 

For the Certificate in Mental Nursing the Course would be of an element¬ 
ary character, and a course of about 14 lectures would suffice. My sugges¬ 
tion for the lectures is as follows :— 

1. History of Mental Disorder. 

2. Mental Disease as a Public Health Problem. 

3. The Infection—Exhaustion Psychoses. 

4. The Toxic Psychoses. 

5. General Paresis. 

>6. The Symptomatic Psychoses, 



7. Arterioacr/rotic and Senile Psychoses. 

8. Borderland States. 

9. Manic-depressive Psychoses. 

10. Schizophrenia. 

11. What is Mental Hygiene ? 

12. Mental Hygiene of Childhood. 

13. Mental Hygiene of Adolescence. 

14. The Human Personality. 

Both theoretical and practical instructions are essential. It will be seen 
that the above scheme of lectures, if accepted, will introduce the Attendant 
to Psychiatry through the Psychoses which have a direct physical causation. 
The simpler the course, and the more gradually it develops from the physical 
to the highly complex psychological, the more successful it will be. The 
war has, unfortunately, delayed this scheme, but it is hoped that the Indian 
Division of the Royal Medico-Psychological Association will meet thiB year. 
Most of the Medical Superintendents of Mental Hospitals in India and 
Ceylon are members of the Association. 

The custom of generalizing about ratios of Ward Personnel which 
takes no account of admission and discharge rates, the kind of service given 
to the patient, or the number of essential subsidiary departments carried on, 
is a mistake. All of these must be considered when Ward Personnel ratios 
are being worked out. (Sec notes under European Mental Hospital, Ranchi). 

Psychotics adjust themselves at different levels. 

A. Social Recovery — (the ideal aim). 

B. Social Institutional Adjustment. 

C. Institutional Adjustment. 

D. Deterioration. 

It was depressing to find the enormous number of patients who ham 
“ deteriorated ”, and what was worse, the general attitude of pessimism and 
indifference which characterised the situation. 

The standards of care which prevail in the hospital are responsible to * 
considerable extent for the level at which patients adjust. If the ideal qI 
the institution is the discharge of patients, if the professional staff is held to 
a high level of accountability for such discharges, and if the administration ia 
called upon to defend continued residence in the institution, the last three 
groups will not be as large as they are. The fourth group is a definite indict¬ 
ment of the therapeutic standards in the Mental Hospitals in India. The 
vast majority of these patients have been permitted to slump into this condi¬ 
tion of deterioration because the routine was not sufficiently insistent and com¬ 
pelling to keep them in reality even for brief intervals. 

In all the hospitals' I visited there is a need for a more systematic and 
better conceived plan of work therapy. None of them except the European 
Mental Hospital, Ranchi, employ Occupational Therapists. In advanced 
countries, Occupational Therapy has developed to the point where ita 
representatives have become indispensable to many General Hospitals, Tuber¬ 
cular, Orthopaedic, and Mental Hospitals. In Occupational Therapy we 
have a powerful therapeutic weapon for the Psychiatric patient. Organized 
systematic work is better treatment than the careless haphazard occupation 
in some of the hospitals. The important thing is to create throughout the 
hospital an atmosphere of industr)', and to make occupation an activity th at 
is approved by the patients. 
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More osn b« done in the way of Diveraional Therapy. A Mental Hospital 
with all modern types of therapy equipment, and installation is still a house 
of sorrow and discontent. Everything that can serve to alleviate any of this 
discontent should bo utilized. Entertainment is therapeutic, it specialises the 
patients’ mind and interest, and it is bringing him back to reality. Money 
spent on entertainment is a good investment, and the budget allotments under 
this head should be generous. Suitable programmes can readily be made 
available if the necessary funds are forthcoming. 

All arteriosclerotic, decrepit and senile patients should be housed 
separately. They are fundamentally medical and nursing problems, and 
should be. under the supervision of the Medical Services. Kindly and 
humane custodial care in special Homes would be more economical than 
treating them in Mental Hospitals. At least 50 per cent, of the patients in 
Mental Hospitals in India could be cared for in such Homes. 

In the U. K. there has been a definite demand on the part of the public 
for psychiatric clinics, and fortunately there has been a definite swing away 
from the extravagant claims of early exponents of Mental Hygiene towards 
a recognition of the limits of preventive Psychiatry. While no specific pre¬ 
ventive measures have been discovered enough sound knowledge has been 
accumulated to show that a continuance and extension of outdoor clinics is 
a jogical procedure. 

The Directorship of either an adult or child clinic iB a full-time position. 
A successful Clinic will not remain so long, if it is the Secondary responsibility 
mf anyone. The immediate establishment of Psychiatric Clinios in General 
Hospitals is not feasible in India at present, as there is no trained personnel. 
To establish them before efficient personnel is available would be extremely 
bad propaganda. I have already made the suggestion that the Medical 
Superintendents of Mental Hospitals should be ex-officio the Senior Physicians 
of all such Clinics. There is no reason why the General Hospital should not, 
In due course, bear its share of mental disease prevention. It is a problem of 
Public Health, and as such is of interest to every agency interested in this 
important activity. The General Hospital sees patients in the pre-Psychotic 
stage, and they are in a favourable position to influence the education of Psy¬ 
chiatrists. When trained personnel is available, it is to be hoped that 
Psychiatric Departments in General Hospitals will be the rule rather than the 
exception. 

These can only come when sufficient trained Psychiatrists and Social 
Workers are available. The collaboration of Psychiatrist and Social Worker 
results in a therapeutic programme which is better balanced than is possible 
when each works alone. 

The actual contact with patients in the early stages of maladjustment 
will be through the General Practitioner, Teacher, Juvenile Courts, Proba¬ 
tion Officer, Police, Social Worker, Y. M. C. A., Y. W. C. A., Boy Scouts, 
■Girl Guides and Parents, but the Mental Hospital has a proprietory interest 
in the pre-Psychotic and delinquent child. The Child Guidance patient be¬ 
comes the mental case of tomorrow. The patients who will be received by the 
Mental Hospital 10, 15, 20 years hence are in the schools, and many of them 
showing behaviour abnormalities that stamp them as potential Psyehotics. 
It seems that the Mental Hospital has a grave responsibility in this field of 
-prevention and must prepare to assume that duty as quickly as personnel can 
be secured and trained to do the work. 
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The stress laid upon work with children is entirely justifiable when on# 
considers that prevention is most hopeful in childhood. It is the golden age 
for Mental Hygiene. The Child Guidance Clinic will be the important phase 
of preventive psychiatry. It will take many years to plough the ground and 
■prepare it for the seed. Even administrative Medical Officers will probably 
look on this extension of clinical facilities with a jaundiced eye. The prepara¬ 
tion must be a period of organization and education. The average man has 
little understanding of this kind of work with children. He is apt to think 
that a Child Guidance Clinic is interested only in feeble-minded or psychotic 
individuals. These Clinics should in due course fonn„a part of the Pediatric 
department of every General Hospital. 

In spite of considerable progress towards a more healthy attitude in re¬ 
gard to Mental Disease, the old ideas of disgrace and stigma die hard, and the 
prejudice of the people must be taken into account. The relationship of 
Psychiatry and the Law requires attention. If the Mental Hospital is to do 
jeod work it must have the sympathy and support of the community. The 
walls of ignorance, superstition and suspicion will have to be torn down and u 
friendly relationship established. We must teach the people that we will 
4taff our hospitals correctly, and that Mental Hospitals are directed by honest 
well-trained scientific men who re trying to render service to the patients. 
<Good-will towards Mental Hospitals must be created. The process will be 
long, but may be built by : 

(1) Letting the community know that the Mental Hospital baa a real 
service to bo given. 

(2) Convincing people that they need what it has to offer. 

(3) Making it easily obtainable. 

(4) Making people glad that they can have what the institution haB to 

offer. 

■The goal of auch educational effort should be more than to add to the prestige 
of the hospital. The ultimate purpose should be Mental Health. This is the 
-day of Preventive Medicine. Psychiatry should be thinking in terms of pre¬ 
vention a# well as cure. 

I am appending to this Report copies of the undermentioned, which 1 
■forwarded some time ago to every administrative Medical Officer in India. 
I find they are being seriously considered, and I would suggest that they be 
•carefully examined by the Committee. 

*(1) The Interim Report on the Recommendations regarding the 

Mental Health Service by the Royal Medico-Psychological Association. 

*(2) Recommendations regarding the Future of Psychiatry by the 
British Medical Association. 

*(3) The Royal Medico-Psychological Association Revised Recommen¬ 
dations. 

SUMMARY. 

The majority of the Mental Hospitals in India are quite out of date, 
and are desigued for detention and safe custody without regard to curative 
-treatment. The worst of them—the Punjab Mental Hospital, the 
"Thana Mental Hospital, the Agra Mental Hospital, and the Nagpur Mental 
Hospital savour of the Workhouse and the Prison, and should be rebuilt. 
■The remainder should be improved and modernized in accordance with the 
suggestions of the Medical Superintendents. Bombay and Calcutta urgently 


* Not printed. 
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require modern Mental Hospitals to meet both the needs of the community' 
and the Medical Colleges, and these should form part of any schemes for 
reconstruction or expansion. The Superintendent of the Indian Mental 
Hospital, Ranchi, has put forward schemes for expansion, but this hospital is- 
quite large enough for any single Psychiatric Unit, and it is too far from 
Calcutta to be of service in any teaching programme. 

There is gross inadequacy in the medical personnel in all the Mental 
Hospitals both numerically and in specialised qualification. Most of the Medical- 
Officers employed as Superintendents and Deputy Superintendents possess- 
neither the status nor the experience which would justify the description of 
Consultant or Specialist in the ordinary usage of that word. A Mental Health 
Service is necessary with improvement in the status, pay, and conditions of 
service of the Medical Staff, with increased opportunities for purely profes¬ 
sional work. 

To remedy these defects foreign assistance will be required for at leash 
ten years. Generous terms should be offered to highly qualified Specialists- 
to take charge of Mental Hospitals, the teaching programmes, and to organize 
the Social Services during the transition period. Selected graduates (as 
many as possible) after a period of residence in a Mental Hospital in India 
should be sent to the U. K. or the U. S. A. for Post-Graduate training in Psy¬ 
chological Medicine. For some time, subordinate Medical Officers might be 
encouraged to obtain the Medico-Psychological Certificate, granted by the 
Royal Medico-Psychological Association. 

The numerical and professional inadequacy of the Nursing staff and 
Attendants requires urgent attention. There is no reason why administrative 
Medical Officers should not tackle this problem immediately. The Indian 
Division of the Royal Medico-Psychological Association would be prepared to 
assist. 

Psychiatry developed as the method of treatment of those individuals- 
whose mental illness necessitated segregation from the rest of society. This- 
distinction, although important socially, is medically irrelevant, for there 
js only a difference of degree between the majority of patients in Mental 
Hospitals and the far more numerous sufferers from less severe mental dis¬ 
orders. For one case of major mental illness there are, undoubtedly, many 
cases of minor mental illness. Preventive Psychiatry, therefore, outside th« 
Mental Hospital is of paramount importance. To open Psychiatric clinic*- 
in General Hospitals before there is trained personnel to conduct them 
would be bad propaganda. In the U. K. modern developments in Mental 
Health Services are doing much to lessen fears and prejudices among the 
public, but they are still a factor to be reckoned with, and in India the 
greatest caution will be necessary. The movement to open Psychiatric 
Departments in General Hospitals in the IJ.K. and U.S.A, has coincided 
with the development of methods of treatment, which have made it 
possible to treat successfully as out-patients many who would formerly 
have required inpatient treatment. Events have thus lent their support 
to the movement to emphasize the links between Psychiatry and General 
Medicine to the advantage of both. It is vital that n any future organi¬ 
zation of Medicine, Psychiatry shall not remain segregated, and it should- 
take its place in the general scheme, subject to the provision of adequate 
and well trained personnel. 
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The few Psychiatric Clinics which have been opened in connection with 
General Hospitals in India are of the make-shift varietyi and the facilities 
for diagnosis and tieatment are not satisfactory. Where tne Mental Hospitals 
are accessible it may be desirable to set up consulting centres under their own 
roofs. This experiment has proved successful in the Bangalore Mental 
Hospital and for Set \ ice Patients at the European Mental Hospital, Ranchi. 
Whatever steps are taken with regard to Psychiatric Clinics they will be 
adequate only if the arrangements allow Psychiatrists in Mental Hospitals to 
engage actively in out-patient work in the Psychiatric Departments of General 
Hospitals. The Senior Clinician in the Mental Hospital should bold the senior 
post in the Psychiatric Department of the General Hospital. Junior mental 
hospital doctors should he appointed as assistants in General Hospitals where 
they would take part in the work of the psychiatric out-patient department. 
If all hospital medical staffs were adequately remunerated, and if domiciliary 
work became a recognized part of the hospital service, it would become 
possible for an interchange between Psychiatric Staff of Mental and General 
Hospitals. Unless arrangements are made on these lines there is a danger 
that Psychiatrists on the Staffs of General Hospitals will ignore or be unaware 
of the opportunities offei ed by Mental Hospitals and the progress in therapy or 
research being made in them. 

In the Memorandum submitted by me to the Health Survey and Develop¬ 
ment Committee in Febiuary 1944, I stressed the need for Central Control. 
This special arrangement for the coordination and direction of Psychiatric 
work fs necessary because of the many intricacies of the subject, technical, 
sociological, and legal. Provincial Administrative Medical Officers, aB a 
rule, have had no specialized training m Psychiatry, and if the Mental Health 
Services in the country are to be directed by them, the integration of Psy¬ 
chiatry into the whole medical structure, which is so desirable, will be 
frustrated. 

The Director-General or the Principal Medical Officer of a National 
Health Service, who will be advising tbe Minister, will himself be advised by 
various sonior officers concerned with clinical services, preventive medicine, 
etc., and it is at this level that a Directorate of Mental Health fits in. I have 
suggested that for the present the Superintendent of the Mental Hospital 
should advise the Provincial Administration on Mental Health problem, as 
the Mental Health Service develops there should be at tbe periphery 
administrative officers of Mental Health, who must have direct access to the 
Director of Mental Health at the Centre, as well as relations with Provincial 
authorities. In this way the Social and Preventive aspects of Psychiatry 
will be given full opportunities for development. Grants or subsidies should 
only be made to Provincial Authorities subject to adequate control and super¬ 
vision from the Centre. 

The cardinal points in the Indian Lunacy Act, 1912, have outlived tkeic 
usefulness. Legal restraint has undoubtedly made the public reluctant to 
avail themselves of Mental Hospitals, and has militated against the early treat¬ 
ment of mental illness. Legal changes are imperative which will make pro¬ 
vision for treatment of patients without the stigma of certification, but this 
is a subject outside the scope of this report. It might be suggested, however, 
that all private Mental Hospitals, Nursing Homes and pay-beds for mental 
patients should be brought under Government control and supervision. 

Many patients of this category are being treated in Mental Hospitals and 
the arrangement is most unsatisfactory. 
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Legislation to deal with this very wide problem is urgent. ThU question 
is also outside the scope of this report, but any scheme will require the pro¬ 
vision of suitable institutions and Colonies and it is suggested that in the 
Post-War period many suitable institutions will be available ; for instance the 
Military Camp at Ramgarh in Bihar would require little or no alteration to 
form a suitable Colony for 40,000 to 50,000 Mental Deficients. Doctors to 
be employed in such Colonies will, in addition to training in Psychiatry, 
require special training in Mental Deficiency. 

A Mental Health Service should cover at least the Psychiatrip require¬ 
ments in Schools, Child Guidance Clinics, Psychiatric advice to approved 
•aohools, Borstal Institutions, Juvenile Jails, Remand Homes, Colonies of the 
Hostel type for delinquents and Psychopaths, but to formulate schemes 
will be the duty of the Directorate of Mental Health. 

The public still regards the Mental Hospital, and all Services connected 
with Mental Health with unwarranted dread, and the Psychotherapist with 
doubt, derision, and awe. Education of the public must proceed pari passu 
with the development of the Mental Health Service. 

Finally, I would stress that the conditions in some of the Mental Hospitals 
in India today are disgraceful, and have the makings of a major public 
scandal. It is suggested that ft copy of this report bo sent to every 
Administrative Medical Officer in India. 

MOORE TAYLOR, O.B.E., M.D., D.P.H., 

Colonel, I.M.S. 

Medical Superintendent, Ranchi European Mental Hospital 

and 

Hony, Consultant Psychiatrist, Eastern Command, India, 
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APPENDIX 22. 

4Ixntal Hospitals in India with their bed strength and place or 


LOCATION. 


Provinces. 

Location. 

No. of bed*. 

1. Assam 

2. Bengal .. 

Tezpur Mental Hospital, Assam .. 

No mental hospital. Arrangements are 
made with the Bihar Government for 
the admission of mental oasea in the 
European and Indian Mental Hospitals 
at Ranchi. There are number of private 
institutions for Lunatics. 

716 

'41. Bihar .. 

European Mental Hospital, Ranchi 

Indian Mental Hospital, Ranchi 

271 

1,380 

1,661 

4. Bombay 

Central Mental Hospital, Yeravda 

N. M. Mental Hospital, Thana 

Mental Hospital, Abmedabad 

Mental Hospital, Ratnagiri 

Mental Hospital, Dharwar 

1,227 

390 

267 

176 

109 

2,269 

15. C. P. & Berar .. 

•6. Delhi .. 

Mental Hospital, Nagpur .. •. 

Nil. 

600 

7. Madras ,. 

Mental Hospital, Madras .. 

Mental Hospital, Calient .. . • 

Mental Hospital, Waltair 

888 

364 

164 

-1,416 

(Criminal lunatics are confined in the Mental Jail at Ouddalore). 

-8. N. W. V. P. .. Mental Barracks 2 in the Central pri¬ 
son. Peshawar, under separate staff .. 140 140 

0. Orissa ,. Cases are sent to Bihar, Indian Mental 

Hospital, Kanke (Ranchi) where 60 
beds are reserved for oases coming 
from Orissa. 

10. Punjab .. 

Punjab Mental Hospital, Lahore 

1,408 

11, U.P. 

Mental Hospital, Agra .. .. 

Mental Hospital, Bareilly 

Mental Hospital, Benares 

617 

408 

331 

1,368 

12. Sind .. 

Sir C. J, Mental Hospital, Hyderabad .. 

343 

Indian Slate. 

13. Mysore 

Mysore Mental Hospital, Bangalore 

Total bed accommodation 

300 300 

10,189 
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Staff and estimates of cost fob three types of Mental InstitotionS' 

Recurrent Expenses of a Thousand-bed Mental Hospital. 



— 

Grade. 

Monthly 
expenditure 
in Rupees. 

1 

Psychiatrist Superintendent .. 

1,000—50—1,500 

1,000 

I 

Psyohiatrist Deputy Superintendent 

750—50—1,000 

750 

18 

Psyohiatrists 

350—25—650 

6,300 

8 

Occupation Therapeutists 

200—10—300 

1,600 

1 

Psychologist 

260—15—475 

250 

2 

Psychiatric Social Workers 

250—15—475 

500- 

1 

P. Assistant to Superintendent 

300—15—525 

300 

1 

Senior Matron 

300—10—450 

300 

2 

Junior Matrons 

250—10—350 

500 

GO 

Nurses 

125—5—200 

6,250 

GOO 

Attendants .. .. 

35—5—50 

17,500 

60 

Menials .. 

20—1—30 

1,000 

10 

Clerks, Aooouutant, Storekeeper 

100—5—200 

1,000 

1 

Recorder Statistician 

200—10—300 

200 

1 

Head Cook 

40—1—60 

40 

10 

Cooks .. .. fij 

30—1—40 

300 

16 

Durwana, Peons, etc. .. ,. 

25—1—30 

375 


Food <S1 Rb, 26 per head 

• • • • 

23,000 


Medicines, Chemicals, etc. 


2,500 


Washerman, Barbar, Darzi 

. , , , 

1,000 


Repair and Replacements of beddings. 




crockery, etc. 

«... 

4,000- 


Occupation Thorapy Material 

.... 

5,000 


Electrioity, Telephone, coke for boiler 




eto. 

...» 

2,000 


Maintenance of Grounds, Garden 

.... 

1,000- 


Miscellaneous, inoluding stamps, sta* 




tionery, form, etc. .. 

.... 

4,000 



Total 

82,665 


Annual Recurring Ex¬ 
penditure .. .. 

9,91,980' 

Annual per capita ex¬ 


penditure for 1,000 
patients, say 

1,000 


The entire staff is to be provided with free unfurnished quarters. 

There will be an outdoor psychiatric clinic and a child guidance clinic attaohed ter 
the hospital and conducted by the staff. 

Capital Expenditure on buildings, equipments, etc., will be approximately 
Es. 10,00,000. 

All pay mentioned above is consolidated and no special allowance is recommended* 
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Recurrent Rstpeiaee df a ThoutaM&Rrd Mental Btj feiency Some. 



— 

Grade. 

Monthly 
expenditure 
in Rupees, 

1 

Psychiatrist Superintendent .. 

850—26—1,000 

850 

2 

Psychiatrists 

350—25—660 

700 

I 

Physician-General .. 

300—26—500 

300 

4 

Psychiatric Social Workers 

250—15—475 

1,000 

4 

Psychologists 

250—16—475 

1,000 

60 

Trained Teachers 

250—15—476 

12,500 

1 

Personal Assistant to Superintendent .. 

300—15—526 

300 

1 

Senior Matron 

300—10—450 

300 

2 

Junior Matrons 

250—10—360 

500 

25 

Nurses 

125—5—200 .. 

3,125 

300 

Ayahs—female attendants 

35—5—30 .. 

3,500 

60 

Menials 

20—1—30 .. 

1,000 

6 

Clerks including accountant, storekeeper 
etc. 

100—5—200 .. 

500 

1 

Recorder Statistician 

200—10—300 

200 

1 

Head Cook 

40—1—50 .. 

40 

10 

Cooks 

30—1-40 .. 

300 

10 

Darwans, peons, etc. 

25—1—30 .. 

250 


Food @ Rs. 20 per head 


20,000 


Medicines, chemicals, etc. 

mH'A , . .„ 

1,000 


Washerman, Barber, Darzi, etc. 


1,000 


Repair and Replacement of Beddings, 
Crockery,eto. 


4,000 


Electricity, Telephone, Coko for Boiler, etc. .... 

2,000 


Maintenance of Grounds, Gardens, etc. .. 

.... 

1,000 


Miscellaneous including stamps, stationary, 


etc. .. .. .. .. _ 4,000 

Total .. 69,: 65 

Annual Recurring Expen¬ 
ses — 12 x 59,366 = 7,12,380 

Annual per capita ex¬ 
penditure for 1,000 pa¬ 
tients *= say ., 700 

The entire staff ib to be 
provided with free un¬ 
furnished quarters. 

Capital Expenditure on 
buildings, equipments, 
quarters for staff, etc., 

_approximately = ,. 10,00,000 

Recurrent Expenses of a Thousand-Bed Mental Rome for senile and incurable 

cases. 



— 

Grade. 

Monthly 
expenditure 
in Rupees. 

I 

Psyohiatrist Superintendent .. 

850—25—1,000 

850 

2 

Resident Psychiatrist 

350—25—650 

350 

2 

General Physicians .. 

300—25—500 

600 

1 

Psychologist 

260—15—476 

250 

1 

Personal Attendant to Superintendent .. 

300—15—526 

300 

1 

Senior Matron 

300—10—450 

300 

2 

Junior Matrons 

250—10—360 

500 

25 

Nurses 

125—5—200 

3,125 
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Reourrenl Expenses of a Thousand-Bed Mental Home for senile and 
incurable ease *.—(contd > 

Monthly 

— — expenditure 

_ Grade. _ in Rupees. 

75 Male Attendant* .. .. 35—5—50 .. .. 2,625 

75 Female Attendant* or Ayah* .. 35—5—50 .. .. 2,625 

60 Menials .. .. .. 20—1—30 .. 1,000 

5 Gloria inoluding accountant, store-keeper 

eto. . ■ .. .. 100—5—200 ., • * 500 

1 Recorder Statistician .. .. 200—10—300 ,. 200 

1 Head Cook .. .. .. 40—1—50 .. 40 

10 Cook* .. .. .. .. 30—1—40 .. .. 300 

10 Durwans, Peons, eto. .. .. 25—1—30 .. .. 250 

Food @ Rs. 20 per head .... 20,000 

Medicines, ohomicaU, etc. .. .. .... 1,000 

Washerman, Barber, Darzi, etc, .. .... 1,000 

Repair and Replacement of Beddings, 

orookery, eto. .. .. .. .... 4,000 

Eleotrioity, Telephone, Coke for Boiler, etc. .... 2,000 

Maintenance of Grounds, Gardens, etc. .. .... 1,000 

Miscellaneous inoluding forms, stamps, 
stationery, etc. .. .. .. .... 3,000 

Total .. 45,815 

Annual Reourring Ex- 
pensoB 12 X 45,815 <m 5,49,780 

Annual per capita ex¬ 
penditure for 1,000 pa¬ 
tients—say .. ,, 550 

The entire staff is to be 
provided with free un¬ 
furnished quarters. 

Capital Expenditure on 
buildings, equipments, 
quarters for staff, etc., 
approximately = ,, 10,00,000 
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APPENDIX 24. 

•REPORT ON TOWN AND VILLAGE PLANNING IN INDIA. 

By 

B. R. Kagal. 

1. INTRODUCTION. 

1. The Government of India, in the Department of Education, Health 
and Lands, placed the services of the writer at the disposal of the Health 
Survey and Development Committee under the Chairmanship of Sir Joseph 
Bhore to advise the Committee on town and village planning. The Com¬ 
mittee desired “ to havo a picture of what has been done and what should be' 
done in the future in order to promote Town Planning as an integral part of 
the development of civil life on orderly lines in urban and rural areas.” [The 
Secretary’s (Health Survey and Development Committee) letter, 16-1/G of 
the 19th September 1944J. 

2. The tour, lasting two months, from the 9th October, 1944 to the 8th 
December, 1944 included the following towns and the adjoining rural areas 

Delhi, Simla, Lahore, Karachi, Hyderabad (Sind), Ahmedabad, 
Baroda, Bombay, Poona, Kirkee, Bangalore, Madras, Hyderabad 
(Deccan), Nagpur, Jamshedpur, Calcutta, Patna and Cawnporo. 

3. Before commencing the tour, a set of four questionnaires (Appendix II) 
was issued for eliciting available information. The names of the institution* 
and persons to whom the questionnaires were issued are at Appendix III. 

4. The list of those who have given replies to the questionnaires is at 
Appendix V. Details of memoranda received in the course of the enquiry 
are at Appendix VI. The list of persons interviewed during the tour is at 
Appendix IV. 

5. The terms of reference set out by the Health Survey and Development 
Committee in their letter dated the 19th September, 1944 were very wide. 
The writer had to determine the scope of the enquiry consistent with the time 
limit of two months prescribed for the purpose. The object, therefore, was 
to make a rapid survey of the points outlined in the questionnaires. The 
principles underlying the issues raised and the problems suggested in the ques¬ 
tionnaires arc in their turn based on the memorandum already submitted by 
the writer, in February 1944, to the Committee—attached herewith as 
Appendix I. 

6. Tho memorandum deals with the rocont advances in the science and 
practice of town-planning with special reference to the English practice and 
it forms the general background of this enquiry and the recommendations 
made in this report. 

7. Apart from the disadvantages inherent in a rapid survey of this 
nature, tho present abnormal war conditions have tended to exaggerate and 
distort the normal situation and present a confused picture. Effort has been 
made to mako due allowance for those disturbing factors. 

8. Town Planning, as it is understood at present, is a provincial respon¬ 
sibility. Senior officers of the Provincial Governments and States, whom 
the writer was able to contact in the course of the tour, showed a keen interest 
in the problem and generally expressed a desire to obtain a picture of the con¬ 
ditions prevailing in their respective areas. While this could not bo done, 
in detail, an attempt has been made to deal more fully, Provincewise, with the 

’The appendices referred to in this report have not been printed 



special features which at once mark out one Province or State from the others. 
This, it is hoped, would make the report more useful to the individual Provinces 
concerned. It should, at the same time, give a fair idea to the Government 
of India not only of the measure of success or failure attained but also of the 
working that produced the results. The conclusions drawn in the body of 
the report are basod on the material contained in the Appendices referring to 
the different Provinces and States. 

9. The section on “ A short History of Town Planning in India ” attempts 
to make a general survey of the situation. The other sections deal with the 
main aspects of the subject, riz.. Education, Legislation, Finance and Ad¬ 
ministration. Village planning, Location of Industry and Housing are dealt 
with in separate sections. The writer’s suggestions foi dealing with war struc¬ 
tures are dealt with separately. In the body of the report as well as in the 
Appendices dealing with the Provinces and the States, the lines on which 
recommendations are to be made arc indicated and the final recommendations, 
divided into two categories, one the short term and the other the long term 
are embodied in the last section. 

2. A SHORT HISTORY OF TOWN PLANNING IN INDIA. 

10. The history of town planning in India has been, and is, an unequal 
and continuous struggle. It began in 1912 with the “ Battle of the Sites ’* 
on the question of the selection of a site for the location of the new capital near 
Delhi (Appendix IX). Unfortunately, this has boon the only initial, though 
spectacular, success in “ the battla of science and of faith in the future 
of the new Capital against association and sentiment ”. If the town planners 
of New' Delhi have succeeded, itisnotdueto any weakness of the opposition 
but to the towering personalities of the experts and to the vision displayed by 
the then Yioeroy and Governor-General (late Lord Hardinge) and the then 
Secretary of State for India, in supporting the town planners. Since then, 
the champions of town planning have consistently failed. Calcutta, Cawnporo 
and Madras have provided proof of these failures in the course of this rapid 
enquiry (Appendices XVII, XVITI and XIV). Indications of similar trends in 
other places are not wanting. Detailed enquiries in all the Provinces and 
States in this respoct are liklely to be helpful to the areas concerned so as 
to avoid earlier mistakes, if any, when their respective town planning depart¬ 
ments are established and begin functioning. 

11. The real danger, however, is not so much of active hostility (though 
this cannot be ruled out completely in the absence of strong and informed 
public opinion) as of a steady decline in and neglect of the initial high standard. 
This is exemplified by accretions like Shahdara in the suburbs of New Delhi 
(Appendix IX). 

12. The Government of India did not restrict their interest to the adop¬ 
tion of the latest town planning principles in the layout and development of 
the new Capital area. They impressed upon the Provincial and State Gov¬ 
ernments the need for regulating and controlling the growth of their towns. 
The first report of the New Capital Town Planning Committee is dated the 
13th June, 1912. The Government of India’s letter to the Madras Govern¬ 
ment on the subject, in 1912, runs as follows :— 

“ The Government of India are of opinion that the question of town 
planning is one of great and growing importance. The great majority of 
large Indian towns and cities are surrounded by insanitary quarters which 
have been permitted to grow up without any sort of control and which aie 
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often the starting grounds of plague and other diseases and a large popula¬ 
tion is crammed into an altogether inadequate space. There is also the grow¬ 
ing tendency of suburban landlords to refuse to let agricultural land for 
building purposes and it is becoming more and more difficult to meet the 
increasing demand for land among large classes of the population for im¬ 
proved dwellings amidst "more sanitary and healthy surroundings. The 
art of town planning is of comparatively modern growth, and it is only 
recently that town planning experts have arisen, in very small numbers 
even in Europe. The matter is therefore one in which progress must neces¬ 
sarily be slow, but the Government of India are of opinion that a begin¬ 
ning can be made by enquiries as to the necessity for town planning legis¬ 
lation and the form which such legislation should take.” 

13. The Government of India also indicated the main lines on which an 
Act might be drawn up. The suggestions were based mainly on the provi¬ 
sions of the English Housing and Town Planning Act of 1909. The Govern¬ 
ment of India further stated that the question of town planning, so far as it 
affected Indian cities and towns, needed examination from the following points 
of view :— 

(a) the extension of existing towns, and 

( b) the improvement and opening out of existing insanitary areas in 
old towns. 

The Government of India opined that, where land on the outskirts of a 
town was mainly agricultural and could be acquired cheaply en bloc, the better 
policy would be for the local authority to purchase outright and secure a 
return by premium and ground rents as buildings extended, instead of de¬ 
pending on development taxes. But where an existing town had been allow¬ 
ed to grow up in a haphazard way with vested interests in the surroundings, 
the acquisition of land would of necessity be of a much more expensive and 
difficult character owing to delays in litigation and the rise in prices of land. 
It is in such cases that control would be preferable to acquisition, which in¬ 
deed for financial reasons would, on a large scale, be impossible. The object 
of the suggestions made was to render it possible to control future urban de¬ 
velopment and to provide for the expansion of population without imposing 
increasing burden on the general revenues or the resources of local bodies such 
as were usually involved when urban land could be acquired only under the 
Land Acquisition Act. 

14. Active interest in town planning became evident in the Provinces 
and States from about this time. Two of the leading town planners in Eng¬ 
land, Prof. Sir Patrick Geddes and Mr. H. V. Lanchester, were invited to 
visit India and advise their clients. The reports of these experts vary from 
the mere statement of a few of the local problems (for which no solution was 
suggested) to the submission of detailed schemes, plans and estimates accor¬ 
ding to the experts’ terms of employment and length of stay in the province 
or State concerned. Some of the provinces, like the United Provinces, em¬ 
ployed full-time consulting architects (a reference has been made to the 
Master Plan prepared by Mr. Lishman, Consulting Architect to the Govern¬ 
ment of the United Provinces in Appendix XVIII). 

15. Prof. Sir Patrick Geddes and Mr. H. V. Lanchester, jointly and seve¬ 
rally, advised, amongst others, the Provinces of Madras and the Central Pro¬ 
vinces and Berar, and the States of Baroda, Gwalior and Indore. The Bom¬ 
bay University, in 1921, established a School of Sociology and offered its 
first Professorship to Prof. Sir Patrick Geddes. 

H1342HSDC 
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16. By far the most interesting report, however, is that prepared by Mr. 
E. P. Richards, a noted English town planner, at the request of the Calcutta 
Improvement Trust. A separate reference has been made to it in Appendix 
XVII. 

17. Since 1921, interest in the subject has steadily declined, except in 
' the States of Hyderabad, Mysore and Baroda, and the Punjab in British India. 

18. Three aspects of this initial progress and decline are striking ; these 
refer to the measures adopted by the Government of India and the States of 
Hyderabad and Mysore. The interest taken by the Government of India 
from time to time was an “ occasional burst of insight ’’ and not sustained, and 
so was the response. The initiative for the town planning movement was 
taken by the Government “ from the top ” instead of its coming “ from below”, 
as in the case of England (Appendix A of Appendix I) where the lead for re¬ 
form in town and country planning was given by the public, the P. E. P. (Politi¬ 
cal and Economic Planning), the Town Planning Institute and the Royal 
Institute of British Architects. The Government accepted the lead and fol¬ 
lowed it up with necessary enquiries and legislation. In contrast, the Cent¬ 
ral and Provincial Governments in India have not taken adequate steps even 
to implement the recommendations made by the Holland Commission in 
1918 (Appendix XX) on Cm scientific and technical aspects of town planning 
and bv the Whitley Commission in 1930 (Appendix XIV) on town planning 
legislation. As a rule, the provincial Governments have not Bhown any active 
interest in the subject until recently when post-war problems came to the fore. 
In these circumstances, the decline, was inevitable in British India. 

19. The progress seen in Hyderabad, Mysore and Baroda can be traced 
to different reasons. The Government interest in these States has been sus¬ 
tained, though the means adopted to achieve the results have been different. 
Hyderabad and Baroda States sent scholars to study the theory and practice 
of the subject in England under town planning experts for a period of several 
years. These studies were not confined to flying visits of senior officials. The 
students on return to the State were given opportunities of training in order 
to study local conditions first and later they were given responsible positions 
aa town planners. They received all the assistance they needed by way of 
necessary and adequate co-operation from the Public Health and other Gov¬ 
ernment departments. The initiative, and later encouragement, on the part 
of the State, was thus assured. 

20. In Mysore, on the other hand, the interest has been more ‘ personal ’ 
than official, thanks to the initiative taken by the Ruler and the former De- 
wan, Sir Mirza Ismail. State students have not ‘been encouraged by scholar¬ 
ships or by facilities provided by the Mysore University through the engi¬ 
neering college. Foreign experts have advised, from time to time, the State 
Officials on town planning, particularly with respect to Mysore and Banga¬ 
lore, but the presence of these experts in the State does not seem to havo bene- 
fitted so far the Mysore engineers or the rural areas to any extent. There is 
thus the danger of this type of town planning deteriorating to the level of the 
present British Indian standards as soon as the experts leave the State. While 
the Mysore type of planning may be more spectacular, tbe Hyderabad type 
is more permanent. 

3. TOWN PLANNING EDUCATION. 

21. The lack of general education in town-planning through lessons on 
environment, health and hygiene in schools, of popular education promoted 
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by a technical society of town-planners or by municipalities and trusts, if only 
for reasons of enlightened self-interest, and of technical education through en¬ 
gineering colleges or architectural schools, is primarily responsible for the con¬ 
ditions obtaining in the country at present. General and popular education 
is no less important than the technical education. Without general educa¬ 
tion, public opinion, strons enough to influence the standards of municipal 
and improvement trust administration, can neither be expected nor created. 

22. Post-war education would need a civic as well as an industrial bias 
-for creating a balanced community. 

23. The view held by some of our administrators that “ The general 
principles of town planning are now fairly understood and it should be possible 
for the Town Planning Committee (of a municipality) to apply them in indivi¬ 
dual cases ” (Appendix XIV) is not supported by English administrators. 

24. Sir Gwilym Gibbon, C.B., C.B.E., D.Sc., Ex-Director of the Local 
Government Division of the Ministry of Health, England, a distinguished 
Civil Servant for half a century, in his book, “ No. 2—Problems of Town and 
■Country Planning ” saya : 

“ The need for research in town and country planning is at least as 
great as in any other field. The planner of today is much in the same posi¬ 
tion as the medical practitioner of some generations ago. His practice is 
largely empirical, with occasional bursts of insight. The body social is not 
less complex than the body physical and certainly not loss difficult to under¬ 
stand.” 

25. If the above would apply to England, it would certainly apply with 
much greater force to Indian conditions. Research in housing and town 
planning forms an important part of tho programme of the International 
Housing and Town Planning Congros3 as indicated in tho appendices attached 
to Appendix I. Tho technical body for the promotion of town planning sug¬ 
gested in paragraph 28 should pay special attention to research. 

26. Thore are no Degree or Diploma courses in town planning in tho coun¬ 
try. Tho subject is not taught in any of tho engineering colleges. Ordinary 
facilities in the shape of technical books in college and university libraries are 
not available to students wishing to study the subjoct on their own. No 
enquiries for trained personnel are roceived by the principals ol engineering 
colleges from Government departments, municipalities or improvement 
trusts. 

27. Few of the public works, municipal or trust engineers, have the time 
or the opportunity to follow the town planning movement even in its litorature, 
much less to know it, at first hand, from the success or blunders of other citio6. 
But even accepting what can be done at a distance or even from a brief visit 
•of an expert or advising officer, tho real danger remains not that of streets, 
etc.—absurdly wrong perhaps—but of the low standard of the mass of civio 
and municipal art. From tho confused growth of our past, we tend to be 
easily contented with any improvements ; this, however, will not long satisfy 
us, still less will it satisfy the next generation. 

28. The benefit derived by the Hyderabad State by sending abroad 
students for town planning education and training has been indicated in Section 
2 of tho report and in Appendix XIX (on Town Planning & Indian States). 
Tho Government of India have a scheme under consideration to send students 
for training to Europe and America as a part of Post-War Planning. Somo of 
these scholarships, commensurate with the importance of the subject, should 

6A 
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be earmarked for town planning. The Central Government should, as early 
as possible, call a conference of persons connected with the administration, 
science, practice and education of town planning, with the object of promoting 
the early establishment of town-planning courses in Universities and Archi¬ 
tectural Schools and of creating a body, analogous to the Road Congress, to 
watch the interests of the Science of town planning in all its aspects. 

4. LEGISLATION. 

30. The first reaction of several administrators, officers and public men 
to the suggestion that more energetic efforts are needed - for slum clearance is 
that the existing legislative powers are inadequate and that in the existing 
conditions slum clearance and rehousing are beyond the financial capacity of 
local self-government administrations and of town planning and town improve¬ 
ment agencies. 

31. All town-planning, town improvement and improvement trust legis¬ 
lation in India enacted after 1919 provides for :— 

(a) the determination of the amount of compensation to be awarded 
for the land acquired on the basis of the market value on the date of publioar- 
tion of the notification for acquisition under Sec. 6 of the Land Acquisition 
Act, 1894 ; 

(b) the market value of the land to be the market value according to 
the use to which the land was put at the date with reference to which the 
market value is to be determined ; 

(c) powers to disregard increased value of land and buildings if it is 
specially high by reason of the use thereof in a manner wliioft could be res¬ 
trained by any court, or is contrary to law or public policy or is detrimental 
to the health of the inmates of the building or to the public health (Madras 
Town Planning Act, 1920) ; 

(d) ampler powers by adding a separate schedule to the different aots, 
giving powers for further modifications in the Land Acquisition Act, 1894, 
which among others provide for privileges mentioned in (a), ( b) and (c) 
above, and 

(e) the recovery of betterment contribution from owners of properties 
improved by a trust scheme, 

32. It is not possible to accept the suggestion that these powers are not 
ample, at any rate, to make a beginning. On tho other hand, it is suggested 
by some of those who have carefully studied the Acts that these powers are 
far in advance of similar powers in English legislation at present. It is not 
within the scope of this report to examine in detail, the merits of the two 
extreme views ; the truth lies nearer the latter than the former. In tho Punjab 
and in the Hyderabad State where full use is made of the existing powers, 
there is no complaint about the lack of powers. The Punjab claims that the 
existing legislation “ gives reasonably wide planning powers ”. Tbe Hydera¬ 
bad State planning authorities are satisfied that they have “ practically all the 
powers neoded for regional, town and village planning The actual working 
of tho existing powers is, therefore, of greater importance for the purpose of 
this enquiry. 

33. In the course of the enquiry it was disclosed that many of tho officers 
responsible lor tho administration of tho trusts or for tendering advice as 
valuers were not oven aware of the nature of the existing powers. In no case 
were these powers being fully used, although they have existed for nearly a- 
quarter of a century in some provinces. 
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34. Although legislation enacted prior to 1919 did not contain these 
special powers, there is nothing to show that any attempts have been made, 
either by the Bengal Government to seok theso powers for the Calcutta Im¬ 
provement Trust (1911), or by the Bombay Government to revise the now 
completely out-of-date Town Planning Act of 1915. A complete case for a 
Supplementary Act for town planning was made for Calcutta, as early a3 1914 
by Mr. E. P, Richards, at the request of the Chairman and Trustees for the 
Improvement of Calcutta (Appendix XVII) but no action soom3 to have been 
taken to implement the recommendations made in the report. What can bo 
achieved even through the limited powers under the Bombay Act is, however, 
illustrated by the example of the Hubli Municipality (Appendix XIII). The 
municipal borough of Hubli, in the Bombay Presidency, was superseded by 
Government on the 5th January 1939 and it was handed over to a newly elected 
body on the 1st July 1944. The work done by the Executive Officer during 
the period of supersession of four and a half years (of which nearly four years 
are covered by tho War) can bo seen from the answers (Appendices VII & VIII) 
8 uppliod to the questionnaires I and II. 

35. It would thus appear that the trouble does not lie so much with the 
lack of powers as with the lack of the use of the existing powers, or lack of tha 
desire to change them even when change has been recommended. 

36. Housing legislation which mainly deals with subsidies for poor class 
housing is in a different category. No serious attempt has been made so far 
in India to deal with tho housing problem either through state, municipal, 
cooperative or private agoneios. The results of the cooperative housing move¬ 
ment in the provinces of Bombay and Madras have not been very encouraging. 
It is hoped that this question will no doubt receive simultaneous attention 
-and furthor town and village planning legislation will include also housing 
legislation on the linos of the English precedent. 

5. FINANCE. 

37. Slum clearance and housing of the poor (who are not capable of 
paying an economic rent for the minimum accommodation they require for 
themselves and their families), involve financial considerations. It has 
been stated by most administrators that finance is the crux of the question 
and that slum clearance and housing have been held up for want of adequate 
State aid. According to tho Chief Commissioner of Delhi, “ The Government 
of India have proceeded on tho principle that tho Delhi Improvement Trust 
Schemes, in the aggregate, must be financially self-supporting. ” Timely 
action in preventing the creation of slums would no doubt be more economi¬ 
cal in the long run. The loss in preventiblc deaths, in ill-health, suffering 
and consequent inefficiency cannot bo measured in terms of money as also 
that from fatigue and lack of leisure with its consequent effect on the cultural 
activities of the people. The losses in man-hours in unnecessary travel to and 
from work through traffic jams in large cities have now come to be assessed 
fairly' accurately. 

38. All tho above factors will have to bo taken into consideration before 
the Government decide to continue their policy to ask the slum clearing and 
housing authorities to make their schemes self-supporting. Towns with 
their slums art; man-made. The responsibility for creating and continuing 
them has to be shared by the Government, the industries and the public. 
If Local Self-Governments have failed, the Government’s share in that failure 
■due to errors of omission and commission cannot bo entirely disowned. 
Benefits of industry are shared by the Government through taxation. It is an 
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admitted fact that most of the slums are a direct result of unplanned and 
uncontrolled industrial development. The unsuspecting and ignorant vil¬ 
lager is drawn to the towns by the lure of employment and thus adds to 
the slum population. 

39. Hospitals, T.B. sanitoria and preventive measures against smallpox, 
plague and other infectious diseases are not expected to be financially self- 
supporting. High personages connected with Government administration 
make frequent appeals for funds, and in fact secure them, for what are 
considered as deserving causes. These appeals, and philanthropists who 
readily rospond to them, aro rightly blessed by the community. But the 
root cause of all the disease and squalor, the Blums, is allowed to multiply 
without Government accepting adequate responsibility for financing remedial 
and preventive measures. 

40. All the benefits that free and compulsory education can bring to 
the child that is born and bred and later lives and dies in the slums would 
be of doubtful value. The effects of environs on the mind of the growing 
child are too well known to need emphasis. Any amount of education, 
however well-planned and costly, during the years six and fourteen, cannot 
compensate for the permanent harm done by environs. These tend to keep 
the individual “ as mean as the street he lives in ”. This will have to be 
considered by the Government in apportioning the available finance between 
alum clearance and housing on the one baud and other nation building ac¬ 
tivities on tho other. The responsibility for financing slum clearance and 
housing has been recognised by English legislation and accepted in practice. 
Beyond the rent-paying capacity of the worker, the financial responsibility 
for housing is apportioned between municipal taxation and Government 
subsidy. After thoir taxable capacity has been ascertained, Indian munici¬ 
palities should be made to bear their full share in slum clearance schemes. 
Having done this, the Government would have to make their own contribu¬ 
tion for making up the deficits. 

41. At present the general practice is to allow nazool receipts to be set 
aside for town improvements. Legislation in order to roduco financial burdens 
to the minimum is necessary, where it dotB not exist, on the linos suggested- 
in tho preceding section. “ But in addition to legislation, it is essential 
that there shall be a definite and progressive policy and, as a necessary 
corollary, funds to implement it ” as has rightly been pointed out in tho 
preface to tho Report on the Re-organization of Urban Administration in 
the Central Provinces (1943). 

6. ADMINISTRATION. 

42. Town planning is a social science in its purpose while its considera¬ 
tions of efficiency and costs are economic. In the matter of physical planning, 
both engineering and architectural problems oome in. The objective is- 
shaped and given the authority of the community and then administered 
through legislation and the governmental machinery which is broadly des¬ 
cribed eb administration. 

43. The efficient administration of such a complex phase of the community 
life of the people must necessarily be equally comlpex. 

44. Judging from the present conditions in the country, dealing with this 
particular aspect of administration as revealed in the provinces dealt with in 
the appendices, the Governments appeared to be satisfied to “ hold the riBg 
to enable a multitude of rival individuals to advance their own interests and 
thus, by a beneficent alchemy, to promote the interests of civilisation 
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Where results are to be obtained through the working of the Local Self-Gov¬ 
ernment institutions, Governments will have to recognise the ineffectiveness 
of the passive supervisory, or at best exhortatory, role which the parent de¬ 
partments are at present used to assume. This will have to give place to a 
bold policy of forecasting, coordination and following up. 

45. The Government of India, by setting up an elaborate machinery for 
post-war planning, have come to recognize that there is no peculiar “ demo¬ 
cratic ” virtue in incompetent administration. Town planning should receive 
the right “ priority " in the broadest sense. What is more, the public needs 
to bo educated in formulating opinion on these priorities. Administrative 
organisations and methods will have to be adjusted to ensure the fullest and moat 
rapid effect. 

46. Financial and accountancy considerations which dominate a 
present, and the belief that administration is merely a regulatory, policing 
and taxing mechanism, will have to give place to the conception of Government 
as the nation’s common instrument for ensuring the welfare' of the community. 

47. In the early stages of the development of town planning in England, 
the question as to which parent department should “ bring up tbe baby ” 
was settled by the traditional hit and mis3 method. First, the Ministry of 
Health and later the Ministry of Works were tried. But finally, a separate 
Ministry for Town and Country Planning has been established. It is not 
necessary that we, in India, need repeat the experiment. We might as well 
study the results of the experiment and avoid the now discarded intermediate 
steps by creating separate Ministri* s in the Provinces and establishing a 
corresponding organization at the Centre to provide the necessary coordination, 
export advice and stimulus. 

48. Issues and problems should be solved in proportion to their national 
importance •, when there is lack of coordination, they are solved rather in 
proportion to the strength of inividual departments. The only method of 
securing action on a neglected subject, in the present conditions, is to create a 
new Ministry. Failing this, the neglect is bound to continue notwithstanding 
the best intentions. 

49. If the Government of India take effective measures without at7 
delay, both in respect of the short term and long term recommendations 
made in this report, it should be possible to synchronise the adjustment 
of the right relationship between the people, their work and their place with 
the raising of the standard of living through the National planning on a com¬ 
prehensive scale. 

50. The permanent civil servant cannot be blamed foT the consequenoee 
where the advice tendered by him is not accept* d by tbe Minister. But he 
will have to bear a fair share of the responsibility if his opinions and the 
technique for obtaining the information and for shaping and representing 
the policy prove ill-advise d too often. It is here that he should share his 
responsibility with properly trained technical advisers. Given the 
knowledge and the will to do it, he is in a position to adopt, and alter where 
necessary, the techniques which the individual Minister is notin a position 
to do. 

7. VILLAGE PLANNING. 

51. The problem of the unearned increment accruing to tbe owner of 
the land near towns and industrial areas owing to urban development vitally 
affects village and country planning. Freedom to use such laud for any 
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purpose without control of any kind either by the State or the local authorities 
further tends to promote usage of vacant land in a manner detrimental 
to tho community. 

52. A reference has boon made to tho Barlow Report on the distribution 
of the industrial population in the next section. Two other reports published 
in England of equal importance are the reports of the expert committee on 
Compensation and Betterment under the Chairmanship of Justice Uthwatt 
and the other of the committee on Land Utilisation in Rural Areas under the 
chairmanship of Lord Scott. Brief notes on these reports are at Appendices 
XXI and XXII. 

63. The object of village planning can best be described in the terms 
that were referred to the Scott Committee for report. They are :— 

“ To consider tho conditions which should govern building and other 
constructional development in country areas consistent with the maintenance 
of agriculture, and in particular the factors affecting the location of indus¬ 
try, having regard to economic operation, part time and seasonal employment, 
the well-being of rural communities and the preservation of rural amenities. ” 

54. Lord Scott and his committee rightly understood tho direction to 
mean that the conditions to be imposod on constructional development in 
the countryside must be such as will bo consistent with the maintenance of 
a ‘prosperous and progressive agriculture, arid that pre-war provalence of 
malnutritional diseases must never again be allowed to recur. 

55. In tho course of the enquiry, the Scott Committee became convinced 

that there is an innate love of nature deeply implanted in the heart of man 
and that the “ drift from the land ” has been occasioned in large measure by 
economic inequalities between town and country rather than by any deep love 
el supposed urban joys. They agree with the, views stated by ‘Mr. G. M. 
Trevelyan : “ Today most of us are banished to the cities not without 

deleterious effects on imagination, inspiration and creative power. But 
some still live in tho country, and some still come out on holidays to tho 
country to drink in with the zest of a thirsty man the delights of natural 
beauty and return to the town re-invigorated in soul. ” In this natural 
desire to seek escape from the town back to nature and to the villages, 
preservation of tho existing natural amenities of the countryside plays a 
very important part. It is quite distinct from the provision of amonities 
like a pure water supply, drainage, medical aid, markets and communications. 

56. The technique of planning for villages is not different from that 
for towns. It has, however, to bo modified according to the needs, charac¬ 
teristics, customs and standards of living. It is in this sphere that the 
knowledge of local conditions, customs and habits plays a very important part. 

57. The location of tho market place in relation to the village, of the 
manure pits, tho cattle shed and grain-store in relation to the home are 
somo of the problems that need special study and tactful handling. The 
principlo of “ neighbourhood units ” adopted in the town can be worked into 
a village setting plan to enable one unit to serve several villages. 

58. The house plan has to be adopted to the customs of the poepleand 
to the needs of tho cottage industry existing in or suited to the community. 
Weavers, goldsmiths, ironsmiths, carpenters, washermen and petty shopkeepers 
have all their special needs ; a weaver needs large,room or a covered verandah 
for liis loom while an ironsmith or silversmith requires a well ventilated work 
room. 



59. Town and village planning thus complement and are complemented 
by each, other. 

80. At present even less attention is being paid in the country to village 
planning than to town planning. The Government of India circulars to the 
Provinces and States in 1912 dealt only with town planning. Added emphasis 
on village planning is of a comparati vely recent origin even in the Western 
countries which have advanced considerably in town planning. In England 
the necessary attention is being paid to this aspect only after the commence¬ 
ment of the present war. 

61. Road planning and large scale electrification and irrigation projects 
would certainly help rural areas, but if planning principles are not simultaneous¬ 
ly applied to the villages as well as to tho towns at tins juncture, thero is a dan¬ 
ger of more ultimate harm than good being done to the rural population. Multi¬ 
plication of roads without adequate legislative provision against Ribbon 
development would prove disastrous. Even Ribbon development legislation 
might fail to produco the necessary results due to unsatisfactory dual control 
(vide. para. 67 of the next section). 

62. Colonisation schemes for the returned soldiers and for the educated 
unemployed are being planned and executed in the Hyderabad State. These 
and similar schemes for special groups could well form a marked feature of 
our future village planning. 

63. Hydro-electric, irrigation and water supply schemes create problems 
of a different kind. Impounding reservoirs submerge existing villages and 
new areas brought under irrigation require new village sites. Temporary 
sites occupied by labour brought for the construction of dams, head works, 
and canals show a tendency to become permanent. 

64. Tho Revenue Departments, Public Works Departments or tho 
parent departments responsible for tho major schemes have not so far paid 
much attention for planning for the raral areas and populations affected 
by their schemes. This kind of planning needs more goodwill, professional 
advice and coordination than money. 

8. THE LOCATION OF INDUSTRY. 

65. The Office of the Economic Adviser to the Government of India has 
recently prepared a Memorandum on “ The Location of Industry in India 
This Memorandum has two apjtendices ; one is a summary of the majority 
report of the Royal Commission on the Distribution of t he Industrial Popu¬ 
lation of Great Britain, and the other is a summary of the report prepared 
by the P. E. P. (Political and Economic Planning) on the same subject. 
The two appendices are relevant to this enquiry. Similar summaries of the 
two reports could have been produced in this report as appendices, but to 
avoid repetition, a reference to tho Memorandum and appendices is invited. 

66. There is, however, one important feature of the Royal Commission 
Report which needs emphasis. The Memorandum refers only to the majority 
report of the Royal Commission and not to the minority report. The minority 
report is signed by three Commissioners—Prof. Patrick Abercrombie, Mr. 
Herbert H. Elvin and Mrs. Harmoine Hichens. Prof. Abercrombie has, in 
addition, added a Dissentient Memorandum on “ Planning in relation to the 
Location of Industry ”. While the Royal Commission unanimously accepted 
certain conclusions on the completion of the enquiry the recommendations 
in the majority report, in the opinion of Prof, Patrick Abercrombie and his 
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°ther two colleagues, do not go far enough. Town planners would probably 
agree with Prof. Abercrombie for reasons given by him in hi3 Dissentient 
Memorandum. 

67. Tho P. E. P. Deport deals more fully with the relationship between 
the location of Industry and Town and Country Planning and this has a vital 
bearing on this enquiry. The Report had suggested the establishment Of an 
Industrial Development Commission and in this connection it says :— 

“ It has been pointed out already that the proposed Industrial Develop¬ 
ment Commission would not override in any way the zoning provisions and 
town and country planning schemes. Tho relationship between town and 
country planning and the control of Industrial location must, however, 
be rather more fully discussed, as considerable confusion exists over it, 
Parliament itself recently, through the Restriction of Ribbon Develop¬ 
ment Act, 1935, created serious fresh difficulties (wherever major roads 
are concerned) by requiring two different sets of authorities, working under 
different Acts and different Ministries, to deal with the same development 
proposals from much the same standpoint, but with different methods. 
It is clearly desirable both that this particular duplication should be correc¬ 
ted and that any fresh machinery brought into existence should provide 
for the smoothest possible cooperation and the clearest possible division 
of field between town and country planning and related activities. 

“ The basis for separating the functions is cleaT enough. Town and 
Country Planning is essentially control of the use of the land. In any 
particular area it has to reconcile the claims ol industrial, residential, 
and other uses in such a way as to secure the best pattern of development, 
taking into account both economy and amenities. It is vital to town and 
country planning that new industry of any type should not be permitted 
in the middle of a residential zone, but it is usually irrelavent to tbe town 
planner whether a proposed new industrial building is to be used for re¬ 
pairing motor cars or for manufacturing cigarettes. On the other hand, it 
is of no importance for the national guidance of location of industry whether 
a new factory at Coventry is in the middle of the town or on the east side or 
on the west; the main consideration from this angle is what the factory is 
going to make, and whether it ought to be in the Coventry area at all, 

“ There is no reason therefore to fear that the jurisdiction of an Industrial 
Development Commission would either duplicate or overlap with town and 
country planning, the Commission would Bimply fill what town planners 
have long recognised as an embarrassing gap, and the existence of such a 
body with a clear, long-range policy and mechanism for the guidance of in¬ 
dustrial development nationally and regionally would be of great assistance 
to them, even in existing conditions ” (pages 257 and 258 of the P. E. P. 
Report on the Location of Industry in Great Britain, March 1939). 

G8. The Government of India should no doubt take steps for controlling 
and directing the location of industries. Elaborate planning through the 
Planning and Development Department is already proceeding. At the 
same time action to promote Town and Village Planning with special reference 
to zoning provisions and to ensure coordination between the economic and 
physical aspects of the location of industry on the lines suggested by the 
P. E. P, in the preceding paragraph is equally urgent and important. 



91 


9. HOUSING. 

69. Housing today is a study of human relationship in a balanced 
community. Reconditioning of houses also means reconditioning in every 
way the lives of their inhabitants. Sociologically, its greatest value is to 
be noticed in those areas which have not yet quite lost the halo of respectability 
but which, without outside help, are bound to lose it in the course of a few 
years. Its scope is certainly not restricted to the provision of a few colonies 
meant for the middle class population outside the towns like Bombay, Madras 
and Ahmedabad. 


70. The present war has affected housing in many ways as it did during 
the last one. For the duration of the war, construction, except for war 
requirements, is restricted and controlled. The housing statistics in 1918 
showed that, in that year, the total value of houses approved for construction 
by English local authorities was only 4% of that of 1913. In European 
countries there was similar fall in construction for residential purposes. In 
thirty five German towns, the number of new constructions fell during the 
period, from 45,000 to 1,172 ; in Vienna from 13,000 to 36. Towards the end 
of the last war, the housing industry in belligerent countries came almost to 
a standstill. 

71. Indian housing has probably been so far affected in the present 
war as European housing was during the last war. Further deterioration 
in the situation is almost certain. Experience of the last war showed that the 
conditions further deteriorated after the armistice. The crisis was actually 
reached, in Europe, sometime between 1922 and 1923. 

72. The return of the soldier with a new outlook on life, the reluctance of 
the agricultural worker to return to his pre-war job and the rapid changes 
in the joint family system which might necessitate millions of new households 
without any increase in the population are some of the problems that materially 
affect the supply of residential accommodation. 

73. Rapid industrialisation after the war would be an additional strain 
at a time when, as the experience of the last war showed, the pressure on the 
housing accommodation would be at its worst. 


74. No attempt is made in this report to describe the existing housing 
conditions inthe rural, the urban and industrial areas. More detailed surveys 
are being made by the Health Survey and Development Committee through 
their special sub-committees and by the Labour Investigation Committee 
appointed by the Labour Department of the Government of India. 


75. The Whitley Commission have described the conditions of industrial 
housing, in 1930, in the following terms :— 

“ Neglect of sanitation is often evidenced by heaps of rotting garbage 
and pools of sewage, whilst the absence of latrines enhances the general 
pollution of air and soil. Houses, many without- plinths, windows and 
adequate ventilation, usually consist of a single small room, the only 
opening being a door way often too low to enter without stooping. n 
order to secure some privacy, old kerosene tins and gunny bags are used to 
form screens which further restrict the entrance of light and air. In^ciwe 

ings such as these, human beings are born, sleep and eat, live and die • (Ex- 
tract from chapter XV, pages 271-272, of the Whitley Commission Report). 
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76. Since 1930, the conditions appear to have steadily worsened. War 
work in industrial towns lias no doubt contributed considerably to this 
worsening process. It is feared that it would worsen further, if judged by 
the experience of the last war. 

77. The Whitley Commission held the view that the important causes 
contributing to the unsatisfactory situation were the lack of coordination 
between the employers, the local authorities and the Government, and the 
apparent doubt as to where the responsibility for the situation should lie. 
These causes still exist. 

78. Stricter enforcement of municipal regulations would no doubt consi¬ 
derably improve environmental conditions. But these measures alone cannot 
reduce overcrowding, which is no less a health problem than lack of water 
supply and drainage. 

79. There is no housing legislation in India. The English practice is 
to combine housing legislation with Town and Country Planning Legislation 
and it should be tried in India. Unless housing legislation with the provision 
for adequate State-aid is introduced in the Provinces and Indian States, no 
material improvement in the housing conditions can be expected. 

80. State aid according to the English practice has been in the proportion 
of twice the financial aid the local bodies are asked to make to subsidise poor 
class housing. Help through tax exemptions is more common on the continent, 
of Europe and in the U.S.A. In Belgium, for instance, all buildings built since 
1928, the rateable value of which did not exceed a certain figure, are exempt 
for ten years from land tax. In the U. S. A., a ten year tax exemption was 
calculated to amount to a relief to the extent of 1/3 of the cost of the building. 

81. The first effects of direct state subsidies in England were striking, 
but so became its later abuse. The relief did not normally reach the section 
of the community that needed it most. In the course of this enquiry also 
similar abuse was noticed in a case where State aided housing is being promoted. 
Aid, as given at present in England, generally takes the form of rent rebates 
to individual tenants, based on their capacity to pay and the area they occupy. 

82.7Cheap credit facilities and guarantees can alone enable local bodies 
to undertake housing responsibilities on a large scale. Cooperative Buildings 
Societies have failed to show satisfactory results in the Bombay Presidency. 
State-aided housing has also been tried in the Bombay but only on a very 
small scale, in the suburbs of Bombay. 

83. The Government should follow a bold policy, and encourage Building 
Societies, promoting home-ownership and individual thrift, to be formed and 
registered. These provide a safe and easy way of saving, and an advantageous 
way of borrowing, for the economic classes able to meet their housing obli¬ 
gations. Insurance Companies would then interest themselves in helping 
the building societies in covering certain risks on the liveB of the borrowing 
members. 

84. Charitable Building Trusts for the benefits of the less fortunate 
members of the community are common amongst Parsees, Jains and Khojas 
in Bombay. These correspond to the Housing Societies in England. The 
Government and the local authorities should encourage such Trusts in every 
possible manner. Enquiries show that these trusts have so far received no 
help, let alone encouragement. 
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85. The housing of the villager in hi* village, as also in the town where 
he migrates as an industrial labourer, presents a special problem. 

86. This type of labour is only casual to the town while it has its deep 
roots in the village. The habits o£ this type of worker should be made more 
hygienic but there is no reason why,he should be denied the “ atmosphere ” 
of his native village even when he. is working for industry. He is more “ at 
home ” in a bustee than in a chawl. He loves bis front and back courtyard 
and would like to own his milch cattle if conditions permit. In effect he tries 
to reproduce his village conditions if he is given the opportunity. He can 
build his own hut with the kind of material which he has handled in the village. 
He yearns for his village chowpal (meeting place) and fondly remembers th« 
pleasant nights he spent in bhajan, kirtan or folksongs with his village com¬ 
panions. He tries hard to remain unsophisticated, wedded to his rural culture. 

87. Land is plentiful in India. With proper distribution of industry 
and control on land usage, it should be possible to keep down land values. 
If properly planned, India may never need to develop vertically for her 
residential requirements needed for the villager migrating to the town. 
It is cheaper to the state and to the local bodies to provide for the housing 
of this kind of worker. Attempts have been made on these lines in Jamshed¬ 
pur, Madras and Nagpur with varying degrees of success. The experience of 
the working of over a quarter of a century is available and should be useful 
if carefully analysed. 

88. The land intended for these “ urban villages ” should be levelled, 
laid with roads and drained. Water supply through public hydrants and 
sanitary conveniences are to be provided only at certain points. Community 
oentres, shops, schools and other public buildings are to be the only permanent 
buildings in these areas. For the rest, the vacant land should be divided into 
plots of suitable and varying sizes and leased out to the workers on well- 
considered terms. Conditions of transfer should ensure that, the lease rights 
are not acquired by the local ‘ bania’ in settlement of a debt. Standard 
plans of buildings should be supplied. Building material should be made 
available at the site through municipal or Government agency. The bulk 
of construction can then be left to the worker, but if he needs help, it can be 
supplied, like the material, at cost. If the worker so desires, the entire 
construction can be undertaken on his behalf, the payments being made by 
the worker in easy instalments. In suclt a scheme, the. urge to own one’s own 
house would be strong. If the worker is a temporary resident and only waDts 
accommodation on a rental, it should be possible to provide it for him in munici¬ 
pal or state-owned buildings on some of the sites. 

89. These buildings would be only of a semi-permanent nature, made 
from locally available material. Consequemtly they would be comparatively 
cheap. More than cheapness, they would have an important advantage which 
a permanent building does not possess. With the steep rise in the standard 
of living, which is the main object of our National planning, the popular ideas 
about housing requirements would change rapidly. The next generation 
would probably not care to live in the houses which the present one considers 
suitable and convenient. A semi-permanent building can more easily be 
discarded in such circumstances than a permanent one. May be, the next 
generation would like to have, and could afford, a water connection and a 
water-closet inside the house and the municipality can, by then, extend it# 
aervioes to meet the demand which it cannot possibly do at present. 
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90. Starting with the urban village, these methods can be extended 
bv the District authorities to the rural areas, where the initiative can be left 
in an increasing measure to the villager who has more abiding interest in 

his home. 

10. WAR-TIME BUILDINGS. 

91. Hundreds of crores of rupees must have been spent on buildings 
constructed for War needs. Some of them would probably be required 
for the future peace time needs of the Defence Department; according to the 
normal practice, those not required would be sold by public auction after 
the war. This matter would affect town planniug in several ways. 

92. Many of the buildings in urban areas have been located on sites which 
formed the lungs of the areas or were intended for some other permanent use. 
The pace at which these buildings were planned and constructed left no time 
for well-thought-out plans and substantial construction. Also for want of 
the required building materials like steel and cement, buildings of semi¬ 
permanent type had to be erected and unseasoned local timber had to be 
substituted for the usual seasoned Burmah teak. 

93. With all these disadvantages, it should be possible to save to the 
country crores of rupees, if the problem of disposing of the wartime buildings 
is systematically solved. 

94. It has been suggested that a large number of these buildings have been 
constructed on behalf of His Majesty’s Government who might insist upon 
the structures, when not required, being sold by auction to ensure the best 
scrap value in the open market. If so, it is for the Government of India to 
examine the possible disadvantages of such a policy and convey to His 
Majesty’s Government their considered views. 

95. In urban areas, where this type of construction has been on the largest 
scale, land values have risen considerably. Inflation and the tendency on the 
part of the investing public to go in for land, at a time when the Japanese 
danger on our eastern boundary was considered real, have both further 
tended to raise values of vacant land to absurdly high levels. Those who 
have bought lands at such high prices have not been able to derive any benefit 
out of the present demand for housing due to non-availability of building 
material or State control on what little is available. Their only hope therefore 
lies in waiting for the material to become cheap so that it may compensate 
for the high cost of the land and thus level up the total investment on the 
completed building. 

96. After the War, it is not likely that prices of new building material 
will reach prewar levels, at any rate, for some considerable time. The only 
alternative for the speculative builders, therefore will lie in the second-hand 
material likely to be released from semi-permanent war structures. There is 
thus a real danger of a scramble for indiscriminate jerry building with the help 
of such material in the urban areas. This may lead to the creation of more 
slums unless the Government takes suitable precautions to prevent it. 

97. Municipalities, Improvement Trusts and Government departments 
can, however, make use of the material available from the war structures 
for their poor class housing schemes. Such schemes, if properly planned and 
located, would ensure to the State the financial benefit which would other¬ 
wise go to the land speculator to the detriment of architectural propriety and 
biiilding standards. 
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98. The scope for utilization of war structures in rural areas is much 
larger. Some of the areas laid, vfith. roads, services and electricity can well 
form the nucleii for locating new or dispersed industries. These serviced 
localities can also be used tor sitting satellite towns, market places or villages 
depending on their size and situation. The material from dismantled build¬ 
ings can be utilized by district municipalities or authorities on the same lines 
as those suggested for the urban areas. Longer use could be made of suitable 
buildings as they stand or with the necessary alterations because in rural 
areas there would not be the same urgency or need for clearing the sites as 
might be the case in congested towns. 

99. The problem, though vast, is so important that it should be handled 
satisfactorily on the lines indicated above by a special technical section of 
the department for handling the work of the disposal of War contracts and 
War materials. 

11. A SUMMARY OF RECOMMENDATIONS. 

100. A summary of the recommendations made in the body of the report 
has been arranged in this section in two categories, one short term and the 
other long term. The first paragraphs (A) under each heading deals with 
the recommendations that can be given immediate effect, while those in the 
second (B) indicate the lines on which the long term policy of the Government 
should be based. 

EDUCATION. 

101 (A), (as) A small conference of persons of officials and non-officials 
connected with the administration, technique, practice, education of town 
planning and Local Self-Government should be convened by the Government 
of India. The conference should be asked to report on : 

( i ) the introduction of town planning courses in the existing Archi¬ 
tectural schools and Engineering colleges ; 

(ii) the scope and length of the courses ; 

(Hi) the method of practical training ; 

(iv) the centre or centres where such courses can be immediately 
introduced, having regard to the existing standard of technical knowledge, 
experience, and other facilities available to train stndents ; 

(v) the best means of obtaining and making available in the country 
technical advice for immediate and short term requirements ; 

(vi) such other matters as the Government of India may desire to 
refer. 

(b) A body, analogous to the Road Congress, should be constituted to 
promote the science, technique, education and research in town planning. 

(c) Institutions like the Gokhale School of Economics in Poona, which 
are carrying on civic surveys, should be encouraged financially and students 
should be sent to such institutions for training. 

(d) Scholarships for studying town planning outside India, and “ Guest" 
professorships should be instituted. 

102 (B). (a) General education in all its stages, from the primary to tha 
college stage should be given a civic bias. 
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(6) Creation of a strong civic sense in the public should form an important 
feature of the policy of the Government, municipalities, technical institutions, 
and scientific bodies, through publicity, exhibitions and museums. 

(c) Chairs for sociology should be established in the Universities. 

(d) Where such chairs exist, students should be encouraged to take up 
civic surveys, likely to be helpful to town planning, for their post graduate 
work and thesis. 

(e) Designs for important layouts and public buildings in the 
country should be obtained by open competitions, the selection being left 
to a panel of judges drawn from all parts of India. 

LEGISLATION. 

103 (A), (a) Full use should be made of existing legislation, while ita 
defects, if any, must be carefully examined with the help of technical ad¬ 
visers. 

(b) Obsolete Legislative Acts should be revised and brought up-to-date. 

(c) Town planning, town improvement, and prevention of ribbon 
development legislation should be enacted where it does not exist. 

{d) In drafting legislation, advice of town planners should be made 
available to the administrators and legislators. 

(e) Improvement Trusts should be established where necessary, in area® 
which arc allowed by the municipalities to deteriorate. But the creation 
of trusts must be preceded by comprehensive surveys, definite programmes 
and the fixation of suitable town planning and bousing standards. 

(/) Until a sufficient number of town planners of a suitable type to advise 
the individual provinces on important matters of legislation are available 
in the country, the Central Government should make available technical 
advice for those provinces and StateB that ask for it. 

104 (B). (a) Housing legislation should be considered au immediate 
poBt-war problem of high priority. 

(b) An expert committee of the Legislative Department of the Govern¬ 
ment of India should examine the provisions of the Land Acquisition Act of 
1594 in the light of the present town planning needs ; and amendments to the 
Act should be suitably made, instead of a multiplicity of piecemeal amend¬ 
ments to the town planning and town improvement Acts of the provinces 
concerned. 

FINANCE. 

105 (A). Slum clearance schemes cannot be expected to be financially 
self-supporting. The financial rcsponsiblit.y for these projects should be 
shared between the Government, the municipalities and the industries that 
benefit by tho large congregation of populations in towns, on an equitable 
basis. 

106 (B). Housing finance, like housing legislation, is an immediate 
post-war problem of high priority. 

ADMINISTRATION. 

107 (A), (a) At tho Centro, a Town Planning Officer with a suitable 
designation and status, should be appointed to ensure the co-ordination 
botween departments, to tender advice and to provide stimulus. 

(Jj) Departments for Town and Village Planning should be created’ 
in the Provinces undor a Minister. 
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(e) In the Provinces, the Ministers and the Administrators should be 
advised by a Provincial Town Planner who should have the status of a Chief 
Engineer of the Public Works Department. 

( d ) The Government control and direction of the Local Self-Government 
machinery should be more effective. 

( e ) There should be no hesitation, on purely civic grounds, in either mending 
or ending municipal inefficiency 5 obstruction and other objectionable features. 

(/) In superseded municipalities, local officers should be directed to make 
out definite programmes to be carried out within specified periods. 

(</) Model building bye-laws for local bodies should be drafted and circulat¬ 
ed. Local bodies should bo required to adopt and enforce them, 

(h) Inter-departmental co-operation and co-ordination, either through 
a liaison Officer or any other machinery, is essential for the success of town 
planning schemes. 

108 (B). (a) Corporation, Municipal and District Board legislation 
should be examined and revised where necessary to bring it in line with re¬ 
cognized and up-to-date town planning principles and practice. 

(6) It should be made obligatory on municipalities notified by" Govt* 
to have executive officers with statutory powers. 

VILLAGE PLANNING. 

109(A). (a) Problems of “ unearned increments ” in land values, and! 
“ marginal ” development should be effectively controlled by stricter measures 
of preventive and directive planning. 

( b ) Co-ordination between Town Planning, Revenue, Agriculture and 
Industries Departments is vital. Tin's co-ordination can best be effected 
through the Town Planning Department for the purpose of siting of new 
industries or the dispersal of existing ones. 

(c) Ribbon development should be strictly controlled by one singl® 
authority. 

(d) Inequalities between rural and urban amenities should be minimised' 

(e) Existing rural amenities should be preserved. 

(/) The layout of market places in relation to a group of smaller villages, 
as “ neighbourhood units ”, new sites for villages submerged by hydro¬ 
electric projects or for new communities, and colonising virgin countryside 
brought under cultivation by irrigation projects have to be planned well- 
ahead. 

110(B). (a) Provinces should, through their experienced revenue officials 
or export committees, examine the powers necessary to regulate the conversion 
of agricultural into building land in, or in the vicinity of, large towns. Land 
Revenue Acts will have to be revised substantially to co-ordinate the land- 
re venue policy, village planning and the location of industry. 

LOCATION OF INDUSTRY. 

111. Location of industry is governed by economic, social and strategic 
considerations. The town planner is best suited to advise on the sociologi¬ 
cal aspects of this important problem. His services should be freely utilised 
in deciding the broad policy, on a national and regional basis ; while the siting 
of individual industrial areas and factories should be the responsibility n| 
the Town Planning Department. 

H1342HSDO 7 



.93 


HOUSING, 

112(A). (a) The recommendations contained in the Holland and Whitley 
Oommission reports, as far as they refer to steps that can bo implemented 
in a short term policy, should be given immediate effect. 

(b) Cooperative and building societies and philanthropic building 
trusts should be encouraged by the Government and local bodies. 

(c) Credit facilities should be given to cooperative societies on a liberal 
scale. 

(d) ‘ Company ’ towns, like Jamshedpur and Batanagar, should be 
encouraged. 

(e) Vertical development for housing should be avoided as far as possible. 

(/) The best that is in village culture should be preserved even while 

providing for the housing of the villager employed in industry, as suggested 
in paragraph 86 of the report. 

(g) Cheaper type of housing, both in the urban and rural areas, should 
be encouraged on the lines suggested in paragraphs 88 and 108 in the report. 

113(B). (a) The recommendations contained in the Holland and 
Whitley Commission reports on housing and allied matters should be fully 
implemented. 

(6) Recommendation made in this report under Legislation and Finance 
(paragraphs 104 (B) (a) and 106 (B) ] may he seen. 

WAR-TIME BUILDINGS. 

114. A special technical section, under the Department, for the Disposal 
of War Contracts and War Materials, should be creatod to deal with thia 
quostion, on the lines suggested in the report (paragraph 99). 


Jamshedpdb: 
Dated 24-1-45. 


B. R. KAGAL. 
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APPENDIX 25. 

Functions of the GentraVand Provincial Water and Drainage Boards. 

(a) The Central Water and Drainage Board. 

The functions of the Board may broadly cover the following aspects of 
water and drainage problems 

1. To lay down general principles to be adopted in respect of;— 

(a) investigation and preparation of water and drainage schemes 
in the provinces, including the minimum techinical details to 
be gathered during such investigations; 

(h) the order of priority in the investigation and execution of such 
works; 

(c) the sources to be considered for water supplies; 

(d) types of distribution systems to be adopted; 

(e) nature and frequency of examinations for the control of quality 

of water supplied for public consumption, including the 
standards of quality to be maintained in water supplies of 
varying magnitude; 

(/) standards to be aimed at in the maintenance of water works 
urban and rural, as Tegards mechanical equipment and plant 
control; 

(g) the training and licensing of water operators; and 

(h) plant control laboratories, including their equipment and staff. 

2. To act as an information bureau for the supply of information regard¬ 
ing the latest developments in respect of water and drainage problems to 
provincial authorities and others interested in water and drainage problems. 

3. To advise on the conservation of water and its distribution on an 
iater-provincial basis. 

4. To advise on inter-provincial river pollution problems. 

5. To promote research into special problems such as the presence of 
fluorides in water and the treatment of industrial waste. 

6. To investigate sewage disposal and excreta disposal methods in 
so far as they affect the development of water supplies. 

7. To recommend to the Central Government the sanctioning of grants 
from Central funds for water and drainage works in the provinces. 



(b) The Provincial Water and Drainage Boards. 

The functions of a Provincial Board will be mainly those enumerated 
above for the Central Board in so far as they apply to the province concerned. 
While the former will be independent, of the Central Board, it is to be 
expected that the general principles laid down by the Central Board in 
regard to the development of water and drainage schemes will be followed 
in the provinces, as far as local circumstances permit, and that there will, 
in consequence, be a reasonable measure of co-ordination of provincial 
effort in these fields. 

The Provincial Boards will be responsible for the active promotion of 
a planned development of water and drainage projects in their respective 
areas. The Central Board will perform the same functions in the Centrally 
Administered Areas. 
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APPENDIX 26. 


A note regarding the action taken in the Province of Madras to improve 
the administration of local bodies. 

l'ho action taken in the Province of Madras to control the administration 
of local bodies in order to increase their efficiency may be considered under 
two heads, namely, (1) the period before the Public Health Act was enacted in 
1939 and (2) the subsequent period. For both periods the administrative and 
legislative measures taken towards the attainment of the .purpose in view will 
bo considered together in this note. 

Before the enactment of the Madras Public Health Act, 

During this period the legal measures taken relate to the three Local Self- 
government Acts, the Bladras City Municipal Act, the Madras District 
Municipalities Act and the Madras Local Boards Act, which regulate the 
administration of local bodies in municipalities and in non-municipal areas. 
These Acts wore passed in 1920 a short time before the Reforms brought into 
being by the Government of India Act of 1919, came into operation in 
1921. 

(a) Provincialisation of Health Officers. —During the official years 1921-22 
and 1922-23 the Provincial Government introduced a scheme of district health 
organisation for the rural areas in five districts and in the subsequent year 
■extended it practically all over the Province. A District Health Officer svith 
a Health (or Sanitary) Inspector under him fox each taluk was appointed to 
work under the President of the District Board and the whole expenditure was 
met from provincial revenues. At that time a few of the larger municipalities 
had Health officers who were appointed by the municipal councils concerned 
as members of their establishment . In 1924 the Municipal Health Officers 
were also provincialised by the Government of Madras. 

Under the Local Self-government Acts the right of appointing health 
officers had been vested in the local body concerned but the facf that Govern¬ 
ment bore the whole expenditure in respect of the district health organisation 
and threo-fourths of the cost for municipal health officers helped to prevent 
opposition for the time being from the local bodies to this assumption of power 
by Government. A few years later, however, one-municipal council decided to 
exercise its legal right to appoint its health officer although this decision 
entailed the forfeiture of the usual grant given by Government, To meet 
this situation the Provincial Government acquired in 1933 the statutory 
power to appoint health officers employed by municipal and non-municipal 
local authorities through suitable amendments to the respective 
sections in the Bladras District Blunicipalities Act and the Bladras Local 
Boards Act. 

(b) In exercise of the rule-making powers conferred on the Provincial 
Government by certain section of the two Self-government Acts, Cholera 
Prevention and Control Rules were made for municipal and non-municipal 
areas by the Government of Madras in 1932. Under these rules the re commen¬ 
dations of Health Officer for additional staff and equipment during the pro val¬ 
ence of the disease or in the event of a threatened outbreak of it must be met 
by the local authority, any difference of opinion between the two being referred 
to the Director of Public Health for final decision. 

(c) In regard to vaccination against smallpox all the three Acts provide that 
it shall be compulsory in rural and municipal areas “ in respect of such persons 
and to such extent as may be prescribed ”, Taking advantage of this power 
And accepting that ‘ vaccination ’ includes revaccination, the Provincial 
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Government made, through the statutory rules 'which it framed, 
revaccination compulsory for all people living in rural and municipal areas at 
intervals of 10 years. 

(d) Under the rule-making powers the Provincial Government prescribed 
from time to time the qualifications of the various classes of health staff 
that will be employed by local authorities. 

( e ) In order to improve the general administration of municipalities Govern¬ 
ment acquired power, in 1933, to appoint Commissioners by a suitable amend¬ 
ment of the District Municipalities Act. It was also provided that, when a 
Commissioner was appointed, he would replace the Chairman as the 
“ Executive authority ” of the municipality. 

It must not be supposed that the appointment of Commissioners has so 
curtailed the powers of municipalities as to constitute a threat to local self- 
government. The Commissioner has only very limited powers as regards the 
incurring of expenditure without the sanction of the Municipal Council, 
but control over the municipal staff and routine administration have been 
transferred to him. The Chairman continues to convene the meetings of the 
Municipal Council and to preside over them. He is by virtue of his office 
a member of every Committee of the Council. Lastly it is obligatory on the 
Provincial Government to transfer the Commissioner if the Council passes, 
at a special meeting convened for the purpose, a resolution asking for such 
removal by a two-thirds majority vote. 

It will be seen that, even beforo the Madras Public Health Act was 
passed the Provincial Government had taken action on fairly extensive lines 
to control local bodies in the fields of general and health administration. 

Before the Public Health Act of 1939 the Director of Public Health had 
no statutory power to advise local authorities in respect of health matters 
while the health officers serving under Municipal Councils and District Boards 
had only advisory functions. The Public Health Act changed this position. 
The relevant sections arc given in an appendix to this note. It will be seen 
from Section 6(1) that the powers of the Provincial Government for controlling 
local authorities are extensive and that Sub-section (2) of this Section enables 
the Government to transfer these powers to the Director of Public Health and 
the members of his staff. Under section 7 the Director of Public Health has 
the power to recommend for adoption by any local authority such measures 
as he may consider necessary for improving the public health administration 
in the local area or for safeguarding the public health therein and any differ¬ 
ence of opinion that may arise owing to financial or other reasons will be re¬ 
ferred to Government for final decision. Under section 13 the Director of 
Public Health has been given certain powers over the public health establish¬ 
ments maintained by local bodies. 

Under Section 14 the health officer can exercise supervision and control 
over all the other members of the public health establishment of local bodies, 
although appointments, transfers and punishment are subject to the approval 
of the executive authority, which is in the case of a municipality the Commis¬ 
sioner and of a District Board, the President of the Board. In either case 
final decision rests with the Provincial Government. 

Section 16 transfers the functions and the duties of the executive authority 
in respect of various provisions relating to health in a number of Acts to the 
health officer. Thus he is no longer merely an adviser. In matters such as 
prosecutions for the enforcement of law, he can act independently of the Pre¬ 
sident of the District Board who is likely te be subject to local pressure. 
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Rules regarding notifiable infectious diseases which have been / ramie! 
under the Madras Public Health Act and revised rules undor the Muuicip it 
and Local Boards Acts in respect of cholera have strengthened the hands of the 
health officer for taking prompt and energetic action. The existing adminis¬ 
trative and legal position has been succinctly stated by the Director of 
Public Health and his words are quoted below :— 

“ The Madras Public Health Act confers powers on Government to 
appoint special Health Officers in the areas affected by or threatened with 
epidemics ; the Director of Public Health also possesses powers in connection 
with prevention and control of epidemics ; in addition to giving general 
directions to local bodies on the above subject, be may assign to any local 
area the public health personnel from other areas, Health Officers have 
powers under the Public Health Act to appoint additional staffs, concentrate 
in an area members of the staff from other places in their jurisdiction, purchase 
medicines and equipment, carry out disinfection measures, etc. The last of 
these powers is conferred on Health Inspectors also. When the Collector of the 
District notifies an area to be affected by or threatened with an epidemic of 
any of the notified diseases, of which cholera is one, the Health Officer gets 
additional powers, viz., control of movements of population and goods, disin¬ 
fection, closure of markets, enforcement of iuoculations and vaccinations and 
other kindred measures. It may also bo stated in this connection that 
rules to supplement these measures have been framed in several instances by 
Government and these rules have the force of law.” 

An Extract from the Madras Public Health Act, 1939. 

Powers of the Government and of the Director of Public 

Health. 

6. Powers of the Government and of the, Director of Public Health and his 
staff. —(1) The Government shall have power to inspect, control and super¬ 
intend the operations of local authorities under this Act. 

(2) The Government may from time to time, define the powers to be 
exercised, and the duties to be performed, by the Director of Publio 
Health or any member of bis staff for the purposes of sub-section (1). 

(3) Nothing contained in sub-sections (1) and (2) shall be deemed to effect, 
« derogate from, any powers possessed by the Government or the District 
Collector under any other law for the time being in force. 

6-A. Power of Government to direct performance by district board of any 
function devolving on panchayats. —(1) The Government may, by notification 
direct that in respect of any function to be performed by a local authority 
mnder this Act and specified in the notification, the district board and not the 
panchayat shall be the local authority in all or any areas in the district whieh 
are comprised within the jurisdiction of a panchayat. 

(2) Where a direction is issued under sub-section (1) in respect of any 
function, the Government may, by general or special order — 

(a) determine, or provide for the determination of, the expense* 
incurred by the district board in performing such function in the area or 
areas comprised within the jurisdiction of any panchayat or panchayats, 
and 

(b) apportion, or provide for the apportionment of, such expenses 
between the district board and the panchayat or panchayats concerned. 
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7. Powers of the Director of Public Health to advise local authorities .— 
The Director of Public Health may, from time to time as occasion requires, 
recommend for adoption, by any local authority, such measures as may be 
necessary for improving the public health administration in the local area, 
or for safeguarding the public health there in ; 

Provided that u on account of financial or other reasons, any local autho¬ 
rity is unable to carry out such measures, or if there is any difference of opinion 
between the local authority and the Director, the matter shall be referred to 
the Government whose decision shall be final. 

Public Health Establishments of Local Authorities. 

8. Public Health staff in local areas. —(1) The public health establish¬ 
ment of every local authority (other than the Corporation of Madras) shall be 
on such scale as the Government may from time to time direct. 

(2) The authorities who may make appointments to the public health 
establishments referred to in sub-section (1), the conditions of service of the 
members of such establishments, and the duties of such members shall, 
notwithstanding anything contained in the Madras District Municipalities 
Act, 1920, or the Madras Local Boards Act, 1920 be governed by regulations 
not inconsistent with this Act, made, by tliu Government. Such regulations 
may lay down the extent to which the Director of Public Health shall have 
disciplinary control over the members of such public health establish¬ 
ments. ( Madras Act V of 1920. Madras Act XIV of 1920.) 

9. Appointment of the Health Officer. —(1) A local authority shall if 
so required by the Government include the post of a Health Officer in the 
establishment schedule. 

(2) Notwithstanding anything contained in the Madras District Muni¬ 
cipalities Act, 1920, or the Madras Local Boards Act, 1920, the Govern¬ 
ment— {Madras Act V of 1920. Madras Act XIV of 1920.) 

(a) shall appoint the Health Officers of all the local authorities (other 
than the Corporation of Madras) in respect whereof a direction is issued 
under sub-section (1), and 

(b) may recover from each such local authority, the whole or such 
proportion of the salary and allowances paid to the Health Officer, and 
such contribution towards his leave allowances, pension and provident fund 
as the Govern ment may, by general or special order, determine. 

10. Appoint ment of temporary Health Officers in emergencies. — (1) In 
the event of the prevalence or threatened outbreak of any infectious disease 
in any local area, or of any' unusual mortality therein, the Government may, 
by order, appoint temporarily for such period as may be specified therein, 
one or more Additional Health officers, for the. treatment of such infectious 
disease and preventing it from spreading, or for investigating the cause of 
and preventing, such mortality, as the case may be. 

(2) For the purpose of sub-section (1) the Government may, appoint 
any medical practitioner registered under the Madras Medical Registration 
Act, 1914, either on an honorary basis or on such salary or allowances or 
both, as the Government may fix. The salary and allowances shall be pay¬ 
able from the funds of the, local authority. [Madras Act IV of 1920.) 

11. Delegation of powers of Health Officer .—The Government may, by 
general or special order, authorise any officer of the Government or of a local 
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authority, to exorcise such of the powers of a Health Officer uuder this Act 
in such area, and subject to such restrictions, limitations and conditions and 
to such control and revision, as may be specified in such order. 

12. Appointment of persons to carry out the provisions of this Act .— 

(1) Notwithstanding anything contained in this Act 'or in any other Act 
or Acts governing the local authority or authorities concerned, the Govern¬ 
ment may, by general or special order, appoint any person or persons to carry 
out such provisions of this Act, and in such areas as may be specified in the 
order. 

(2) The expenses incurred by such person or persons in. doing so shall 
be met from the funds of the local authority or authorities concerned, either 
wholly or in part, and, where more than one local authority is'concerned, in 
such proportions, as may be determined by the Government. 

13. Powers of Director of Public Health over public health staff of local 
authorities. — (1) Subject to such rules as may be prescribed, including rules 
for consultation with the executive authorities concerned, the Director of 
Public Health shall have power :— 

(a) to transfer any member of the public health establishment of a 
local authority to the public health establishment of another local authority; 
and 

(b) in times of emergency, to assign one or more members of the public 
health establishment of one local authority for temporary duty in the 
area of another local authority. 

(2) Nothing contained in clause (a) of sub-section (1) shall apply to the 
Corporation of Madras. 

(3) In the case referred to in clauso (b) of sub-soction (1) the local authori¬ 
ty within whose jurisdiction the member or members of the public health 
establishment of another local authority are working, shall pay for tire period 
of such temporary duty, the salary and allowances of such member or members 
and such contribution towards tho.ir leave allowances, pension and provident 
fund as the Governeint may, by general or special order, determine. 

14. Health Officer’s control over public health staff. — (1) The Health 
Officer in charge of any local area shall exercise supervision and control over 
all other members of the public health establishment in such area. 

(2) («) Save as otherwise provided in this Chapter or in any rules or 
regulations made under it, all appointments, transfers and punishments of the 
members of the public health establishment under the supervision and control 
of the Health Officer shall be made by the Health Officer, subject to tho appro¬ 
val of the executive authority. 

(b) If for any reason the executive authority disagrees with the orders of 
the Health Officer under clause (a), tho executive authority shall refer the 
matter to the Government whose decision, shrill bo final. 

15. Ijocal authority to provide adequate facilities to the Health Officer .— 
Every local authority shall provide its Health Officer with such clerical 
assistance, office accommodation, furniture, equipment, stationery, and forms 
as may in the opinion of tho Director of Public Health be necessary for the 
proper conduct of the business of such Health Officer. 



106 


16. Authorisation of Health Officer to perform the functions of the 
executive authority m public health matters .—Notwithstanding anything 
contained in the Madras City Municipal Act, 1919, the Madras District 
Municipalities Act, 1920, the Madras Local Boards Act, 1920, the Madras 
Prevention of Adulteration Act, 1918, and the Places of Public Resort 
Act, 1888, the Health Officer of a local authority shall perform such of the 
functions, and discharge such of the duties, of its executive authority in 
regard to public health matters under any of the provisions applicable 
to such local authority contained in the Acts aforesaid, subject to such 
appeal and control as the Government may, by general or special order, 
determine. ( Madras Act IV of 1919. Madras Act V of 1920. Madras 
Aet XIV of 1920. Madras Act 111 of 1918. Madras Act II of 1888.) 
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APPENDIX 27 

MODERN HEALTH ADMINISTRATION Mi A MUNICIPAL CORPORATION 8K# 4 s CALCUTTA, BOMBAY, NIC. 


Otoef Executive Officer. 


Health Committee of Health Depart¬ 
ment in the Municipal Corporation. 


Chief Health SorTicc*. 


Engineering Deportment. 


Tfator. Sewage- Refua*. Marhete, etc. Roada. I4gt 


;hung, 


Hospitala and 
DiepoiwarieD. 


Health Education. Vital Statistics V General Admini* Medical ani Nursing Diagnotitii and Biological Pnblio Health levering Daptt, 
and Eoiilcmioloef."" tratioa. PtMtiue. Laboratory, Distribution ). Water and sou-age ooiitrol. 

F . of Ifiologicali. 2- Luduitrial ivijiowing— 

а. Control oI.Hp.iJi.il »*lety and oooupa- 
tioiul ha/.iili. 

б. Control of environmental health stand* 
ardsiiwluding light, ventilation, tent, 
anise, etc,. 

c. Control of offensive trade and of 
stream pollution. 

<J. Control of amcko nuisance, [irovuwiaJ. 
water and sewage. 

3. Supervision of housing. 
i. Control of inse As, cudenU, eto. 

5. Miscellaneous. 



School Health- 

(а) Medioal Serriees. 

(б) Vtevention of disease. 

(c) Eavironamtal Hygiene. 


LAiiirkl Sp«“ 

(a) Legislative- 
(i) Welfare of workers. 

(«) Occupational disease. 

[ b) Modical Services and pieventiei of 
occupational diMasa. 


irriees. Communicable Disease Auiiliary Pereoinet. 
control. 

1. Notification. 

2. Control. 

Pablw Health Numei. 
Sanitary Inipeotora. 


’hh«oal«i3. V«Mt*lDitMM*«twl. MiUria,eto. 


Kiutal Hygiene, eto. 
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APPENDIX a8. 

Memorandum on the training of “ The Basic Doctor ” and some problem# 
relating to medical education. 

PART I. 

I.—Educational Principles. 

The aim of medical education is to produce a body of medical men, 
capable of maximum service to the community. In most communities the 
doctor has been looked upon as an educated man whose opinion on problems 
other than those of medical interest carry a certain weight. The members 
of the medical profession, more than those of any other learned profession, 
come into contact with all types and grades of persons, from the most cul¬ 
tured to the unlettered and from those occupying the highest position m life 
to the commoner who with difficulty earns his daily wages. If he is to main¬ 
tain that position which he has held in the past, it is essential that the medical 
man should have a high standard of general education and a broad outlook, 
professionally and otherwise, beyond the limitations of an examination 
syllabus, however well planned that may be. 

The medical, course, whatever its duration, will not permit of a student 
being taught more than a certain amount. This is particularly true in the 
clinical years-during which it is impossible to attempt to provide tho student 
with anything like the knowledge which he will require in his future profession¬ 
al career. Organised post-graduate education is therefore essential.. Tne 
main emphasis in under-graduate teaching must be on the inculcation of 
principles and methods to enable the student (o learn for himself and think, 
observe and draw correct inferences. It. serves no useful purpose to impart 
to him a large number of facts most of which may become out of date. Pro¬ 
vided a student is taught correct methods, he will continue to learn for tho 
rest of his life, but if methods have been inadequately or incorrectly presented 
to him, his education is apt to cease on qualification. 

There is another fundamental consideration which has not in the past 
been given due prominence. From tho first, medical education must be 
carried out against a background of original investigation and research. 
Throughout his career the student must be made to realise that science and 
medicine are always progressing and that it is the duty of every medical man 
to try and make his contribution of original observations and new ideas. 

Undergraduate medical education has in the past been concerned perhaps 
too much with tho curative aspect of medicine. Preventive medicine must 
now come to the forefront and the duty of the medical profession should be 
largely to prevent rather than to cure disease. The promotion of health, the 
prevention of illness and the treatment of disease should all be dealt with in 
tho curriculum, but greater emphasis must be placed on the first of these 
than has been the case in the past. 

II.— Sub-Divisions or Medical Education. 

These may be classified under the following progres ive stages : 

(а) General education—at school or University. 

(б) Preliminary scientific education. 

(c) Pro-clinical scientific education. 

(*) Clinical education. 

(*) Medical Examinations. 

{/) Internship a* Hons* Surgt on or Physician, 
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(a) Sc (b) General Education and Preliminary Scientific Education. 

The standard of general education required at present for entrance to a 
college of medicine in Indian Universities is the Inter-science, an examination 
conducted either by Universities or in some provinces by special Boards. Tho 
Inter-science qualification, if taken in Physics, Chemistry and Natural science— 
the medical group—enables tho candidate to proceed immediately to the study 
of tho medical subjects of the curriculum. In a few Universities, candidates 
pass the Inter-scionco with at least Physics and Chemistry as optional subjects 
and then undergo further training in Physics, Chemistry and Natural science 
for a period ranging from 6 months to 9 months (or one academic yoar). 

It is a debatable question (a) whether the whole of the teaching of these 
fundamental sciences should be entrusted to Intermediate Colloges or (b) 
whether this instruction should also be given in Medical Colleges. 

There are certain considerations which arise in this connection. These 
are :— 

(1) Laboratory facilities at Intermediate Colleges in most Universi¬ 
ties vary widely and the equipment of very few approaches the standards 
maintained in Medical Colleges. 

(2) In many Universities a practical test is not held. 

(3) The teaching of the subjects for the medical course should have a 
definite medical trend. This is difficult to ensure in Intermediate Colleges 
whero future medical students are in a minority and tho teachers are not in 
direct touch with medical needs. In Medical Colleges, the whole teaching 
is, or should bo, directed to the medical students’ requirements. 

(4) The existence of thoso departments in a medical college and the close 
association of tho professors with tho pre-clinical and clinical professors are 
advantages from the point of view both of teaching and of research. 

Three alternatives would therefore seem possible : 

1. To allow students who pass the Inter-science in the medical group to 
join the medical course proper. 

2. To let Inter-science candidates take a special course in the Prelimi¬ 
nary sciences, ranging from 6 to 9 months, and then join the medical course 
proper. 

3. To let these subjects be taught with the necessary vocational bias 
together with tho pre-clinical sciences, i.e., (1) Applied Physics with Physio¬ 
logy (2) Biology with Anatomy and Physiology. (3) Organic and Physical 
Chemistry with Biochemistry. 

Good arguments for and against these alternatives may be advanced. 

Summary of Recommendations on Pre-medical Education, 

(a) That the goneral education to be required from medical students 
should be improved; 

(b) That it is desirable that two years should be spent after the matri¬ 
culation during which period the student should be taught the subjects of 
Physics, Chemistry (inorganic and organic) and Biology, besides English and 
the Elements of Statistics ; 

(c) That the training should be such as to bring out the vocational bias 
as it relates to medical scionco ; 

( d) That there should be an examination wjjich includes a practical test ; 
the course and the test should be planned by a joint Committee of the Facul¬ 
ties of Science and Medicine ; 
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( e ) That such training should be given by experienced senior teachers 
•who have had opportunities of studying the requirements of the medical 
■curriculum ; 

(/) That with this end in view, detailed syllabi should be prepared in the 
different subjects, and 

(q) If these requirements cannot, be complied with, the student should 
after passing the Inter-science, bo given a special course of instruction for a 
period of six months, at the end of which ho should be examined in these 
•subjects by a written and a practical test. 

(c) Pre-clinical Scientific Education. 

The subjects of study at this period are :— 

(1) Anatomy including Embryology. 

(2) Physiology including Experimental Physiology and Bio-chemistry. 

(3) Pharmacology. 

(4) Elementary courses in Psychology and some of the clinical laboratory 
■sciences. 

(5) General Pathology and Micro-Biology. 

These courses cover a period of two academic years (or six terms at 
present). 

There has been some criticism in regard to the training given to medical 
students in these subjects. The main points objected to are 

(1) Too much detail is taught and is expected from the student, so that 
he becomes lost in a forest of detail and does not achieve a sound knowledge 
of fundamentals. 

(2) The practical application of these subjects to his later studies is not 
brought home to tho student. 

(3) The transition from pre-clinical to clinical studies is too abrupt. 

(4) The student in his clinical period of training does not have Applied 
Anatomy and Applied Physiology taught by his pre-clinical professors. 

Anatomy.— The facts which medical students are required to remember 
should be reduced to a. minimum. Anatomy, it has been stated, should 
be taught from the point of view of evolution and in relation to function, so 
as to give the student a concept of the structure of the body as a whole. 
Every student should dissect the whole body once but, having seen all the 
necessary details of structure, he should not be expected to memorise more 
than is necessary. Anatomical detail which is required for special surgical 
purposes should be stressed later during the clinical period, and memorised in 
conjunction with its practical surgical application. The department of Ana¬ 
tomy should be organised in the closest association with the teaching hospital 
and should be readily accessible to clinical students for reference concerning 
anatomical problems arising in their work. 

Supply of bodies for dissection. —There is considerable apprehension among 
teachers of Anatomy regarding a possible insufficiency in the supply of bodies 
for the teaching of Anatomy and Operative Surgery. This is a matter which 
requires careful consideration by the authorities concerned. 

Physiology. —This should take.. up the greater part of the time of the 
student in the Pre-clinical period. It would be well if Bio-chemistry were 
taught as one continuous subject by a chemist with a medical qualification 
who understands tho relationship between Chemistry, Physiology and 
medicine and also if Bio-physics and Applied physics were taught with 
particular reference to the study of Physiology. 



Histology is taught in some colleges in the department of Anatomy and 
.n others in the department of Physiology. This is a matter best left to the 
decision of the Universities concerned. 

Pharmacology .— This subject may be divided into two parts : one part 
to be taught in conjunction with Physiology and the other in conjunction 
with clinical medicine. The first part includes those drugs with a known and 
demonstrable physiological action on experimental animals. The second 
part comprises those drugs which have art action which is only 
understood by observing their effect on patients or which are used as chemo¬ 
therapeutic agents in the treatment of disease 

In some colleges, Pharmacology is taught in the second year of the 
medical course, while in ot hers it is taught in the third year after the candi¬ 
date has passed in Physiology. If the subject can be taught, in two stages, 
the first part should be included with Experimental Physiology, and the 
second part., Applied Pharmacology, with Therapeutics in the clinical period. 
The physician should work in close relation with the pharmacologist. 

Psychology .— An elementary course is to be given in this subject so that 
the student’s attention may be directed to the importance of the mind as well 
as the body. At a later stage this knowledge will be applied, in Psychiatry, 
to mental disorders. Coordination is required between Psychology, 
Psychiatry and Clinical Medicine. 

Methods of clinical examination.—It is laid down in the existing regulation 
that elementary methods of clinical examination, including the interpretation 
of physical signs, the use of the stethoscope and opthalmoscope, and intro¬ 
duction to general Pathology and Bacteriology should be taught in the pre- 
clinical period. It has hitherto not been possible in most Universities to 
arrange for this teaching up to the required standard. 

Number of students.— Opinion varies considerably as to the optimum 
number of students at an institution. Some would have it at fiO while others 
hold that it should ordinarily not exceed 80 and only in exceptional instances 
reach 100 students per annum. It is the number of students that should 
determine the size of a teaching hospital and not vice versa. Addi¬ 
tional beds required for the population should be arranged for in non-teaching 
hospitals. 

The possibility of some students sitting for the B. Sc. in Physiology or 
Anatomy and thus gaining a fundamental degree in these subjects should not 
be lost sight of. 

Number of teachers required .—Modern educational methods demand a 
high ratio of teachers to students. It may be stated that the proportion of 
teachers to teach in the subjects of Anatomy and Physiology should not be less 
than 1 to 10, and of these teachers at least half should be full-time members 
of the regular staff— i.e., not including demonstrators. 

Besides these permanent teachers there should be part-time teachers, 
two for each of the departments of Anatomy and Physiology. Those part- 
time teachers should be junior specialists attached to the surgical and medical 
units of the teaching hospital and they should give part of their time to teach¬ 
ing Anatomy and Physiology in their relation to the clinical subjects. There 
should be also a part-time radiologist attached, preferably with a diagnostio 
outfit at his disposal in the College. 
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The practice of employing, as part-time teachers in the pre-clinical 
subjects, men who at the same time hold part-time appointments of the 
‘Junior Specialist’ or the ‘-Registrar’ status in the hospital, has much to re¬ 
commend it. Both clinical and pre-clinical work benefit from the liaison, and 
teachers themselves keep in touch with recent developments in the basic 
sciences. Such appointments, to be of maximum value, must give the 
holders reasonable opportunities for individual work, and should not be taken 
merely as a means of retaining a connection with the hospital or department. 
Appointments of this type should as a rule be held for a maximum period of 
three years. 

Hospital visits during pre-clinical training. — Students undergoing train¬ 
ing in Anatomy and Physiology should be required to visit the wards of a 
teaching hospital in small groups about once a fortnight during the second 
year. At these visits the part-time clinical teachers should demonstrate 
cases suitable for impressing the student with the value of a sound knowledge 
of Anatomy and Physiology and so stimulate his interest in those subjects. 
They should bo shown cases of inflammation, fractures, hernia and similar 
conditions on the surgical side, while, on the medical side cases of Jaundice 
Anaemia, Arrythmias of the heart, Hyperthyroidism, etc., will impress the 
student with the importance of Physiology. The examination of typical 
pathological fluids could also bo done in order to stimulate the student’s 
interest at an early stage in laboratory investigations. 

Length of course .—At present the course extends over two acadomic 
years or six terms. Intermediate holidays badly interrupt proper teaching 
and the sustained interest that the student should take in his work. It should 
be possible to limit holidays, as is done during the clinical period of training. 

Staff .—It is important that, if properly qualified members arc to be re¬ 
cruited, the staff should bo well paid and that there should be cadres establish¬ 
ed in the pre-clinical subjects. Demonstrators and clinicians may bo part- 
time and may work their way up to becomo clinical specialists, but the 
senior members should devote their whole-time to teaching and research and 
should be adequately paid. 

The importance of trained technicians in the departments engaged in 
pre-clinical education cannot be over emphasised. 

Summary of recommendations on Pre-clinical subjects. 

That the teaching of Anatomy requires revision in most Colleges and tbal 
tho number of didactic lectures should be curtailed radically while the number 
of lecture demonstrations should bo increased and preferably given to smaller 
classes; 

That dissection should cover the whole human body and should be under 
better supervision and guidance ; 

That a considerable increase in the number of teachers is required if the 
subject is to be taught properly and within a shorter period than at present; 

That the number of permanent senior staff, Professors, Additional Pro¬ 
fessors, Assistant Professors or Senior Demonstrators should be 1 : 30 or 40, 
while the Junior Demonstrators should be 1 : 10 students in the Department; 

That a proportion of the Demonstrators should also be part-time clinical 
assistants in the hospital but these Demonstrators should work under the 
direction of the head of the Anatomy Department; 
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That alternatively, if possible, a full-time teacher maybe a ppoioted as a* 
Associate or Assistant Professor who will bo a teacher of Anatomy with 
clinical duties in the hospital ; 

That it is desirable to have cadres established for the pre-clinical subjects 
which will provide lifo careers for those electing ; 

That the teachers and part-time teachers should be adequately paid and 
that full-time Professors of Anatomy should be paid on much the same scale 
as the full-time Professors in Clinical subjects ; 

That thero should be close cooperation and collaboration between the 
teachers of the various pre-clinical subjects, and between the teachers of pre- 
clinical and clinical subjects and preventive medicine ; 

That it is necessary that opportunities should be available for students 
in the pre-elinical subjects and preventive medicine to be shown cases in the 
wards, and that demonstrations should be given to impress the student with 
the value that knowledge of these subjects will have for him later in his career. 

That, with a view to make the student realise the importance of evolu¬ 
tion, a study of comparative anatomy is desirable ; 

That radiological demonstrations should be given to the student and that 
a diagnostic set should be fitted in the department; 

That if the fundamental improvements suggested above are carried out, 
namely, increased facilities and increased number of teachers, etc., it should 
be possible to teach Anatomy in 600 to 700 hoiirs which should include the 
teaching of embryology ; 

That in general the principles stated abovo regarding the teaching of Ana¬ 
tomy apply also to the teaching of Physiology ; 

That the teachers in Physiology may be pure physiologist or physiologist* 
with medical qualifications, but the principal qualification should be in Physio¬ 
logy with research exjwrience in that speciality ; 

That in Physiology, as in Anatomy, it is desirable to associate with the 
staff clinicians of at least the status of a Registrar, and those should bo full¬ 
time teachers; 

That the subject of Histology may bo taught in oithcr the Department 
of Physiology or that of Anatomy, but the importance of the functional 
aspect should be stressed in teaching this subject; 

That Biochemistry may bo taught in the Department of Physiology or 
may be established as a separate Department but the teaching of the subject 
to undergraduates should be undertaken in close cooperation with the Pro¬ 
fessor of Physiology ; 

That applied Physiology should be taught in the clinical course either 
by a Professor of Physiology or by a Clinical Professor with special training 
in that subject ; 

That the total number of hours devoted to the study of Physiology shall 
be 600 to 700 as in Anatomy, with 100 to 150 hours devoted to Bioche¬ 
mistry ; 

That the Department of Physiology should be organised on a wider basis 
than merely the teaching of undergraduates, so that research and post¬ 
graduate teaching can form a fundamental part of the work of the Department j 

That it is desirable that special facilities should be made available for a 
medical student to qualify for a Degree in the pre-clinical subjects of Anatomy 
or Physiology; 
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That a course of lectures in elementary Psychology and an introductory 
course of lectures in Pharmacology should bo given towards the later half of 
pre-clinical training. 

Clinical Education. 

Length of Course .—This can best be dooided by considering the length 
of time required to be devoted by the student to study and attendance at the 
different clinics. The facilities necessary for proper clinical training will be 
referred to in greater detail in a later chapter, but emphasis tnay at this stage 
be laid upon certain aspects of education which arc not conducive to efficient 
training : 

(i) Too many didactic lectures are being given in colleges, with little 
benefit to the student. * 

(H) There is imperfect correlation in the teaching of Pathology, Bac¬ 
teriology, Hygiene, Medicine and Surgery. 

(in) There is often repetition of the same theme, with possible divergences 
in methods of teaching and consequent waste of time and energy. 

(it) Clinical teaching is not considered as the prime duty of the staff in a 
teaching hospital, with the result that, clinical teachers are overworked and 
have often neither the t ime nor tho energy to devote even the necessary two 
hours a day to supervision of the students entrusted- to their charge. 

(i<) The number of students posted under each clinical teacher is too 
large for effective personal attention and guidance. 

(vi) Tho junior staff are not given the opportunities that they should 
have, to participate in clinical instruction ; nor are they always selocted with 
this object in view. 

(vii) In some medical colleges students are still required to spend an 
undue proportion of time in watching major operations. For most students 
this time could be spent more profitably in acquiring, under supervision, 
practical experience in those surgical procedures that are likely to fall to the 
lot of the general practitioner. 

(nm) There is little or no coordination, and less planning, in clinical 
instruction, among tho different clinical teachers of a department (medicine, 
surgery or obstetrics and gynaecology), so that the student who passed from 
one clinical teacher to another, not infrequently is treated to a repetition 
of the same theme, with little variation. 

(ix) The proper selection of cases suitable for under-graduate teaching 
and the availability of such cases at the proper time, are matters that are 
hardly ever taken cognisance of in admitting cases to a teaching hospital. 
Cases of primary importance for the general practitioner arc usually not avail¬ 
able, and not infrequently the wards are, filled with rare and complicated 
cases, the study of which, interesting as it doubtless is to the specialist, is not 
suited to the under-graduate. 

( x ) Teaching in the out-patient department in many institutions is entire¬ 
ly wanting, while overcrowded, insanitary, noisy and bustled surroundings 
such as at present exist, can never afford the atmosphere for proper clinical 
teaching. 

(xi.) The students have now to go from hospital to hospital to attend 
the specialities, with the result that much precious time is lost, and energy 
wasted. The specialities themselves are often taught without the funda¬ 
mental background of medicine and surgery. 
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Transition from Pre-dinical to clinical studies —In considering pre- 
•linioai studies it was stated that the transition will be facilitated— 

la) By the students in Anatomy and Physiology being taught some por¬ 
tions of the subjects by part-time clinical teachers and conducted in batches 
through the wards of a teaching hospital. 

>(b) By an introductory course of lecture demonstrations in Elementary 
Pathology, Bacteriology, etc. < . 

(c) By a special course of preliminary instruction given at the beginning 
of the clinical course. , 

We will now consider the nature and periods of instruction required for 
the different subjects of the clinical curriculum. No student should enter 
on these courses before he has qualified in the Pre-clicical subjects of study. 


Medicine .—The course of'instruction in Medicine may consist of 
A. (t) Three months’ preliminary instruction which will be common to 
Medicine and Surgery. 


(ii) Six months’ in-patient clerking. 

(Hi) Three months’ out-patient clerking, and 
(iv) Lectuve demonstrations. 

B. Courses of instruction in the other subjects of the clinical course, 
which should be spread over a period of three academic years. 

A. (i) Preliminary instruction. —This course should essentially be one in 
Applied- Anatomy and Physiology combined with detailed instruction as to 
bow to conduct the routine examination of a patient and to record the findings. 
There should be no distinction between ‘ medical’ cases and ‘ surgical ’ cases, 
though one or other of these may be selected with advantage for illustrating 
specific symptoms and signs of disease. The course should be conducted 
jointly by the Heads of the Departments of Medicine, Surgery and Pathology. 

At each session the whole group meets to discuss the principles and receive 
instruction, and is then divided into small groups of not more than 10 stu¬ 
dents, preferably less, who examine illustrative patients under the guidance 
of a j unior member of the staff or a demonstrator. The organisation necessary 
to conduct such a course is considerable and necessitates a filing system in 
which patients suitable and accessible are recorded, as well as a knowledge of 
the material available in the hospital. The full educative value of such 
courses will not be utilized if there be not a sufficient number of suitable 
cases in the hospital. This can be remedied if the Heads of the Departments 
can call on the Assistants and Registrars of all wards to cooperate. 

After the first six or eight weeks of the course each student should b« 
allotted a few patients in the wards for full examination and recording, the 
patients being both 1 surgical ’ and ‘ medical ’. Stress should be placed at 
this stage on the accuracy of observation and of recording, and on the part 
played by laboratory and instrumental methods in obtaining accuracy and 
in amplifying the clinical examination. 

A. (it) In-patient clerking. —The six months allotted to in-patient clerk¬ 
ing in medical wards should be divided into two periods of three months 
each. 


(a) The first period of three months should be taken as soon as convenient 
after the pr diminary instruction period. The student, should during this 
period, examine and record fully as many cases of different types ot ill-health 
H1342H8DC 8 
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and disease as can be under supervision, and follow their progress. He 
should not be required to examine and record more cases than lie can investi¬ 
gate thoroughly. There must be no hurried work and what he does must 
be checked and supervised. He should accompany the physician on ward 
rounds and report the cases allotted to him. It is helpful if, during this 
period, he attends the out-patient along with the unit on days when the unit 
is responsible for admissions, so that he can see the new cases that are to be 
admitted and follow up the cases which may attend the out-patient of the 
unit concerned after discharge. 

(6) The second period of in-patient clerking should be taken during the 
final year under the care of the professor and his associates or assistants. 
The cases should be selected largely for their value for teaching purposes or 
research. The number of students under each clinical lecturer should not 
exceed ten and the lecturer should be responsible for the examination and 
recording of all new cases and should conduct the teaching. He will, how¬ 
ever, hand the group over to any member of the teaching staff who is specially 
interested in the system under discussion, such as the neurologist or the en¬ 
docrinologist. It is very necessary to see that one of the students should 
present the case to his fellows in the group. 

A. (iii) Outpatient clerking .—It has already been stated that when a 
student is clerking in the wards he should attend if possible the out-patient 
sessions to which the patients from his ward return for follow-up or continua¬ 
tion of treatment. 

In addition to this he should spend 3 months in the general medical out¬ 
patient department. He should not, however, take any part in a crowded 
out-patient department where the physician is forced to do hurried and in¬ 
complete examinations, Such an example is bad for the student and encourag¬ 
es him to take shortcuts and resort to clever guessing. Every new case 
should have a complete history and physical examination and be fully re¬ 
corded, and the student should be asked to take only such new cases as he 
•can investigate thoroughly. He should then present the case briefly to the 
physician, who checks the findings and decides on disposal and treatment. 

To enable the out-patient departments of most general hospitals to be 
used efficiently for teaching very drastic and far-reaching improvements are 
required. Hurried work, which is so bad an example to the beginner, is to 
be avoided. 


A. (it)) Lectures in medicine .—At present students are given set lectures 
in the class room which are attended by them mostly for the sake of register¬ 
ing attendance. Too many theoritical lectures are given and not infrequently 
the time spent at these lectures could have been better spent at the 
bed-side in the wards. 


In the Continental and American systems the University occupies a 
dominant position, the various departments being under the charge of a 
University Professor with a skilled full-time stafi working under him. The 
professor instructs ail the students in a particular subject and gives large- 
male demonstrations at daily clinical lectures, accompanied by diagrams, 
specimens, etc. In Germany such departments under the cntrol ot pro¬ 
fessors are known as ‘ Kliniks \ Attached to each of these are lecture roomi 


laboratories, rooms for students, etc. 
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It would appear that the beat results are secured by combining the two 
systems, the Continental and American system of clinical lecture-demonstra¬ 
tions to large classes with the bed-side clinics and clinical clerking so much 
in vogue. The lectures in subjects like Medicine and Surgery should be given 
with a view to explaining certain fundamentals of each group of diseases and 
to giving a connected view of applied Anatomy, applied Physiology and 
Pathology and chief methods of clinical investigation and diagnosis together 
with methods of treatment of disease of the different systems. The Btudent 
should then be in a position to study for himself the details in a suitable text¬ 
book. No Professor of Medicine or Surgery can deal with every known 
disease, or even the majority of such diseases, and it is futile to give a theore¬ 
tical discourse on many of the diseases which are not commonly met with. 
The majority of the lectures should be illustrated with clinical cases; patho¬ 
logical specimens, radiological films, charts, etc., and these lectures should 
be carefully planned and prepared. 

Surgery .—The teaching in Surgery should be planned on the same lines 
as that of Medicine. After the three months preliminary training, students 
should spend 6 months in clerking and 3 months in the out-patient depart¬ 
ment. 

Obstetrics and Oynaecolcgy.—lhc Obstetrics department should form a 
wing of the main teaching hospital, or a separate hospital for wofnen and 
children may be built in the same campus and used for teaching purposes. 
It must detract from the value of the teaching and be a great waste of time 
if the student has to spend much time in travelling between hospitals. For 
the student’s sake it is essential to have, in the main centre or very close to 
it, a department of obstetrics sufficiently large for the teaching of students. 
A bed strength of 100 for obstetrics and 50 for gynaecology may suffice for 
an annual intake of 70 students or thereabouts. 

The period of clinical work should be not less than six months, three 
months of which should be spent in the final year and at least one month of 
this period should he spent in residence. The Indian Medical Council, like 
the General Medical Council, insists on each student personally conducting 
20 cases of labour and this procedure has led to incorrect certification in both 
countries. According to this rigid standard, a student may conduct 20 cases 
of normal labour either in hospitals or in domiciliary practice, and not have 
witnessed a single case of abnormal labour. 

It is more valuable for the student to spend his time in a hospital where 
he can only get 10 or 15 cases and yet see a large number of abnormalities 
than to conduct 20 deliveries in a district or maternity home and see no ab¬ 
normal deliveries. Domiciliary practice is invaluable as this gives the 
student an insight into social medicine, but^it is neither necessary nor pro¬ 
fitable for him to spend a disproportionate-.-period of time in attendance on 
oases in the district. 

Attendance at an antenatal and postnatal out-patient clinic, clerking 
in ante-natal wards, attendance at Gynaecological out-patient clinic and ward* 
and the follow up of the neonatal cases are of importance. The time devo¬ 
ted to obstetrics and gynaecology should be, in ths proponioo 
2 : 1 . 

84 
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There is a point of view frequently expressed that mid wives and medical 
atudents should not be trained in the same hospital. There is naturally con- 
•tant friction between the two as to who should take the case, but if a proper 
•ystem of domiciliary conduct of cases be introduced for midwives to whom 
it is essential, and if a planned programme of case taking be arranged, there 
should be no room for complaint. 

General practitioners who practice midwifery should have had post¬ 
graduate hospital experience. The average general practitioner does not 
want to do obstetrics, and if some form of group practice, as is envisaged, 
is evolved, it is likely that one man would do the whole of the 
obstetrical work of the group. Such a person should have obtained adequate 
post-graduate experience in obstetrics. The need for conducting 20 case* 
before graduation will probably be less in the future than hitherto, while 
more post-graduate work in obstetrics will be called for. 

Pathology .—Pathology should be taught through all the years of the 
clinical period. This does not necessarily mean any increase in the time 
devoted to pathological teaching, but that it should be spaced so as to over¬ 
lap with clinical instruction and not be relegated to a short period of in¬ 
tensive study. 

There are two solutions to the question as to when an introductory course 
in Pathology should be given, i. That instruction in general Pathology 
and Bacteriology should be given before students enter the wards, ii. That 
instruction should begin eo-incidcntally with clinical studies. 

It would appear that if students, during their pre-clinical studies, are 
familiarised with certain aspects of Pathology through conducted tours in 
the wards, the introductory course in Pathology would more profitably and 
suitably be given during the three months preliminary training at the com¬ 
mencement of clinical studies. 

Included in the department, or associated with it, should be the four 
branches of Pathology viz., Bacteriology, Clinical Pathology, Morbid His¬ 
tology and Chemical Pathology. The primary function of a pathological 
department in a medical college is the acquisition and dissemination of know¬ 
ledge. The Pathology department being the key department in under¬ 
graduate and post-graduate teaching and in research, the professors or senior 
members should not be saddled with a great deal of routine duties and ad¬ 
ministrative work. Their work should be limited to that connected with 
research, while all routine work connected with other hospitals in the city 
or province should be done by a separate staff, who will, however, have the 
benefit of consulting the professors of the department. 

Correlation of the teaching of Medicine by pathologists and physicians .—* 
This presents difficulties and is not practicable over the whole fields of Medi¬ 
cine and Surgery, but in certain selected cases such a combined method of 
teaching would be of value. In public health there is scope for a wider col¬ 
laboration in the teaching in Bacteriology and Immunology. In some im¬ 
portant groups of diseases the system of combined lectmes by the staff in 
Medicine, Pathology, Bacteriology and Preventive Medicine would be of 
great benefit, as a complete picture would be presented and unnecessary 
repetition avoided. 
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Clinical Pathology .—Clinical Pathology is a development of what used 
to be called ‘ test room work There should be for each medical unit a ward 
laboratory attached, while in the surgical units two units may share a labo¬ 
ratory room. These should be located in close proximity to the wards con¬ 
cerned so as to facilitate the work of the students. Besides these ward labo¬ 
ratories there should be a central clinical laboratory for the whole hospital 
in charge of the professor or a senior assistant where pathological, bacterio¬ 
logical and bio-chemical investigations will be carried out. This central 
laboratory, and the ward laboratories, should be under the supervision of 
the professor who should be responsible for running them efficiently. 

There are two aspects of clinical pathology viz., (1)—the teaching of the 
existence of tests as applied to the siek patients and all that such tests im¬ 
ply, and (2) the actual technique of the tests. The students should be taught 
to perform the simpler types of laboratory tests which they will have to 
■carry out as general practitioners, but the actual technique of the more com¬ 
plicated or rarer tests need not be emphasised unless the students are in¬ 
tending to specialise later. 

Examination. —Opinion is divided as to whether Pathology should 
come into the final examination, but the general trend of opinion is that it 
•hould be as near to the end of the student’s course as possible. The view 
is held that, while Pathology should be allowed to play a large part in the 
training and qualification of students, it should Temain with experienced 
clinicians to say whether a man is suitable to practice. If scientists, such as 
pathologists, come into the final examination it would magnify the im¬ 
portance of their subject. It has therefore been suggested that the exami¬ 
nation in pathology proper should be held 6 months to one academic year be¬ 
fore the final test. It is not suggested that the final examination will not 
include questions in Pathology or the examination of pathological speci¬ 
mens or slides, but such examinations should be in the hands of clinicians. 

Post-Mortems. —This most valuable method of teaching Pathology re¬ 
quires greater attention in most colleges. Difficulties are no doubt increas¬ 
ing, but with effort and zeal more advantage should be taken of the oppor¬ 
tunities to ascertain the pathological conditions which actually were the cau¬ 
ses of death, and students afforded all facilities to attend at convenient hours. 
The post-mortem room should be so constructed that it will have all the 
advantages of a clinical lecture theatre and a side room laboratory should 
be available for demonstration of details. 

Public Health. —This subject is of fundamental importance, for the future 
of medicine lies in the prevention of diseases and not only in their cure. Al¬ 
though it is laid down by the medical council that “ Throughout the whole 
period of study the attention ol the student should be directed by his teachers 
(a) to the importance of the measures by which normal health may be assessed 
and maintained, and (b) to the principles and practice of the prevention of 
Disease ”, little ha3 been achieved in this respect. Few colleges here or else¬ 
where have a planned method of approach to tackle the problem. The im¬ 
portance of social medicine is even now but imperfectly realised. The follow 
up of cases is defective, the enquiry into environment hygiene is perfunctory 
and the follow up in the home to study conditions there with a view to ar¬ 
riving at more satisfactory conclusions in regard to the influence of home con¬ 
ditions on the causation or the prevention of diseases is hardly ever attempt¬ 
ed. Too muck tkeeretieal presentation of the subject is attempted and taw 



•little regard paid to the practical and applied aspects of preventive medi¬ 
cine. 

The extensive administrative duties connected with public health wjH 
devolve on those with post-graduate qualifications in the subject. Th e 
general practitioner, however, has to deal with individual and family hygiene 
and home surroundings and the student should therefore be given opportu¬ 
nities during his clinical studies to familiarise himself with such condition. 
It would be well if he could for some period be attached to a Health Centre 
and avail himself of the opportunities to study home conditions. 

This subject must be taught in its scientific aspects together with Pa¬ 
thology in the third and probably in the fourth year, wliilt* the applied aspect 
will be taught throughout the clinical years, more particularly in the fourth 
and final years. Teachers of Hygiene should be members of the Public 
Health Department who are actively engaged in Public Health work or who 
weTe till recently so engaged. If officials in the Public Health Department 
are seconded to a teaching post, they should be so seconded for a maximum 
period not exceeding five years. 

Special Departments. 

The student is at present required to attend the special depart* 
menta of— 

1. Opthalmology. 

2. Oto-Rhino-Laryngologv. 

3. Dermatology. 

4. Venereology. 

5. Psychiatry. 

ft. Infectious diseases. 

7. Tuberculosis. 

8. Orthopaedics. 

9. Anaesthetics. 

10. Radiology. 

11. Vaccination. 

12. Pediatrics. 

The multiplicity of the specialities has led to a grave problem in under¬ 
graduate medical education. In many colleges these departments are lo¬ 
cated in special hospitals far away from the teaching centre and students 
have thus to expend mtich time and energy in journeys between hospi¬ 
tals. 

Specialisation has certain advantages. It provides for more exact diag¬ 
nosis of difficult cases and is better for treatment. In an undergraduate 
school a reasonable compromise between too little specialisation and too- 
much is always required. 

' It is essential however that special departments should be developed 
trithin the main teaching centre. This will allow the student to see a large- 
variety of cases and It should be a principle that members of the staff should 
be allowed to teach on cases not under their immediate care. Each medical 
school hospital should therefore have as many of these departments as possible, 
with a number of beds for all the specialities together equal to the number 
for general medicine and surgery. These beds will make it possible 
, for groups of cases to be seen by the students in a relatively short 
time. 
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There has been a tendency of recent year* for many jjhysiciang 
and surgeons to take up new branches of medicine and surgery and practice 
them exclusively. Neurology, Cardiology, Diabetes, Diseases of the chest, 
Urogenital surgery, Thoracic surgery, Neuro-surgery, Orthopaedic surgery, 
Fractures and Traumatic surgery are outstanding examples. This practice 
is tending to the formation of new special departments and has created 
a major problem in undergraduate medical education. 

When a man of unusual ability and originality appears, another member 
of the staff with similar interest should be encouraged to work with him and 
the necessary departments should be provided for them. The departments 
should be adapted to the men ratheT than the men to an existing 
department. 

This insistence that special departments should be located in the main 
teaching centre docs not imply that special hospitals are not required. On 
the other hand, the existence of such special hospitals is desirable from the 
point of view of the speciality concerned as well as for purposes of post-graduate 
teaching. The opportunity afforded for a number of specialists to meet and 
exchange views in a special hospital is of great advantage. If such special 
hospitals are located in the same compound or in very close proximity to 
the main teaching hospital they would serve the three-fold purpose of afford¬ 
ing facilities for— 

(a) Under-graduate teaching, 

(b) Post-graduate teaching, and 

(c) Opportunities for contact and consultation with the regular medi- 
cal and surgical staff and other specialists. 

A question of some importance is the place that these specialities shall 
hold in the examination of the undergraduate. Some of the specialities are 
now given prominence with a separate paper and viva-voce devoted to the 
speciality. Some share that honour with one or more specialities or find a 
place in the papers on medicine and surgery. In other cases it is open to 
the examiners to include a question on the speciality in the papers or clinicals 
in Medicine, or Surgery. The chief aim of the final test of the undergraduate 
should be to ascertain if he has a comprehensive view of the main subjects' 
of Medicine, Surgery and Obstetrics and the inclusion of specialities, or even 
their possible inclusion, throws an extra strain on the student sometimes to 
the detriment of his general outlook. Two alternatives are thus avail¬ 
able : 

(1) That knowledge of the specialities should be tested at the, final 
examination either in the written, clinical or OTal. 

(2) That the student should be required to pass an elementary exami¬ 
nation in the speciality conducted by the teacher before proceeding to the 
final medical examination. 

Ophthalmology .—It is essential that the student should be instructed 
in the diagnosis and treatment of injuries and the common disorders of the 
eye. He should be able to use the ophthalmoscope with sufficient skill to 
recognise the more important changes in the fundus due to general diseases. 
It should be possible to give this essential instruction in the ophthalmic de¬ 
partment of a general teaching hospital in a three months’ course, compri¬ 
sing clinical instruction and attendance at a course of lectures and demons¬ 
tration. In view of the importance of this subject, more particularly in 
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tropical countries, it would appear desirable that every student should ba 
examined in ophthalmology before qualifying in medicine. 

Oto-Rhino-Laryngology .—Training in this speciality should consist of 
instruction in the use of ordinary instruments and methods of examination 
«o as to recognise the appearance of normal structures and to carry out simple 
tests of function. The period of clinical teaching should be three months, 
during which the student should attend the out-patient department, twice 
a week for two hours, and the wards or demonstrations once a week. A few 
systematic lectures may be given as a preliminary. 

Dermatology .—There should be a department of Dermatology in every 
teaching hospital, which should consist of an out-patient department with 
adequate accommodation and a reasonable proportion of beds for the. investi¬ 
gation and treatment of inpatients. Elementary instruction in the mor¬ 
phology, physiology and pathology of the skin should be given to students 
who should then attend a course of clinical instruction in the out-patient 
department and wards on one or two days during a period of 3 
months. 

Venereology .—Although this subject enters into the field of medicine, 
surgery, obstetrics and gynaecology and every other speciality, there is an 
advantage i» the student attending a department of venereology, both out¬ 
patient and wards for special instruction in this subject. 

Psychiatry .—This subject should bo dealt with both in the preliminary 
•course in the pre-clinieal period and also in the clinical period. Apart from 
the special hospitals for mental diseases which obviously should be located 
at a distance, the main teaching centre should have an out-patient depart¬ 
ment and an observation ward for teaching purposes. A student should do 
three months clerking on psychiatric cases in the out-patient department with 
•one attendance a week. A teacher should not handle more than 6 students 
at a olinic if students are to take an active part. 

Infectious diseases .—At present the teaching of infectious diseases is 
very defective. The hospitals are poorly equipped and the staff in many 
cases arc not selected from the point of view of teaching. The seasonal pre¬ 
valence of certain infections makes it difficult for the student to study the 
•different types with which he should be acquainted. 

It has been suggested that a certain number of beds should be provided 
in every undergraduate teaching hospital both in the interests of patients 
and in the interests of teaching, so that a patient who develops an infec¬ 
tious fever while in a general hospital can continue his treatment in a fever 
ward of the same hospital without being transferred to a fever hospital. 
This can be done if the system oi glass cabins in vogue in some continental 
clinics be introduced. 

At present in this country cases of Typhoid and Puerperal fevers are 
treated in general hospitals and in wings of maternity hospitals although in 
Great Britain such cases are transferred to fever hospitals. There is now a 
changed outlook and it is realised that typhoid fever teaches a lesson in medi¬ 
cal treatment and nursing technique almost unparalleled by any other 
disease. 

If it is impracticable to implement these suggestions the only speciali¬ 
ties that need be taught outside the teaching centre will bo infectious diseases 

•ad mental diseases. 
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Orthopaedics. —The student should be introduced to the study of ortho¬ 
paedic principles and practice immediately after passing the pre-clinical scien- 
•ces, t.e., during his first three months of preliminary instruction. At this 
stage with anatomical and physiological knowledge fresh in his mind he is 
well able to comprehend those principles which underlie the diagnosis and 
treatment of disabilities of the loco-motor system. The teaching should b« 
given in the casualty out-patient department and in the orthopaedic ward. 

The student should receive further clinical instruction in orthopaedics 
in the third and fourth years as a dresser. In the final year teaching should 
be provided in the orthopaedic out-patient clinics, and in fracture clinics, 
as part of the general out-patient teaching facilities. Seminars, ward classes 
and revision classes should also be arranged for small groups of senior stu¬ 
dents. It should be emphasised that an experienced clinical tutor is 
an essential member of the staff of all University orthopaedic teaching de¬ 
partments. 

Radiology. 

(A) Pre-clinical years .—Radiological demonstrations on anatomical and 
physiological subjects should be more widely introduced and demonstrations 
should be given by members of the radiological staff when feasible, in colla¬ 
boration with teachers in Anatomy and Physiology. It has been pointed 
out that one member of the radiological department should be recognised 
as a part-time teacher of the pre-clinical subjects. Ab few radiological de¬ 
partments can offer the space Iot large class demonstrations, medical 
schools should be equipped with appropriate apparatus which could also be 
used for research purposes. 

(B) Clinical years .—The object of instruction during this period is to 
teach.student the diagnostic and therapeutic value of radiology. 

(C) Ra>lia-l)iagnosis.—\. Demonstrations as to how diagnostic radio¬ 
logy may help the student in his practice. 

2. The X-ray appearance of lesions commonly encountered in hospital 
or general practice. 

3. The rationale of, and preparation for, various X-ray investigations. 

(D) Radio therapy .—Undergraduates should be instructed in (a) Tyres 
of cases in which radio-therapy is of value, and its contra indications. 

(6) The implications of radio-therapy so far as the patient is concerned, 
i.e., length and severity of treatment and reactions observed. 

(c) The results obtained and possible sequelae. It is not necessary 
for the undergraduate student to be taught details of radio-therapeutic tech¬ 
nique. 

A few formal lectures should be arranged in order to explain the princr 
pies of radiotherapy and the biological reactions involved. These should 
be given in the final year, but there should be throughout the clinical course 
a close cooperation of the medical and surgical staff with the Radiological 
Department. 

Anaesthesia .—This is a much neglected department in most teaching 
institutions. Students should be taught by a fully qualified anaesthetist 
and must have opportunities for administering anaesthetics under t.nper- 
vision. The appointment of ‘ clerk to the anaesthetist ’ should be held by 
•very student during his surgical posting. 
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Pediatrics. —This subject as it c.oncerns the older child should be taught 
in the children’s department which every teaching hospital must have within 
its premises. The teaching of the physiology and pathology of neo-natal 
life should more properly be in the hands of a pediatrician in the obstetric 
wing of the hospital or in a separate maternity hospital in the compound. 
Special hospitals for children should be used for post-graduate teaching. 
Students should be posted for at least one month to the pediatric department 
when attached to the medical department. 

Tuberculosis. —Every teaching hospital should maintain a tuberculosis 
dispensary and also a tuberculosis ward for the treatment of acute cases. 
Every student should be required to attend a three months course consisting 
of out-patient attendances and 15 or 20 clinical demonstrations in the wards. 
These demonstrations and such lectures as are given in this department should 
form part of the general teaching of medicine which every student is 
required to have. In this subject especially, clinical demonstrations are 
of far greater value than didactic lectures. The preventive aspect of this 
disease should be brought home to the student by domiciliary visits and 
demonstrations of the positive measures which are needed to limit the 
infection. 

Dentistry.— It is not possible in all cases for Dental Schools to be run 
alongside medical schools. In some cases Dental Schools will have to be 
•eparate institutions, but in future planning it is well to take note of the fact 
that, both from the academic and financial points of view, it ib logical for 
medical and dental education to be carried out in the same teaching centre. 

In other centres, dental departments should be opened and the students 
should be given a short practical course in the subject and taught the im¬ 
portance of dental care in the maintenance of health. 

Forensic, Medicine. 

The questions that arise arc : 

1. Is a separate course of Forensic Medicine necessary in the medi¬ 
cal curriculum ? 

2. If so, what should be its scope ? 

3. At what stage of the curriculum should this instruction be 
given 1 

4. Where and by whom should the instruction be given ? 

A separate course in Forensic Medicine is definitely necessary, as without 
quch a course, the student could not be instructed in the numerous medico¬ 
legal problems which will confront him when he enters general practice. 

(i) . Duration and time when instruction should be given. —A course not 
exceeding 40 lectures with demonstrations and medico-legal post-mortems 
may be given. It should be taught at a stage, when the student has already 
obtained some instruction in medicine, surgery and obstetrics. It would 
not be wise to place it in the final year, for the final year should be devoted 
to the three main subjects. The best time is the penultimate year, the sub¬ 
ject being covered within two terms of that year. 

(it) By whom should it. be taught ?—There are three alternatives— 

(a) By a person specially appointed for the purpose. 

( b) By a police suTgeon. 

(c) By a lecturer in the department, of pathology. 
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The subject i3 certainly best taught by the police surgeon provided he 
is suitably qualified. The proper qualification is a good experience in the 
Department of Pathology (five years) with a higher qualification in that sub¬ 
ject. Alternatively it may be taught in the Department of Pathology, but 
in such a case an assistant of the department should be specially trained foi 
the purpose. 

The undergraduate must have a grounding in Forensic Medicine. 
A faulty opinion in an ordinary medical case may be of some inconvenience 
to the patient but a faulty opinion in medico-legal matters may do permanent 
damage to a person’s reputation and may endanger his liberty or 
even his life'. 

The present position in regard to the investigation of medico-legal 
problems is very unsatisfactory. Every medical practitioner in charge of 
a remote dispensary whatever his qualification or experience, is asked to 
undertake medico-legal post-mortems in complicated cases of crime and he 
is liable to be held in question thereafter. The presumption is that every 
medical man is competent to undertake these responsibilities, but unfortun¬ 
ately neither the profession, nor the Judiciary or the State have stopped to 
consider the absurdity of such a presumption. 

Assuming the establishment of a State medical service in the future on 
the lines we have envisaged, a general practitioner attached to a heatlh cen¬ 
tre might take up medico-legal work to the extent of a minor speciality. The 
more complicated work should be undertaken by a specialist, or his advice 
should be available to the practitioner. 

(in) An Institute of Forensic Medicine .—There is need for a central 
Institute which will serve the triple purpose of — (a) Training specialists and 
teachers in Forensic Medicine; (b) carrying on research with particular 
reference to conditions in the Tropics and India ; (c) to be a centre 

for expert advice. 

Such a centre might well be located in a University centre, Bombay, 
Madras or Calcutta, or perhaps Delhi, if prospects of its early establishment 
are brighter there. 

Resident facilities for students .—The advantages which will result 
from students residing in the hospital during a portion of their clinical course 
are becoming increasingly clear. At present, in many colleges, the student 
resides for at least one month during his period of training in obstetrics. 
Similarly it is imperative that he should spend at least a month while work¬ 
ing in medical or surgical wards. The minimum period of residence should 
be three months, the maximum Bix months. This period of residence should 
be in the final year of study. During his stay the hospital should be respon¬ 
sible for providing the student with the necessary amenities, the student 
paying for his board only at reasonable rates. 

It is important to see that separate common rooms and study rooms are 
provided, as otherwise the period of residence would not be utilised to the 
best advantage in studying and following the practice of the hospital. 

If a period of six months residence is feasible the student may spend 
two months in the study of Practical Obstetrics ; one month in Surgery ; 
one month in Casualty work and Orthopaedics ; one month in Medicine ; 
one month in Pediatrics. During this period of residence, the student should 
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l>e encouraged to do responsible work, and he may be assigned B to 6 beds 
which he will look after under the supervision of a senior houseman or re¬ 
sident officer, 

The student’s health. —The clinical curriculum should be so planned 
that students can have at least one month’s holiday, and preferably six weeks, 
•every year. The health of the student should be the concern of the medical 
school which should provide routine clinical and X-ray examination of the 
■chest once a year. Advice and treatment for medical students should be 
available from the experts of the medical school. Every teaching hospital 
should reserve a few beds, preferably in a separate ward, for the care of the 
sick under-graduate medical student. It ought to be impressed on autho¬ 
rities that this should not be considered a special favour, but that the mana¬ 
gements of hospitals owe a moral obligation to students and nurses who come 
constantly in contact with diseased conditions, to provide hospital accommo¬ 
dation if they should need it, free and in separate cubicles. 

Steps should also be taken to see that students are able to obtain good 
mid-day meals at a reasonable price in or near the medical school and 
that the school shall also contain adequate common rooms. All clinical 
students must be able to enjoy regular exercise in the open air. 

Post-academic residence .—One of the urgent reforms needed is a compul¬ 
sory House appointment for every medical student at the end of his course 
and as soon as he is qualified. At present the majority of students on their 
own initiative seek House appointments and nearly 70 to 80 per cent, of 
them are so posted. The period of compulsory post-academic residence 
should be twelve months and this should be after graduation, but before 
registration. 

There are several ways of spending these twelve months, as, for 
example :— 

1. 6 months in medical and 6 in surgical wards. 

2. 4 months medical, 4 Rurgical and 4 obstetric wards. 

3. 6 months in the main hospital in surgical or medical wards and 
the rest at a health centre, or special department, or hospital. 

4. The rotating system of being posted every 3 months to 
different sections. 

Whatever form of practice a student is going to adopt he should take 
* House appointment for a period of six months. The question of how he 
spends the second six months would depend on the branch of medicine he 
proposes to take up. There should not be any further examination at the 
■end of the period of 12 months. A certificate of satisfactory work and con¬ 
duct should be regarded as sufficient. 

During this period every house surgeon should be in personal charge 
of at least 20, preferably 25 beds, and not more, but he should work under 
the supervision of a permanent member of the unit and under bis 
guidance. 

To ensure that every student passing out is posted as a House Surgeon, 
a.survey should be made of the regional hospitals, and such of those as satis¬ 
fy the standards should be included in the scheme. The University should 
be responsible for approving such hospitals and one of the clinical staff should, 
on behalf of the University, periodically inspect the hospitals which take 
residents. 
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During the compulsory period of House appointment, every House-man 
should be provided with proper residential facilities, and should be paid ade¬ 
quately for his services, so that he may be free from financial worries and 
devote all his time to the duties assigned to him. 

The remuneration given for these appointments may take the form of 

(a) Free board and residence, free laundry, etc., with a pocket allowance, or 

(b) Free residence and an allowance ranging from Rs. 60 to Rs. 75 per men¬ 
sem. 

During this time a course of lectures on medical ethics and the conduct 
of practice might be given. The course should include instruction in the 
organisation of medical and social services available to the community and 
in the methods of using those services. Such a course would be of greater 
value at this stage than during a student’s final year, when he is overwhelmed 
with work in preparing for the final examination. 

Summary of recommendations on clinical studies. 

That the Department of Preventive and Social Medicine should be or¬ 
ganised on the same lines as the pre-clinical and clinical departments with 
centres of teaching and research facilities : 

That this department should have control facilities (field work), i.e., 
facilities for the organisation and control of the rural and urban community 
fields attached to the department for demonstrating the principles and prac¬ 
tice of preventive and social medicine. 

That the staff should consist of the following :— 




Hospital 

Urban. 

Rural. 

(College). 

Professor Associate or 

Profe jsor Associate or 

Professor, 9 Social 

Asst. Professor, 5 Be- 

Asstt. Professor, Sani- 

Workers, 36 Case 

monstrators. 

tary Engineer (F. T.), 

12 M. 0. H. 

Workers. 


The total being 23, with six senior teachers and exclusive of social workers. 
In a rural unit, not more than two students should be holding intern appoint¬ 
ments in a primary unit. 

That, at a very early stage, facilities and trained personnel should be 
made available to put into operation the scheme of training in preventive 
medicine which the Committee consider as essential for the training of 
the basic doctor. A copy of that scheme is given as appendix 29. 

That, in the meantime, the preventive medicine aspect should be stress¬ 
ed iu the teaching of every subject throughout the clinical course, and the 
student be given an insight into social medicine by contacts with home and 
community life. 

That a note embodying these recommendations in regard to training in 
preventive medicine should be circulated to all medical institutions and 
Universities for information. 
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That a Hospital Social Service should be established as soon as trained 
personnel a/e available. 

That an introductory course of instruction in elementary Psychology 
and Pathology should be given to the students by the Professors of the De¬ 
partments concerned either in the latter half of the. pre-clinieal period or in 
the first three months of the clinical period. Methods of clinical diagnosis, 
including laboratory technique and the elements of nursing and dietetics 
with an introduction to social medicine, should be taught at the beginning 
of the clinical period. 

That clinical records should be carefully written up and they should 
be preserved and these records should be under the charge of a responsible 
member of the staff. 

That, in the teaching hospitals, clinical pathological conferences should 
be periodically convened at which all the members of the clinical and patho¬ 
logical staffs should be present. The senior students should also be 
present. 

. .That, just as pre-clinical teaching should have a clinical bias, clinical 
teaching should be conducted with the scientific bias emphasised 
at every stage. 

That the following should be the periods of clinical clerking and posting 
of students to svards, it being understood that proper emphasis is laid on out¬ 
patient training, especially in the junior stage : 

Medical .. .. 3 months juniorand 3 months senior. 

Surgical .. 3 months junior and 3 months senior. 

Obstetrics and Gy¬ 
naecology, in¬ 
cluding Pedia¬ 
trics .. .. 3 months junior and 3 months senior. 

Specialities .. 9 months divided into periods of 3 months 

each for surgical, medical and social medi¬ 
cine. 

(The above periods, added together, make a total of 27 months. Spe¬ 
cialities may be attended daily for one month or for 2 days in a week 
for 3 months). 

That the last three months should be available to the student to attend 
such clinics as he may feel inclined to, 

(Note. —A view was expressed that 6 months is not sufficient for sur¬ 
gical and medical wards posting and the out-patient clinic should play a 
larger part.) 

That this scheme can be brought into operation provided that the or¬ 
ganisation of departments are on the lines suggested, and that well quali¬ 
fied and well trained teachers are available in sufficient numbers, so that 
there is a proportion of 1 : 8 junior teachers and 1 : 10 for senior 
teachers. 

i That every clinioal teaober should emphasise the physiological aspects 
of his subject and should impress on the student the social and preventive 
aspects of medicine. 

, That there should be full-time professors in each of the subjects of 
Medicine, Surgery and Obstetrios with Gynaecology. 
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That, in the teaching of Obstetrics, special emphasis should be laid on 
the antenatal physiology of labour. The question of adequate training in 
Pediatrics should be further considered. 

That domiciliary practice should be encouraged and that this should 
be particularly emphasised for women students. 

That all students should be in residence for at least 3 months, one month 
being spent in each of the departments of Medicine, Surgery and Obs¬ 
tetrics. 

That the number of beds in a unit should be at least 40, and that 8 or 10 
students should be attached to each unit. 

Recommendations on Pathology. 

That there should be a well-organised department of Pathology in each 
teaching centre to include the departments of Morbid Anatomy, Micro-Bio¬ 
logy (Bacteriology and Parasitology), Experimental Pathology and Clini¬ 
cal Pathology: 

That, in each institution, there should be a Board consisting of the 
Pathologist, Clinician, Physiologist and Anatomist, meeting at least once, a 
term to coordinate the teaching of those subjects in the clinical 
period ; 

That experimental Pathology should form an essential part of the work 
of the department, and that mammalian experiments should be demons¬ 
trated to the students ; 

That the teaching of Micro-Biology, Bacteriology and Parasitology should 
be coordinated with the teaching of social medicine, and that 
there should be opportunities for demonstrations during field work; 

That, in the teaching of Morbid Anatomy, planned methods of teaching 
should be laid down in consultation with the Professors of Surgery and Medi¬ 
cine 

That Pathology and Bacteriology should be taught throughout the period 
of clinical studies. About 600 hours aTC likely to be required, exclusive 
of the time spent at Autopsies; 

That the Physician and the Surgeon concerned should attend the post¬ 
mortem with the students, and should participate with the Pathologist in 
the discussion and exposition of the post-mortem findings in so far as these 
bear a relation to the clinical findings and diagnosis ; 

That the staff should be whole time and should consist of :— 

A full-time Professor ; 

Three Assistant Professors, or Readers, of whom one will be for 
Clinical Pathology, and one for Micro-Biology : 

One or two Associate Professors, who should be either junior or senior 
Physicians or Surgeons, the idea being to associate also a junior or senior 
Obstetrician and Gynaecologist with the teaching. 

That the Head of the Department of Pathology should be Ex-Officio 
Consulting Pathologist to the teaching hospital; 

That, in view of the importance of Autopsies in the training of the medi¬ 
cal student, it was for consideration whether State legislation was necessary 
to make them obligatory when the physician or surgeon in charge of the 
case considered them to be necessary. 
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Forensic Medicine. —That Forensic Medicine should be taught by a per¬ 
son who should be a whole-time teacher and should have a sound knowledge 
of Pathology and also a post-graduate qualification in Pathology or 
Medicine. 

General Recommendations. 

That Clinical Clerking in Social Medicine should be performed in the 
afternoon in the 4th year while working in the specialities, and in two groups > 
the total number of hours being 100 ; 

That Pharmacy may be taught in the earlier part of the clinical 
course: 

That the second course in Pharmacology may be correlated with the 
lectures and clinical demonstrations in Medicine ; 

That Toxicology should be taught with forensic medicine ; 

That Therapeutics should he taught in the latter half of the clinical 
period; 

That there should be a department of Pharmacology and Therapeutics 
together with experimental therapeutics ; 

That the staff of that department should include a whole-time Professor 
of Pharmacology and an Associate Professor of Therapeutics and assistants, 
one of whom should be a chemist ; 

That every teaching hospital should have at least one fully qualified 
pharmacist and that he should assist the department of pharmacy ; 

That it is desirable that, in the clinical professorial units, one of the 
assistants should he a trained pathologist and that he should he available for 
teaching, research and consultation ; 

That samples of blood, urine, faeces, smears, etc., should be examined in 
the side laboratories and that these laboratories should be equipped for this 
purpose; 

That, as far as possible, autopsies should be done at a fixed time but, in 
cases where this is not possible, the pathological specimens collected from the 
post-mortem should be exhibited for 24 hours in a convenient place together 
with full clinical or pathological notes on the case ; 

That there should be a Museum under a full-time Director, containing a 
small and adequate number of specimens in each subject selected from the 
point of undergraduate teaching and with full notes available. 

That the teaching of operative surgery and applied anatomy might be 
covered in 30 or 40 classes—(a series of window dissections is particularly 
useful for the study of Regional anatomy). 

Opinion was divergent as to whether undergraduates should be given 
training in operative surgery on the cadaver, and whether an examination 
should be conducted on the dead body. 

That it was extremely desirable that every medical student should be 
given adequate training in First Aid and Ambulance work in the pre-clinical 
period and that those who joined the TJ.T.C. should he exempted as it was 
considered that they would be sufficiently trained. 
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(«) Medical Examinations. 

The system of examinations foi the undergraduate who has entered on 
his regular medical studies deserves carelul consideration. In a publication 
issued not long ago under the arresting title “An examination ol examina¬ 
tions ”, by Sir Philip Hartog, it was made clear that, even in the valuation of 
the written script, there were wide variations between examiners, the varia¬ 
tions ranging between 30 per cent, and 75 to 8'' per cent. The possibility of 
such variations is not less in the conduct of clinical and viva-voce examine* 
tians. Well trained and seasoned examiners are an asset, but there is an 
advantage in gradually including fresh talent, so that the system of examina¬ 
tion should not be petrified and static. 

In a well regulated scheme, there should be internal and external exami¬ 
ners in equal proportion. This is not always possible in India, where long 
distances, time needed for examinations and the expenditure likely to be 
incurred may make it difficult. Examinations have, after all, a limited value, 
but the more important consideration is the provision of adequate facilities 
for teaching, competent staff with a liberal number of teachers and the provi¬ 
sion of well equipped laboratories, a library and an adequate range and variety 
of cases. The conception which medical councils have apparently acted on, 
that an inspection of examinations furnishes material to judge of the standard 
of medical qualifications, should be radically revised. 

There should be three examinations in the course:— 

1. At the-end of the pre-clinical period. 

2. A year orb months, preferably a year, prior to the last year of study. 

3. The final test at the end of the course, in medicine, surgery and 
obstetrics. 

It is desirable that examiners should desist from asking about rare or 
complicated conditions, and should devote their attention to the commoner 
diseases met with in practice. Their task is to find out what the student knows, 
rather than what he does not know. 

It is also desirable that examiners should devote some time to the prepara¬ 
tion of the practical and clinical tests and should themselves conduct these 
tests, or examine fully and study the clinical cases before they are set to the 
students. An examiner should have no more facilities for the diagnosis of a 
case than are available for the candidate, and emphasis should be more on 
methods of approach and reasoning than on the giving of a diagnosis. 

Summary of recommendations on Medical Examinations. 

That there should be, in the whole medical course, two examination* 
held; one at the end of the pre-clinical period including the subjects of anatomy,, 
physiology and pharmacology, and the other at the end of the clinical period 
when the following six subjects shall be offered :— 

Preventive and social Medicine, Medical Jurisprudence, Medicine 
including Therapeutics and Medical Specialities, Surgery including Surgical 
Specialities, Obstetrics and Gynaecology including pediatrics, and Patho- 
logy. 

That a student can pass in each subject separately provided, however, 
that he shall complete a pass in Medicine, Surgery, Obstetrics and Gvnaeeolc • 
gy within a maximum period of 18 months. The medical examinations should 
beheld twice a year. (Note.—It should however, be open to the University 
H1342HSDC u. 
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to hold an examination in the subjects of Pathology, Forensic Medicine and 
Preventive Medicine, six months to one year before the final examination 
in Medicine, Surgery and Obstetrics). 

That no student shall be allowed to enter on his clinical course of studies 
until he has passed the pre-clinical examination. 

That, so far as possible, external examiners should be associated with the 
conduct of the examinations, and that it should be the aim of all Universities 
to see that, in medical examinations, at least half the examiners are external 

There should be no attempt to impose a stereo-typed curriculum through¬ 
out the country. A wide margin of liberty should be allowed to individual 
medical schools and Universities to develop their own potentialities and even 
to experiment. Reforms and improvements can more easily and quickly be 
brought about in this way. Where reforms have to await agreement among 
a large number of institutions, the results are invariably a compromise, and 
a sense of frustration is developed in those institutions, which desire to initiate 
reforms. 

(/) Internship as Home Surgeon or Physician .—There should be, for all 
students, one year of internship after the final qualifying examination and the 
authority responsible should certify that that internship has been satisfacto¬ 
rily fulfilled. This period should not give the student the rights of a full 
practitioner, but during it he should work under the supervision of a Senior 
Officer. 

That the conditions under which hospitals should be recognised foT intern¬ 
ship should he considered and definite rules laid down by the University. 
Such hospitals should be periodically inspected and reported upon. 

The intern should not displace senior housemen, clinical assistants and 
resident assistants. The need for such senior housemen will be all the greater, 
for effective supervision and help. 

A cartful record should bo maintained of clinical work carried on and 
sucli rrcords should be certified by the Senior Officer under whom the student 
works. 

During this period, in whichever ward ho is posted, the intern should 
perform duties in the out-patient department and should work in the clinical 
pathological laboratories. During the whole of this period, he should be 
carefully supervised and guided. 

That there should be latitude given to the authorities concerned to post 
the intern to any of the following assignments provided a three months ’ intern¬ 
ship in a public health unit is always included. 

1. Six months surgical or six months medical work. 

2. Four months medical, four months surgical or four months obstetrical 
work, 

3. Three months rotation including, medical, surgical, obstetrical work 
and public and rural health centres. 

That the numbers of beds assigned to each intern should be between 
10 and 20. 

That the intern should be given free residence in the hospital and should 
receive a subsistence allowance of Rs. 60 to 75. 

That, as far as possible, the intern should spend six months in a primary 
teaching centre either in the first or the second half of ths period. 
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That, during the period of internship, a few lectures on medical and lejal 
responsibilities should be given by a person selected by the University. 

Essentials in a hospital approved for interns. 

The hospitals approved for the training of interns during the 
last year of the graduate course should comply with some general 
basic principles. In enunciating these principles it is not intended 
to interfere with the administration, or the general policy, of 
individual hospitals which may be recognised for the above purpose. It it 
however believed that, in the interests of better medical education and of 
improved scientific and ethical care of the patients, there should bo a wide 
agreement on the minimum requirements to be met regarding conditions of 
service, organisation of training and educational facilities available at such 
institutions. It is therefore considered that an acceptance of these general 
principles by the hospital authorities is necessary, if they intend to take up 
the training of interns. 

I. Hospitals eligible for approval. —Only general hospitals should be 
eligible, which have at least 100 beds with a minimum daily average of 75 
patients, and which provide a variety of medical, surgical, obstetrical and 
pediatric patients either in the hospital proper or through suitable affiliations 
with other institutions. 

II. Organisation — The organisation should consist of a Governing Body 
having authority and responsibility to execute the decision arrived at by such 
a body. In the case of Government, or Municipal, institutions this body 
should have statutory powers conferred on it, enabling it to give effect to its 
resolutions within the framework of the general policy and within the limits 
of the budget provisions sanctioned by the Government or the Municipality. 

An Executive Officer, or a Superintendent, should be responsible for the 
actual carrying out of the resolutions adopted by the Governing Body. The 
Executive Officer should be assisted by adequate and competent personnel. 
Such an officer should be selected on an All-India basis and should not be 
appointed for a period of less than five years. 

III. Staff. —The appointment of the staff constitutes the most essential 
feature in the organisation of an institution. The staff should be composed 
of regular physicians who are properly qualified as to training, lice r sure and 
ethical standing. 

1. Senior Staff. —There must be an organised staff of physicians who 
hold the degree of doctor of medicine, or an equivalent post-graduate quali¬ 
fication, from acceptable medical colleges; who are of unquestioned profession¬ 
al and moral integrity ; who are proficient in general practice, or in the special 
fields to which they devote, themselves ; who give personal attention to the 
patients under their charge and who will provide adequate facilities, instruc¬ 
tion and that sympathetic cooperation without which interns and graduate 
students cannot obtain the practical training for which they are serving the 
hospital. 

2. Graduates in Medicine. —The hospital must not only confine member¬ 
ship of its staff to reputable practitioners who have obtained post-graduate 
degrees but should also select a junior staff from suitable graduates in medi¬ 
cine. The conditions regarding ethics and character must apply to every 
person permitted to treat or prescribe for the sick in the hospital, or in any of 
its departments. Conditions regarding graduation do not apply to the 
treatment of patients by nurses, messeurs, and technical assistants whs* 
acting under the orders of any physician on the attending staff. 
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3. Staff Conferences. —The hospital staff should conduct a regular moot lily 
staff confere nce at which the work of the various hospital department s is 
considered and where interesting hospital rases and selected autopsy reports 
may he presented for general discussion. The interns should bo expected to 
attend these- meetings and should be encouraged to take an active part in the 
- discussions. 

IV, Nurses. —A competent nursing staff should be provided by employing 
a sufficient number of nurses who are graduates of schools of nursing recognis¬ 
ed by the registering auth irity for nurses, or by maintaining a school for their 
training. All nursing should be supervised by qualified registered graduates. 

V, Records. —The accumulated experience of most of tho teaching hospi¬ 
tals in other countries has shown that no improvement in the treatment ol 
patients and the training of medical students could be effected without the 
organisation and functioning of an efficient department of medical records. 
An adequate Tecord system should therefore be maintained in all approved 
hospitals. No particular system or set of forms is recommended since require¬ 
ments are not the same under varying circumstances. The average case 
record should conform to tho following standards :— 

1. The case records should be comprised of complete histories giving the 
patients complaint, phj’-sical examination at time of admission to the hospital, 
preliminary diagnosis, laboratory findings, description of operation, if any, 
progress notes, final diagnosis, condition on discharge and, in case of death, 
autopsy findings if secured. 

2. Case Notes.—The histories should show, by signatures or initials, all 
persons writing them, or parts of them, as well aB the staff members by whom 
the histories are verified. Likewise, all orders and progress notes should be 
initialled or signed. 

3. A competent clerk should have charge of the records pertaining to 
patients. To be of educational value tho records must be so handled as to 
be readily accessible when desired for special study or referenoe work. There 
•hould be an alphabetical indt x of patients, with cross files according to diagno¬ 
sis, operations, etc. Lists should also be kept of patients according to depart¬ 
ments, i.e., medical, Burgical, obstetrical, padiatric genitourinary, gynaecolo¬ 
gical, eye, ear, nose and throat, tuberculosis, etc., and of hospital days or daily 
average of patients, deaths and autopsies. Histories should be filed so as to 
be easily accessible. Complete monthly reports and annual summaries should 
be prepared covering the various hospital departments. 

VI, Laboratories.— A clinical laboratory in the hospital should be equip¬ 
ped both for the ordinary routine tests, and also for the more technical bacterio- 
»gic, serologic, chomical, basal metabolic, and tissue examinations. A 
aompotent physician-pathologist (not only a trained technician) must be in 
charge of the laboratory, who shall supervise the work in general and person¬ 
ally examine all tissues from the operating rooms and furnish reports of gross 
•r microscope findings ab indicated. Records must be kept in the laboratory 
of all work carried out by the department, and copies should be filed with the 
patient’s clinical record. 

2. All tissues removed in the operating room should be examined, des¬ 
cribed and diagnosed by a competent pathologist, excepting tissues, such »» 
to nsils and teeth, in which the pathologic changes are quite obvieus- 
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A physician-pathologist should be employed on a full-time or part-tima 
basis. When this is not practicable, arrangements should be made with a 
consulting pathologist for tissue diagnosis, post-mortem work and the inter¬ 
pretation of tho more complicated tests and determinations in clinical and 
surgical pathology, as well as in gcnoral clinical laboratory work. Tho patho¬ 
logist should preferably be one who has received specialised training after 
graduation for at least one year in Clinical Pathology at an institution recog¬ 
nised for this purpose. 

3 In as much as the percentage of autopsies has come to bo recognised 
as an index of the educational activities in a hospital, no institution should ho 
approved for the training of interns which does not have a record of autopsies 
•f at least 15 per cent This condition may be difficult to comply with in all 
parts of India at present, but it should be the aim and endeavour of all hospi-. 
tals to attain to it in the course of the next ten years. The autopsies should 
preferably be performed in tho hospital by, or under the supervision of, the 
hospital pathologist who has special knowledge of this type of work and who 
can furnish reports that include a summary of the clinical records and a detail¬ 
ed description of gross and microscopic findings. 

VII. Library. —1. A separate, suitable reading room in the building 
should bo provided for the use of the medical staff and the interns. A librarian 
or library clerk should bo appointed to look after the issue and care of books 
»Dd journals. 

2. A n annual grant of at least Rs. 1,000 should be allocated for books and 
periodicals (».e.,excluding salaries of staff and cost of furniture, etc.) and of this 
amount at least Rs. 500 bo spent on current medical periodicals (foreign and 
Indian Journals). The balance to be spent on reference books, monographs 
and annual review^. 

3. It is essentia] that all journals should be bound at the end of tho year 
and kept for reference. 

4. An initial expenditure of about Rs. 5,000 for purchasing reference 
books, etc. and perhaps including a microfilm reador would bo a desirable 
addition. 

The above suggestions Telate to a hospital with 100 beds. For bigger 
hospitals with a larger staff and facilities for training a larger number of 
interns, a correspondingly larger expenditure on library facilities would be 
desirable. 

VIII. Department of Radiology. —This department should be equipped 
for at least roentgenographic-and roentgcnoscopic procedures and must be 
directed by a physician roentgenologist who is properly qualified for the work 
which the department, purports to do. Records of tho work carried out must 
be on file in the department, and copies should be filed with the clinical charts. 

IX. Records of Interns' Work. — Each hospital should keep a weekly or 
monthly record of each intern’s work. This information is most conveniently 
supplied to the superintendent of the record office by the interns themselves 
on special forms where space is provided for the following :—Period covered ; 
service ; number of patients admitted on service ; number of histories and 
physical examinations ; nuifiber of anesthetics given ; number of operations 
assisted at ; number performed ; number of deliveries attended ; number 
performed ; autopsies attended ; hours in laboratory ; lectures attended ; 
clinics attended, etc. 
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X. Admission to the Approved List.— App'ieation for Approval. Hospi¬ 
tals that wish to be accredited for intern trainin * should apply to-the Council 
on Medical Education and Hospitals, or such or 'inisation as may be properly 
constituted by the Universities. A list of approved hospitals should bo circu¬ 
lated to the different Universities and the hoads of medical colleges at stated 
intervals, 

FART II. 

The requirements of a Medical College, 

(Note. —This subject is brought to tho notice of the authorities concerned 

bocausc of its importance in the light of new developments.) 

(1) As a result of tho survey of medical education, it is hoped that medi¬ 
cal colleges will consider the need for reorganisation and that plans for exten¬ 
sion and improvement of existing structures and facilities will be prepared. 

(2) Active steps are being taken in several provinces to convert medical 
schools to medical colleges. 

(3) It is expected that as a result of tho recommendations of this Com¬ 
mittee different provinces will open new medical colleges and plan them on 
modern lines. 

It seems, therefore, desirable that there should bo set down a general 
idea of tho requirements of an ideal medical college. 

The ideal medical school should bo capable of providing tho student with 
tho whole of his medical education, from the time of his entering the school 
until he is qualified, after which a resident post should bo found for him, 
either in his own school or elsewhere, before ho goes into practice. 

Site .—To allow adequate room for tho erection of a medical school, it is 
suggested that a site of from 100 to 150 acres in extent, should be available 
to accommodate : - 

(a) The Medical School with its pie-clinical departments. 

( b) A General Hospital. 

(c) A series of special hospitals, institutes or units. The whole site 
should form a teaching hospital centre, and its component parts should be 
comprehensive enough to provide the nucleus of teaching in all subjects, 
as well as the direction of research and of post-graduate studies. Each 
of the institutes or units should be flexible enough in construction to allow 
for expansion if necessary. 

(d) Quarters for a full-time staff. 

An alternative suggestion is that the teaching centre shall provide units- 
for the specialities to be utilised for undergraduate teaching, while special 
hospitals are located within a convenient distance and utilised for the instruc¬ 
tion of post-graduates, and specialists who aspire to become consultants. 

Number of students. —This must depend both on the accommodation and' 
facilities available in the pro-clinical departments and on the number of beds 
aud the clinical material available in the associated hospital. 

The number of students that should ho admitted into a medical school has 
been the subject of considerable discussion. 

It has been suggested— 

(1) that 50 admissions a year is desirable', 

(2) that 60 to 70 should be. an optimum, and 

(3) that normally 100 should be the maximum. 
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In the medical school proper there should bo an adequate number of large 
and small lecture Halls ; laboratories, preparation rooms, etc. ; a library and 
reading rooms ; common rooms ; a department of research with special facili¬ 
ties. 

Well planned and well equipped laboratories, however, cannot provide 
satisfactory service unless they are manned by an adequate number of suit¬ 
ably trained technical assistants. The selection of these should not be by the 
haphazard methods of the past. Their training should be systematised by 
instruction in technical schools or departments, and they should be ade¬ 
quately paid. 

As distinct from individual departmental requirements, certain facilities 
and equipment of a general character are needed. Museums, including a 
radiological museum, should be readily accessible to all students and should 
contain sections specially arranged for teaching purposes. Means both for 
taking and for showing cinema films to students should also be provided. 

Many departments such as Biology, Anatomy, Physiology, Pathology, 
Experimental Medicine and Surgery, Pharmacology, Bacteriology and Mid¬ 
wifery as well as the research unit require to maintain live stock. This need 
is best and most efficiently met by organising a central animal farm under the 
care of a Veterinary Surgeon, whore Genealogical Histories would be kept. 
Each unit could indent on the farm but should have its own animal house 
under proper conditions where the department would carry out its investi¬ 
gations. 

The actual accommodation of the departments should bo on an ample 
scale so as to permit of any expansion to meet future requirements in the 
advance of medical education. Not infrequently work has bad to be carried 
on under cramped conditions as old buildings have become out of date and 
inadequate for the expanding work of medical education and research. 

Hospital accommodate n.—The hospital in a teaching centre should be so 
designed and organised as to meet both the needs of the patiente and the 
requirements of students and also to be suitable* for the research work of the 
staff. Wherever post-war construction of teaching centres or reconstruc¬ 
tion of such centres may be needed opportunity should be taken to see that all 
three aspects of work carried on in a teaching centre are fully provided for. 

It is very desirable that a teaching hospital should be provided with 
proper residential accommodation for its full-time junior staff, for its students 
in their last year of study and for interns. 

Number of beds required in a teaching centre .—The number of beds required 
should be based in gontral on the numbor of students admitted in a year. 
It may be stated that there should be 10 bods per student admitted, and that 
half this number should bo for general medical and surgical cases in equal 
proportions, and the other half for the specialities, which should be provided 
for within the area of the teaching centre. 

A rough plan would bo to provide, in a 1,000 bed hospital, for— 


Medical 





Beds. 

250 

Surgical 





250 

Obete'rio 





100 

Gynaecological ,. 





50 

Ophthalmic 





50 

E. N. T. 





30 

Dermatology 





20 

Radio-The; apeutios 






Tuberculosis 





20 











118 


Dental 




Beds 

10 

Orthopaedic with fractures 




50 

Pediatric .. .. 



t , 

50 

V. D. 


. # 

• • 

25 

Others 


. , 


25 

Research pool .. 


* • 

. . 

50 


It should be emphasised, however, that the number of teachers rather than 
the amount of clinical material or beds available should determine the numbor 
of students annually admitted. 

There should be in each teaching hospital 

1. Lecture rooms for clinical demonstrations 

2. Test-rooms. 

3. Out-patient departments. 

Lecture rooms. —There should be two main lecture rooms for the whole 
hospital, to seat at least 100 and equipped with black boards, facilities for 
micro-projection and for wheeling in patients, with an ante-room where they 
could be accommodated until required for demonstration. 

One small clinical demonstration room for each unit, to accommodate 
about 30 students, is desirable. 

Test rooms. —There should be one test room (ward laboratory) provided 
for each clinical unit. There should be at least one test room for the out¬ 
patient (general) and one test room for the skin and venereal departments. 

Clinical laboratory.— There should bo a large woll equipped central labo¬ 
ratory for the whole hospital, where the more complicated tests, Bacteriologi- 
cal, Pathological and Biochemical, will be conducted. 

Out-patient Department. —In many hospitals, perhaps the least well 
equipped and organised section is the out-patient department. Yet this 
department furnishes a wealth of clinical material for teaching purposes and, 
forming as it does a link between domiciliary practice and institutional prac¬ 
tice, should bo of tho gre atest value for teaching. The first essential in all 
out-patients departments is to make the out-patients comfortable during tho 
long period of waiting. There should be adequate waiting, examination and 
undressing rooms, and arrangements made for some form of canteen service. 

It is desirable to have separate small cubicles where the teacher may 
systematically examine the patient and demonstrate to the students. The 
mixing up of old and new cases is not desirable. Careful records should be 
kept, and an intelligent secretariat should be maintained for cataloguing and 
indexing the cards, and for issuing them to the patients. Every special 
department should have its own out-patient clinic. 

The need for special laboratory facilities and for a diagnostic radiological 
outfit need not be emphasised. 

The medical and surgical out-patient departments should be conducted 
by the medical or surgical units on their respective days for admission, and 
the students posted to the unit should attend the out-patient department 
on such days. Depending on the. number of out-patient cases, it may be 
necessary for more than one unit (Medical or Surgical) to attend. 

There should be a well organised casualty department in each hospital, 
situated in the out-patient department and every student should receive 
instruction in accident work. 

Adequate range and variety of cases and the linking up of hospitals for 

teaching purposes. 
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Regionalisation of hospitals for undergraduate and post-graduate teach¬ 
ing will be of considerable use in as much as it will be possible to draw a great 
variety of cases from these hospitals for teaching purposes. The hospitals, 
if properly staffed, could be used for posting junior students as medical 
clerks or surgical dressers, for posting housemen and for refresher courses 
for students who had failed and were required to put in an additional thre* 
months work. 

hehabilitation centres .—Rehabilitation centres should be available at 
a convenient distance for use by teaching hospitals so that convalescents 
and chronic cases may be transferred to such centres and be under the care 
of a trained staff sent from the teaching hospital. Such centre, besides giving 
reasonable rest for the patient, would relieve the congestion in teaching hos¬ 
pitals and would enable the students to follow up cases by a weekly visit with 
a member of the senior staff. 

Staff of the Medical School and Hospital.—The preclinical and clinical 
laboratory staff should be full-time, the heads of .the respective department* 
being full-time professors with a sufficient number of senior and junior 
assistants and demonstrators. There should be 1 teacher for every 8 or 10 
students, the number of demonstrators being restricted to two-fifths of the 
total staff. In all practical classes there should be at least 1 teacher to super¬ 
vise 15 students and the practical classes should be small, the total number 
attending at a time being limited to 30 or a maximum of 40. 

Clinical Staff. 

Types of teacher .—There are three types of teachers who may be em¬ 
ployed :— 

1. Heads of departments in charge of units.— Those may be in charge of 
the three units of medicine, surgery and midwifery. These should be full¬ 
time. 

2. Part-time teachers. —Part-time clinical teachers are valuable as they 
are in contact with the problems of general and consulting practice and can 
provide a variety of experience and teaching. They must, however, devote 
an adequate part of their time to teaching, and should receive remuneration 
for teaching duties and hospital services. Surh salaries should carry with 
them definite obligations in this respect. 

3. Senior and junior teachers .—These should be availal h in efficient 
numbers. The senior teacher is best fitted for practical teaching, while tho 
junior teacher is best fitted for the inculcation of routine methods of examin¬ 
ing patients and for assisting the student with problems arising during bis 
studies. 

In making appointments to the staff of a teaching hospital teaching 
ability should carry due weight. 

Full-time staff {clinical ).—F all-time heads of the departments of Medicine, 
Surgery and Obstetrics, together with full-time assistants, are needed to 
organise teaching and research in the subjects. 

The full-time professor should, however, have no control over the clinical 
work of part-time teachers, nor exercise any authority over other members 
of the staff who are not working under him directly, except in the matter of 
coordinating teaching in the department concerned. "With goodwill on 
both sides and with a genuine interest in teaching an harmonious relation- 
*hip ought to exist and the full-time head of the unit should be looked to 



for help and advice in regulating teaching in the best interests of the school. 
For purposes of clinical lecture demonstrations, the clinical material of the 
hospital should be made available to all teachers (clinical and pre-clinical). 

A full-time professor should be appointed without the right of practice. 
Such a person should be selected for his outstanding abilities and should have 
had a large experience of the piactice of his profession, both domiciliary and 
institutional. His ability to teach and to enter into cordial relations with 
his colleagues should be taken into consideration. His salary should be such 
as to secure the right type and to free him from all financial embarrassment. 
A salary of Rs. 1,500—2,000 is not excessive. 

The junior teaching staff, as well as one or two senior assistants, should 
hold whole-time salaried posts and should have no right to practice. 

Part-time appointments. —Part-time clinical teachers are of value a® 
they are in contact with problems of general and consulting practice and 
are best fitted to train future genera! practitioners. By their number they 
provide variety of experience and teaching. They must, however, devote 
an adequate part of ( heir time to teaching. AH hospital teachers in the clinical 
period should receive salaries* In the part-time posts, outside consulting 
work must not be allowed to impair the efficiency of hospital work and teach¬ 
ing, and some arrangements as to supervision and control should be made 
by the authorities of the hospital concerned. Regular attendance and regular 
hours of teaching should be observed by all members of tbe teaching staff ; 
and other distractions, whether of administration or professional work, 
should not be permitted to prejudice this essential work. 

Status of teachers .—It is of fundamental importance that medical teach¬ 
ers should have complete freedom in the control of the beds in their charge 
and in their methods of teaching and treatment. The teacher should have 
full clinical charge of the beds allotted to him subject only to the general 
administrative supervision of the Dean, or Superintendent, of the hospital. 

Salaries may vary in the different grades but should be such as to attract 
in each grade the right type of person. Part-time clinical teachers may be 
appointed for a period of 5 years in the first instance and may be con¬ 
tinued for a further period of 5 years subject to a satisfactory review of work 
at the end of each period. 

The following scales are suggested : 


Full-time Head .. 

Full-time Sonior Assistant 
Full-time Junior Assistant 
Part-time non-professional staff 
Part-time Junior staff 
Registrar 
Senior residents 


Rs. p. m. 
1500 to 2000 
500 to 1000 
300 to 600 
500 

250 to 360 
300 to 450 
200 to 300 


For all full-time posts reasonable arrangement for study leave should be 
made. Facilities for study leave should also be available for part-time teach¬ 
ers when reappointed to their posts. 

Library .—The position of the library should receive special consideration 
in a Medical College. It must be confessed that, in the past, library facilities 
both for the staff and for the students have been rather meagre. In medicine 
new hooks and new editions are constantly being published and no member 
of the staff can be expected to possess a complete library of his own. Medical 
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journals have also’Ao te obtained in more than one language* A College 
should therefore make generous provision annually tor its library. At the 
same time care should be taken to see that such facilities are made available 
to all members of the staff, and that a few senior members should not have 
a monopoly of the latest literature. Subject to the needs of the staff, the 
medical practitioners of the locality should have access to these books in th* 
library premises, but not for taking away. 

The need for a section of the library being reserved for stir dents deserves 
emphasis. The heads of the departments should carefully select suitable 
books and see that they are made available to students. More than one 
copy may be needed in some eases. A proportionate allotment of funds 
should be spent on the students’ library. This may be fixed at one-fourth 
of the total allotment. It is desirable that medical journals should also be 
made available to students, and that some selected journals should be kept 
in the students’ reading room. 

A well qualified librarian, preferably one who knows more than one 
modern European language, should be appointed on an adequate salary. 

Selection of Medical'. Students. —This has been the subject of careful study 
in many countries. It is generally recognised now that, in the profession 
of medicine, the doctor is dealing with people rather than with 
abstract diseases. Although a scientific attitude is necessary in a doctor 
it is not absolutely essential, and character, culture and ability to deal 
with men often provo to he more practical attributes. 

The selection of the best students is difficult and demands considerable 
experience. It may, however, be stated that while emphasis should undoubted¬ 
ly bo laid to a certain extent on academic attainments, a great deal has 
also to be placed on the previous college record, personality, physical fitness 
and character as judged by the share taken bv the candidate in school and 
college activi its such as sport, dramatic and debating societies and in public 
service. The general suitability of a candidate should be finally determined 
in a personal interview by a selection committee. 

Women students. —In view of the large numbers of women doctors needed, 
every medical college should admit women students in reasonable numbers, 
and for some years special facilities should bo made available in order to 
attract them. It is significant that, with the exception of the Government 
of Madras, which.gives free medical education to women students, no other 
provincial Government has so far given any special facilities to women. 
Yet the need for women doctors is greater in Northern India than elsewhere. 

A due proportion should bo maintained of mon and women doctors. 
The wastage is greater in the case of women doctors, both during training 
'and subsequently. The ultimate proportion of men to women students 
should bo approximately throe to one. 

Summary of recommendations on the selection of students. —That in the 
selection of students the academic record should be given its due weight 
but phvsical fitness and any special athletic record, .inter-collegiate or inter- 
University, should bo taken into account. When aptitude te3ts are avail¬ 
able, they should be utilisod in the selection of students, while a personal 
interview will serve a useful purpose. 

That in judging academic records the University record should be taken 
into account. It is not desirable to hold a separate academic lest to judge 
the standard. 
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Recommendations as to women’s education and the selection of women 
candidates. — That in view of the large number of women doctors needed, 
more medical colleges should be open for women. 

That facilities should be made available, by way of free studentships 
to encourage more poor and deserving women students to study medicine. 

That the question of taking bonds from them to serve as Doctors for 
a certain period should bo ultimately dropped. 

Research .--General questions of medical research and the manner in 
which research should bo organised, fostered, and encouraged are being dealt 
with by a separate sub-committee, but the place of research in a medical 
college needs consideration here. 

The whole attitude of medical colleges towards research should be en¬ 
livened. It should bo realised that a medical college does not entirely 
fulfil its functions if it contents itself only with training doctors and treating 
pationts. Tho advancement of knowledge should be the third objective 
of every teaching unit. 

In all teaching hospitals sufficient funds should be available for rcsearchi 
and tho post-graduate education of the younger men should include ample 
opportunities for training in methods of original investigation. A block 
of beds should be set apart for a research unit and should be made available 
undeir suitable supervision, for teaching as well as for research. 

There should be an advisory committee in the Hospital, on which should 
be representatives of the clinical, pre-clinieal and scientific departments, 
which will advise as to tho best provision to he made, for young medical 
graduates to be drilled in research methods. 

Deans of colleges and hospitals, —The administrative responsibilities of 
colleges and teaching hospitals, the care of the students and the varied duties 
imposed on heads of institutions make it necessary to consider whether Deans 
of colleges and hospitals should not be appointed as whole-time officers with 
little or no teaching or clinical responsibilities. It is impossible for a person 
who is the head of a department to have the time or tho energy to undertake 
these responsibilities without tho sacrifice of some part of his more import¬ 
ant duties. 

The Dean should bo appointed for a period not exceeding five year® 
and should be selected from among tho full-time professors. During thi® 
period he should have no clinical or teaching duties. 

Age of Teaching Staff. While there maybe exceptional cases where 
members of the teaching staff can carry on their duties efficiently to an ad¬ 
vanced age, it is desirable in general to limit tho age to 55. Facilities for 
tho continuance of research work should, however, bo available to such 
officers, should they desire them after retirement. 

Grants to teaching centres. The question of assisting teaching hospitals 
by educational grants deserves careful consideration. Medical colleges 
are now managed by— 

(I) Provincial Governments. 

(‘2) Municipal Corporations. 

(31 Private bodies acting us Trusts or Corporal inns. 

(4; Mission Agoncies, 
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So far there are no colleges managed by the Government of India direct, 
nor have any grants been specially givon to medical colleges managed by 
any of the above bodies. 

In the report of the Central Advisory Board of Education, the suggestion 
has been put forward that there should be a University Grants Committee 
erected, on the lines of the Grants Committee, to rtcommend treasury grants 
to various educational institutions. If such a committee is constituted, the 
medical college proper— i.e., the laboratories and departments of pre-clinical 
and clinical sciences, will share with othor colleges of science in the allocation 
of grants. The amenities for students should also be considered. 

For creating improvements in medical education, however, it is important 
that (1) teaching hospitals should receive grants with a view to ensure proper 
standards in teaching, treatment and research. The teaching hospital will 
have much greater commitments in salaries of teachers, and the nu nber of 
men omployed will be much greater than in a non-teaching ir atitutio a. The 
hospital will require the services of full-time teachers who have maUe a mark 
in their profession, while part-time teachers should also be paid for their 
teaching and hospital duties. (2) The supply of proper accommodation for 
House-men, Junior and Resident staS and Deans, the equipment and special 
instruments needed, the laboratories, lecture rooms and cubicles for clinic 
both in the in-patient and out-patient departments, the better equipped 
operation theatres neodtd all these require special grants. In the past, 
much of this accommodation and equipment has not boen made available, 
w;tn the result that teaching has too often suffered. 

A special “ Teaching Hospitals’ Grants Committee ” should be set up 
to recommend, obtain and award grants to these institutions, on the basis 
that the hospital does not fall below the standard of efficiency that should be 
aimed at by a properly equipped and conducted hospital. It may roughly 
be stated that a teaching hospital requires 25 to 35 per cent extra money for 
expenditure on items such as those mentioned above. 

The grant may be based on two calculations— 

(1) A basic allocation taking into consideration the number of 
students and the range of services available. 

(2) A supplementary allocation related to special needs and the special 
features of individual institutions. 

The distribution of the grants by this committee should be without 
prejudice to, or interference with, grants which may be given by the proposed 
University Grants Committee, 
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APPENDIX 29. 

Scheme fur the training of the basic doctor during his undergraduate course in 

preventive medicine and. public health. 

The Sub-committee dealing with the curriculum tor the training of the 
“ basic ” doctor dealt with the subject of undergraduate training in public 
health and preventive medicine at its meeting on Tuesday, 4th July, 1944. 
Among the papers circulated, an Interim Report of the Social and Preven¬ 
tive Medicine Committee of the Royal College of Physicians, London, (Octo¬ 
ber 1943), a note by Dr. J. B. Grant, on “ undergraduate training in preven¬ 
tive medicine and public health ” and another note by him on “ Hospital 
focial service ”, received special consideration. 

The following recommendations wore made by the Sub-committee:— 

1. Tho scheme of training for the basic doctor should incorporate the idea 
tuat the teaching of preventive and social medicine should permeate the whole 
course. The interim Report of tho Royal College of Physicians (Octobor 1943), 
on this subject must be consulted for a picture as to how this can be 
done by teaching in these matters running parallel with that of the three cli¬ 
nical subjects for a three-year course. 

2. Tho department of preventive medicine and public health in a medical 
college must bo provided with the same standard of academic facilities as are 
accepted as essential for the prc-chnical and clinical departments. This im¬ 
plies a full-time staff provided with facilities for the investigations of health 
problems in university controlled rural and urban community centres in which 
tho student can be given opportunities of participation in supervised health 
work. The training in preventive medicine given, to the student should be 
on the linos described under the heading “ (B) Preventive Modi ino for the 
General Practitioner ” on pages 2 <fe 3 in Dr. Grant’s note “ Undergraduate 
Training in Preventive Medicine and Public Health ”. The method of tea¬ 
ching described is that which was developed in a modern college hospital and 
is quoted below for the sako of easy reference 

“ Patients residing in the Area who visited the hospital were utilised for 
follow-up from tho preventive standpoint. Preventive teaching was based 
upon the following generalisations : (a) The primary aim of medical educa¬ 

tion is the preparation of general practitioners, (6) the goal of the medical pro 
fession should bo medical service both preventive and curative, (o) a preven¬ 
tive habit is necessary to induce the general practitioner to adopt in his daily 
practice of medicine an attitude and spirit of scientific prevention, (d) habit 
can only bo cultivated through the repetition of tho same function under cer¬ 
tain conditions. A preventive habit in clinical medicine can only bo cultiva¬ 
ted in the practice of clinical medicine and not elsewhere. 

Tho procedure adoptod was as follows : (a) individuals for preventive 

study wore obtained through the hospital and outdoor, (b) investigation of the 
social-environmontal factors of the cases and the microbiological aetiology of 
the diseaso was undertaken by officers of the Health Station of the Aroa. 

( i ) Tho first visit was to investigate home environmental factors, per¬ 
sona] habits, family attitude and other social, health or related factors which 
might have a bearing on tho illness; 

(it) The second visit was to check the extent to which tho patient and 
family co-operated in following treatment and advice ; 

(tit) Subsequent visits were to collect any missing data and for follow-up 
of ths case 
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(u) Finally, at dismissal of a case, a summary was made of the findings 
including statements commenting on the value of the permeation procedure 
in the case. 

Duo both to the crowded clerkship period as well as that certain diseases 
more readily lend themselves to demonstration of prevention, preventive rou¬ 
tines were practised only in the following eleven categories :— 

1. Smallpox 

2. Diptheria 

3. Scarlet Fever 

4. Typhoid Fever 

5. Syphilis 

6. Gonorrhoea 

7. Tuberculosis 

8. Ante-natal cases 

9. Postpartum cases 

10. All children bolow age of five 

11. Infantile diarrhoea. 

A special officer from the Department of Public Health of tl.c College 
-was dotailed specifically to the hospital to supervise the cases and the stu¬ 
dents’ routines. Briefly the latter were as follows : All patients coming to 
the hospital from the area were designated by record forms of a special colour 
in order that students and hospital staff would be aware of the patients’ re¬ 
sidence. The Registrar notified the names of all such cases immediately to 
the Department’s medical officer at the Health Station. Each case was taken 
up by a health visitor until the case was closed and where indicated by a 
medical officer. The reports of the results of the preventive measures un¬ 
dertaken were sent from the Health Station for inclusion in the patient's 
hospital record. In the meantime, if the patient was a hospitalized case, 
the medical clerk after completing his clinical routines, and if the ease came 
under one of the 11 categories, would go to the patient’s home to determine 
the social-eiivironment or specific microbiological factors causing the disease 
*ncl diagnose the preventive measures that might be indicated in each instance, 
This the student would add to his record of the case. Then on ward-rounds, 
the student would present 2 diagnoses : first, as to the clinical condition ; and 
second, as to the aetiological factors together with, in each instance, the the¬ 
rapeutic recommendations indicated. Diagnoses and therapy would then be 
commented upon consecutively by the clinician and the public health officer. 
In case of death and autopsy, the case would be presented at the routine cii 
nical-pathological-conference where diagnosis, etiology and prevention would 
be discussed jointly by the pathologist, clinician and the public health officer. 
Preventive results o.~.er a period reported were : Failed 8%, Indifferent 25°/ 0 , 
Bencfitted 67%. The most essential factoT in “ failure ” or “ indifferent ”, 
was social oconomic in a community whose economic level was approximately 
that of urban India, the chief reason being that the College was not willing 
to provide the per capita funds for prevention which it provided for treatment. 
Thus while, on teaching grounds the hospital gave free treatment to 5 F >% of 
patients and costing several lakhs per annum in order to demonstrate clinical 
diagnosis and therapy, the few required dollars per case were unobtainable 
to prevent recurrence of the etiological causes bringing the case to the hospital 
in the first instance.” 

3. Public health administration has three objects in view, namely, the 
maintenance of health, prevention of sickness and early diagnosis and cure 
of disease. It Becks to achieve thcBo objects through organized community 
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effort in order to ensure their more effective fulfilment than if left to the res¬ 
ponsibility of the individual. In the training of the medical student the res¬ 
ponsibility for each of these different, aspects of public health is shared by 
various teaching departments. For instance, the teaching of the student in 
the medical knowledge necessary for the maintenance of health is the res¬ 
ponsibility chiefly of the Department of Physiology. That of prevention of 
disease is shared between Microbiology and Pathology ; and the teaching of 
the application of the methods of early diagnosis and preventive treatment of 
disease is a responsibility shared between the teachers of Clinical Medicine, 
Surgery and Obstetrics. The task of the Public Health and Preventive Me¬ 
dicine Department of the college is that of demonstrating to the student the 
utilisation of the instruction given in these several departments in the life of 
the community, through organised efiort, in order to achieve the 
three objectives outlined above. Such training can be given adequately 
only if the students are afforded opportunities to teach themselves through 
participation in the preventive health work carried out in a field centre under 
the direction of teachers, who arc the health administrators. Separate urban 
and rural centers will be required for each medical college because the environ¬ 
mental and other health factors associated with the two types of areas varj 
widely. 

4. An essential feature of such field training centres should be the pro¬ 
vision for the required administrative control to the authorities of the medical 
college concerned. A method by which such control, on a basis of cooperation 
between local health authorities and the management of the college can be 
secured, may be illustrated by describing the Singer Health Centre which has 
been recently organised under the joint auspices of the Government of India 
and the Government of Bengal and which provides a field training centre to 
the All-India Institute of Hygiene and Public Health, Calcutta. The Gov¬ 
ernment of Bengal and the Local authorities of the area included within the 
scheme together shoulder the financial burden for the health organisation that 
has been set up for the routine health administration of the centre. At the 
samo time the Government of India is coojicrating in the scheme by making 
available to the centre the technical advice and guidance which the Director, 
Professors and their Assistants of the Institute can offer. There is a Techni¬ 
cal Adviser consisting of the Director of the Institute, the Director of Public 
Health, the Surgeon-General with the Government of Bengal and certain other 
officials. The day to day administration is in the hands of a Committee con¬ 
sisting of the Professors of Institute. Tho recruitment of personnel is to be 
done by the Technical Advisory Committeo in order to ensure that the re¬ 
quisite standard of professional skill and training is secured. 

In order to give the staff of the Institute the requisite legal standing for 
active participation in the health administration of the area, the necessary 
legal powers and the status of health officers have been conferred on them by 
the Government of Bengal. 

5. From the point of view of the Provincial Government the main ad¬ 
vantage that the centre offers is that it provides facilities for the development 
and demonstration of efficient methods of administration and for the training 
of health personnel in these methods. Successive batches of different types 
of health personnel will have to be trained if an adequate expansion of health 
services in the province is to be attempted within a reasonable length of time. 
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6. From the point of the Institute the advantages are that the centie 
provides facilities corresponding to a teaching hospital for tin field training of 
the students as well as opportunities for the different sections of the Institute 
to investigate community health problems and experiments in methods of 
administration. 

7. Another fundamental requirement for organising the teaching of social 
medicine on sound lines is the provision of an adequate social service at¬ 
tached to tho teaching hospital. Such a service does not exist at. present any- 
whefo in India. The development of facilities for the training of hospital 
social woskers is therefore urgently requited. 

8. As regards lectures, 25 hours should be devoted to an introductory 
course in social medicine, this training being given as early as posable in 
order to orient tho outlook of the student. Perhaps the period which has been 
designated as a bridge bet ween the pre.-clinie,al and the clinical studies may 
prove suitable for tho purpose. Fifty hours of lectures on public health are 
recommended for the third year and another week, comprising in all about 
25 hours, between the 4th and 5th year, should be devoted to giving the stu¬ 
dents theoretical instruction regarding community health administration. 
Thus tiie theoretical training will total 100 hours. 

9. As regards practical training, it is essential that the student should 
get one month’s clerkship in the 4th year in the urban and rural centres to¬ 
gether. After the qualifying examination of the total period of one year of 
internship, at least, three months should be devoted to training in public health 
administration in the two types of centres. In view of the importance of 
the rural health problem in the country it is desirable that, of this period of 
internship, at, least two months should be spent in tho rural training centre. 
On the other hand, of the proposed clerkship of one month in the fourth year, 
the period may be equally distributed between the urban and the rmal cen¬ 
tres. 


m.-tiiBspc 
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APPENDIX 30. 

Estimates of staff for a medical college 'put. forward by the Qoodenough 

Committee. 

General Notes.— (I) The nature of the appointments is indicated as follows: 

W.T. (M) .. Whole-time appointment on staff of the medical school. 

W.T. (C) .. Whole time service within the teaching centre, although onlyapart" 

time member of the staff of the medical school. 

P.T. (C) .. Part-time teacher of medical school and part-time member of modi' 

cal staff of the teaching oentre. 

(2) The estimates arc considered reasonable for a school that admits 
approximately 100 students % year to both the pre-clinical and clinical parts 
of the course. 

(3) As stated in the report a common pattern of staffing for all medical 
schools would be undesirable. There are bound to be considerable local varia¬ 
tions. The estimates set out below are quoted merely to illustrate the scale of 
staffing which the Committee considers will have to be aimed at in future Pro¬ 
vision in the various departments not included among these examples should be 
of an order that will secure a proper balance. 

(4) It has been assumed that there will be a centralization of various ser 
vices and accommodation, such as animal houses, mechanical and carpentry 
workshops, photographic and art departments. The technical staff given 
in the examples below is exclusive of technical staff on such centralized services. 

(5) The provision for secretary-typists is intended for both medical school 
and hospital work of the departments. 

DIVISION OF PRE-CLINICAL STUDIES. 

Department of Anatomy. 

Assumption. —The department will be responsible for teaching histology 
and the morphological aspects of biology, as proposed in chapter 7 of the Re¬ 
port. 

1 Profeasor .. .. W.T. (II) .. Head of the department. 

2 Readers or senior Iec* W.T. (M) .. Normally the two readers will be specialist 

turorB. in those branches of anatomy in which the 

professor is not a specialist thus, if the 
professor is an embryologist, one of the 
readers might be a specialist in neurology 
and the other in the biological aspects of 
anatomy and posaibly also in histology. 

I Leoturers .. .. W.T. (M). 

Assistant .. .. W.T. (M). 

(It has been assumed that the above will, devote approximately half 
time to teaching and halftime to research). 

♦—8 Demonstrators .. W.T. (C) The number of demonstrators required will 

some may vary according to the amount of time which 

be W.T. (M). each person devotes tothe department. 

The estimate of 6—8 is based on the as¬ 
sumption that, on average, each demons¬ 
trator will spend 4 —5 half-days a week in 
the department of anatomy, spending the 
rest of his time in the clinical departments. 
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1 Teacher of radiological Probably 

anatomy. W.T. (0) but 

part-time 
<*.«. 2—3 

half-days a 
week) in 
anatomy 
department. 

Technical assistant) [all W.T. (M)] 

2 Grade A technical assistants 

2 Grade B technical assistants 

3 Grade C technical assistants. 

2 Laboratory apprentices. 

Cleaners. 

[See General Note 

Secretarial assistance. 

1 Secretary-typist .. W.T. (M). 


Preferably this teacher should be on the 
diagnostic side of the radiology de¬ 
partment of the parent teaching hospital. 


One, say, for dissecting room, etc., and the 
other for histology and embryology. 

One, say, for biological work and the other 
for photo-micrography. 


(4) above]. 


Physiology (Including Biochemistry', Pharmacology and Psycho¬ 
logy). 

Assumptions. — (1) The department will normally be organised in 3 sub¬ 
departments, nit. :--(») human physiology; (ii) biochemistry (including bio¬ 
physios) : (tit) experimental physiology and pharmacology. (In some schools, 
experimental physiology and pharmacology may form separate sub-depart¬ 
ments, while in other schools a sub-department of pharmacology might be 
associated with one of the clinical departments). 

(2) At the hoad of each sub-dopartment will normally bo a professor, 
reader, or senior lecturer. 

(3) One of the professorial heads of the sub-departments will act also as 
the head of the whole department. 

3—4 Heads of gub-depart- W.T. (M) .. Each a professor or reader or senior lecturer. 

ments. 

4 Leoturers .. .. W.T. (M) .. To act as deputies to heads of sub-depart¬ 

ments. 


8—10 Assistant lecturers, A few W.T. Distributed among sub-departments as re- 
assistants and demon- (M), the quired. As in the department of anatomy 

Strators. rest W.T. most of these teachers may be part-time 

(C). in the department of physiology and part- 

time in the clinical departments. 


Technical assistants [all W.T. (M)]. 
1 Grade A technical assistant 

3— 4 Grade B technical assistants 

4— 6 Technical assistants in training 


--'I 
•• > 


Distributed among the various sub-depart- 
raents as required. 


Cleaners. 


[See General Note (4) above]. 


Secretarial assistance. 


Minimum of 3 Secretary-typists [W.T. (M)]. 


DIVISION OF PATHOLOGY. 

Assumptions. — (]) The division of pathology will normally be divided 
into 4 departments, viz. (i) morbid anatomy ; (ii) bacteriology (Hi) che¬ 
mical pathology ; (iv) clinical pathology. 

(2) At the head of each department will be a professor, reader cr senior 

lecturer. 10A 
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(3) The director oi the division of pathology will he the departmental 
bead most suited to administrative work. 


(4) lire various departments will be responsible for the pathological work 
of the parent teaching hospital and perhaps also of certain associated tea¬ 
ching hospitals. 


4 Departmental heads .. 
4 Lecturers 


4 Resident assistants .. 


4 Demonstrators 
4 Demonstrators 


W.T. (M) 
W.T. (M) 


W.T. (M) .. 


1 

W.T. (M) | 
W.T. (C) S- 


Professors, readers or senior lecturers. 

One for each department. They will be per¬ 
sona of 4 or more years’ experience in their 
subject. 

One for each department. They will be per¬ 
sons who propose to make a career in pa 
thology. 

One whole-time and one part-time for each 
department. Some may be obtain¬ 
ing experience in pathological procedure* 
before embarking on a carreer in clinical 
medicine or surgery. 


In some places additional assistants may bo required in one or more of 
the departments. Additional staff, such as post-graduate trainees in patho¬ 
logy (i.e, men who intend to become pathologists but are not yet fitted to be in- 
charge of either routine work or teaching) and special research workers, may 
be distributed among the departments of the division as may bo convenient. 
Pathologists working with special departments have not been included. 


Technical a/mistants. 


Grade A technical an 
aistant. 

Grade B technical as 
eiwtnnt. 


Grade C technical 
a&Watant. 

Boy ii- training 
Cleaners 


Secretarial assistance. 
Secretary-typist 


[W.T. (M)]. 
Morbid 
Anatomy. 
1 


Bacteriology. 


4 (1 for post- 1 for media 
mortema. I for teaching. 

1 for muse- l for research 
urn, 

1 for teaching, 

1 for research.) 

2 2 

1 1 

1 1 

[See General Note (4) above]. 

[W.T. (M)]. 

2 (1 for post- 1 

inortems and 
museum). 


Chemical 

Pathology. 

1 

1 


Clinical 

Pathology. 

1 

6 (3 for hospita 
work, 1 
for teach¬ 
ing ; 1 for 
research). 


DIVISION OF MEDICINE. 

Department of General Medicine (Including Neurology). 

Assumption*.— (!) For the purposes of teaching and research the de¬ 
partment will have a whole-time professor of .medicine as its academic head,, 
and for teaching and research purposes will be organized on the lines des¬ 
cribed in chapter 9, paragraph 20. 

(2) The department will have 250 beds. 
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(8) The professor of Medicine will be the academic head of the division of 
medicine. 

1 Professor of medicine W.T. (M) .. Academic director of department and phy¬ 

sician in teaching centre. 

■2 Readers or senior lec- W.T. (M) .. One will be deputy academic director. Each 

turer. w ill be a physician in teaching centTe. 

< Physician* and assist- Most P.T. (C) : It has been assumed that these clinical tea- 

ant physicians. but some of chers will normally devote half-time or 

the junior more to the work of the teaohing centre 
assistant (including teaching and research), 

physicians 
may be 
W.T. (C). 

10 Assistants .. .. W.T. (0) .. Includes grades now some-timeB called Regies 

trar. Pour of the assistants should be re¬ 
sident. 

10 Pre-registration house- W.T. (C). 
physicians. 

In some medical schools there may be in addition to the professor of me¬ 
dicine other whole or part-time professors in this department, e.g., a profes- 
«or in neurology. 

Technical assistants. 

Ji Technical assistants of W.T. (M) .. To serve all departments of the division of 

various grades. medicine. 

Secretarial assistance. 

-6 Secretary-typists .. W.T. (M) . . To serve all departments of the division of 

medioine. 

[With regard to other departments in the division of medicine see General Note (3) 

above.] 

DIVISION OF SURGERY. 

Department op General Surgery, 

Assumptions — (1) For purposes of teaching and research the depart¬ 
ment will be organized on the same lines as the department of general medicine 
and will havo 250 beds. 

(2) Surgical specialities are included except ear. nose and throat and 
opthalmic departments. 

1 Professor of surgery .. W.T. (M) .. Academic director of the department and * 

surgeon in the teaching centre. 

3 Readers or senior lec- W.T. (M) .. Deputy academic directors of department 

turers. (one may be a reader in experimental sur¬ 

gery). 

■8 Surgeons .. P.T. (C) .. Devoting half-time to the work of the tea¬ 

ching centre (including teaching and re¬ 
search). 

10 Assistants ,, .. Some W.T.(O), Some will be resident, 

others P.T. 

(C). 

-8—10 Pre-registration W.T. (C). 

house-surgeons. 

In some schools there may be, in addition to the professor of surgery, other whole 
-time or part-time professors in this department. 

Technical assistants. [W.T. (M)]. . 

5 Technical assistants of .. To serve all departments of the division. 

various grades. 

Secretarial assistance. 

6 Secretary-typists ,. W.T. (M) .. To serve all departments of the division. 

[With regard to other departments of the division of surgery see General Note (3) 
Above.] 
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DIVISION OF OBSTETRICS & GYNAECOLOGY. 
Assumptions — (1) For the purposes of teaching and research the divi¬ 
sion will have a whole-time professor of obstetrics and gynaecology as its aca¬ 
demic head, 

(2) The division will have 100 obstetrical and 50 gynaecological beds. 

(3) The staff will be responsible for some domiciliary midwifery workr 
and for the teaching of both obstetrics and gynaecology. 

1 Professor .. .. W.T. (M) .. Academic director. 

1 Reader or senior lectur- W.T. (M) Deputy academio director. 

er. 

2 Obstetricians and gy- P.T. (C) ., Will be senior clinical teachers. 

naecologists, . 

6 Assistants .. .. W.T. (C) .. This number is desirable if the division is to 

train future specialists. 

7 House-surgeons .. W.T. (C). .. 

[One of the senior staff and one of the assistant physioians on the staff of the depart¬ 

ment of child health will be associated with the division of obstetrics and gynaecology in 
respect of the care and management of new-born infants.] 

Technical assistants, [all W.T. (M)]. 

$ Technical assistants of various grades. 

Secretarial assistance. 

3 Seorotary-typists .. W.T. (M). 



APPENDIX 31. 

Drift courses for the Bachelor of Dental Surgery Degree. 

Tl.e degree of Bachelor of Dental Surgery shall be awarded to a candi¬ 
date who having passed the Intermediate examination in Science of an ap¬ 
proved University with Physics, Chemistry and Natural Science as the sub¬ 
jects of study has put in attendance at approved courses of study for a period of 
not less than four years. There shall be four examinations, 1st, 2nd, 3rd and 
Final professional examinations for the B. D. S. The examination shall be 
written, Oral and Practical. The subjects covered in the different years of 
study shall be as follows :— 

Four years' B. D. S. Course. 

(Open to students who have passed the F.Sc. Examination medical 
Group, or equivalent examination). 

First Year. 

(a) Lectures :— 

1. Human Auatomy. 

2. Human Physiology with Histology. 

(b) Practical :— . 

1, Dissections and Anatomical Demonstrations in Anatomy. 

2. Practical Physiology with Histology. 

First Professional B. D. S. Examination in Anatomy and Physiology 
with Histology. 

Second Year. 

(a) Lectures :— 

1. General and Dental Materia Medica. 

2. General Pathology and Bacteriology, 

3. Medicine. 

4. Surgery. 

5. Human and Comparative Dental Anatomy, Physiology and Dental 
Histology, 

6. Junior Dental Prosthetics. 

(61 Practical :— 

1. Elementary Pharmacy and Demonstrations in General Materia Me¬ 
dica. 

2. Practical Pathology and Bacteriology. 

3. General Hospital Practice with instructions in Clinical Modicine and 
Surgery in the Hospital. 

4. Practical Dental Histology. 

6. Dental Prosthetics Laboratory Instructions. 

Second Professional B. D. S. Examination in General Pathology and Bac¬ 
teriology, Human and Comparative Dental Anatomy, Physiology and Dental 
Histology and General and Dental Materia Medica. 

Third Year. 

(a) Lectures :— 

1. Modicine, 

2. Surgery. 

3. Dental Surgery and Pathology with Dental Bacteriology. 

4. Senior Dental Prosthetics. Crown and Bridge Prosthesis. 

5. Dental Metallurgy. 

6. Operative Dentistry 
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(b) Practical »— 

1. General Hospital Practice with instructions in Clinical Medicine and 
Surgery in the Hospital. 

2. Practical Dental Pathology and Bacteriology. 

3. Dental Prosthetic Laboratory Instructions. 

4. Junior Tutorial Practical Class in Operative Technique. 

5. Dental Hospital Practice.. 

Third Professional B.D.S. Examination in Medicine, Surgery, Denta 
Surgery and Pathology with Dental Bacteriology. 

Fourth Ytar. 

\a) Lectures:— 

1. Oral Surgery and Anaesthetics. 

2. Orthodontia. 

3. Dental Radiology. 

(b) Practical* :— 

.1. Clinical Demonstrations in Orthodontia, Dental Radiology and 
Dental Surgical eases. 

2. Dental Prosthetic Laboratory Institutions, 

3. Senior tutorial Practical Class in Operative Technique. 

4. Dental Hospital Practice. 

Final Professional B.D.S. Examination 
Part A: — 

1, Dental Prosthetics including Crown and Bridge Prosthesis. 

2. Dental Metallurgy. 

Part B:— 

,1. Operative Densitry and Dental Radiology. 

2. Oral Surgery and Orthodontia. 
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APPENDIX 32. 

Syllalms for the ' Dijiloma ’ course in Pharmacy. 

Admission requirements, etc .—Matriculates or candidates with equiva¬ 
lent qualification will be eligible for admission to this course. Students 
with additional training in mathematics and science subjects will be given 
»pecial preference at the time of admission. The candidates must be not 
less than 15 years of age at the date of admission. The Matriculation cer¬ 
tificate or a certificate from the head of the institution in which the candi¬ 
date last studied will alone, be accepted as evidence of age. 

Persons who have passed the (.'ompoundership Examination under the 
"State Medical faculty of Bengal may join the Diploma in Pharmacy Course, 
if desired. Such students will be required to undergo training for one year 
only. The course of studies and special exercises whiejj they will have to 
take will be decided by the Pharmaceutical Council that will be created, 
subject to the final sanction of the local Government. 

Terms , lectures, etc .—The course of study will be for two years. A year 
■shall be split into two terms of four and half months each, inclusive of holi¬ 
days, for theoretical lectures and practical work in the institution. The 
last three months of the year shall be set apart for practical work either 
in recognised drug stores, hospitals, or manufacturing firms (apprentice¬ 
ship period). If this cannot be arranged, this period may be Bpent in the 
college laboratory doing special practical exercises under the guidance o 
teachers. The first term may be fixed from 1st July to 14th November 
and the second term from 15th November to 31st March. The apprentice¬ 
ship period will therefore fall from the 1st April to 30th June of each year. 

Every lecture shall cover a period of not less than 45 minutes inclusive 
of time allowed by the college rules for the assembling of the students. A 
period of practical work or class exercise or class examination of not less 
than 45 minutes shall he considered to be equivalent to a lecture. 

No student shall De considered to have prosecuted a regular course of 
study in any subject for an examination unless he has attended at least 
75 per cent, of the lectures delivered in that subject. 

The candidates must maintain laboratory note-books for all practical 
classes which shall be examined and marked by the examiners. The note 
books must be signed at frequent intervals by the Professor under whom 
the candidates work. 

Class examination, etc .—The candidates shall be required to pass an 
examination in each terra which will generally be held in the last week of each 
term and shall consist of written, oral and practical examinations in whieh 
due consideration shall be given to the credits obtained by the examinees 
during their whole sessional work. A student failing to pass in two subjects 
in a term will not be promoted to the next higher class. For those who 
fail in one subject only, a provisional promotion to the next higher class may 
be permitted, provided he submits to a fresh examination in this subject 
during the period of the second term. Fresh attendance at theoretical lec¬ 
tures and practical demonstrations need not be insisted upon unless the 
candidates have also failed in the practical part of the test examination 
or have proved themselves particularly backward in sessional work. A 
candidate who has secured the minimum pass marks in sessional work in 
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any subject at any examination, if re-appearing at the same examination 
in any subsequent term, may have his previous pass marks in the sessional 
work in that subject re-credited-to him. 

Final examination. —The final examination shall* be conducted under 
the auspices of a Board authorised to grant the diploma. The examination 
shall be held twice a year and shall consist of written, oral and practical 
examination. Sessional work will also be taken into consideration. Dip¬ 
loma will be granted after passing the final examination and on satisfactory 
completion of at least two apprenticeship terms in a recognised institu¬ 
tion to be decided upon by the “ Pharmaceutical Council 

A candidate who fails to pass the final examination may be admitted 
to one or more subsequent examination provided that he has attended a 
fresh course of instruction to the satisfaction of the Principal of the college. 
After four failures, a candidate shall not be admitted to any further exami¬ 
nation. 


Curriculum for the Diploma in Pharmacy Course, showing the distribu¬ 
tion of subjects to he taught in each term, and the number of lectures and 


practical classes. 


First year—First term : 

1. Biology—(i) Botany 

(it) Zoology 

2. Physics 

3. Inorganic Chemistry 

4. Anatomy and Physiology 

5. Pharmaceutical Arithmetic 

Total 


First Year—Second term : 

1. Physics 

2. Inorganic Chemistry 

3. Theory and Practice of Pharmacy 

4. Pharmaceutical Latin 

15. Hygiene, First Aid and Dressing : 
(i) Hygiene & Sanitation 
(ti) First Aid 
(in) Dressing 

Total .. 


Second Year—First Term : 

1. Organic Chemistry .. 

2. Pharmacognosy 

3. Theory and Practice of Pharmacy 

4. Despensing Pharmacy 

5. Forensic Pharmacy .. .. 

6. Pharmaceutical Economics .. 

7. Quantitative Analysis 


Theoretical 

Parotical 

classes per 

clasBeB per 

week (hours). 

wook (hours). 

2 

4 

2 

4 

2 

2 

2 

2 

4 

4 

1 


13 

16 


n O 

df ~ 


o 


•• 

;! 4 

2 

2 

!! i 

1 

o 

2 

. 

14 

12 


4 

4 


3 

4 


2 

2 


2 

4 


2 

... 


, , O 

's 


Total 


16 


22 
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Theoretical 
classes per 
week (hours). 


Second year—Second Term. 

1. Pharmaceutical Chemistry .. -. .. 4 

2. Theory and Practice of Pharmacy .. .. 4 

3. Dispensing Pharmacy .. .. • • 2 

4. Pharmacognosy .. .. .. .. 6 

5. Materia Medica, Pharmacology and Toxicology 4 


Total .. 17 


Pretical 
classes per 
week (hours), 

a 

8 

4 

4 


22 


The two-year curriculum for the Diploma in Pharmacy Course Showing the 
number of Lectures and Practical classes required. 


Biology («') Botany 
(it) Zoology 

Anatomy and Physiology 

Physics 

Inorganic Chemistry 

Qualitative and Quantitative Analysis, including cli¬ 
nical exa mination of urine 

Organic Chemistry .. .. .. .. 

Theory and Practice of Pharmacy (including Pharma¬ 
ceutical Technique and Operations, Examination 
of Pharcopoeial substances, ete.) 

Dispensing Pharmacy 

Pharmacognosy 

Pharmaceutical Chemistry ,. • .. 

Pharmaceutical Latin 

Pharmaceutical Arithmetic 

Pharmaceutical Economics 

Forensic Pharmacy 

Hygiene, First-Aid and Dressing— 

(i) Hygiene & Sanitation 
(if) First-Aid 
(iff) Dressing 

Materia Medica, Pharmacology and Toxicology .. 

Total 


Lecture 

Lab. 

Total 

hours. 

hours. 

hours. 

25 

30 

5 5 

25 

30 

55 

60 

30 

90 

60 

60 

120 

40 

60 

100 


120 

120 

60 

60 

120 

150 

150 

300 

60 

120 

180 

50 

90 

140 

80 

60 

140 

20 


20 

20 


20 

20 


20 

30 

•• 

30 

30 


30 

30 

30 

60 

15 

30 

45 

60 


60 

835 

870 

1,705 


Note :—The “ Syllabus ” is intended to indicate the subject matter that may. be 
profitably taught, the minimum amount of tira that should be spent in presenting such 
material to the students and the examinationsthat should be conducted to test the pro¬ 
fessional and applied knowledge of the candidates. It ig not designed to interfere with 
any flexibility in course of study or freedom in methods of instruction as may he thought 
fit by the teaching staff. 





APPENDIX 33. 

Sytlatus and entrance requirements for the proposed Diploma in PulAic 

Health Engineering. 

The course will consist of ac&tleraic instruction and demonstrations for 
13 months or 1,150 working hours, followed by an examination, and fi months 
of assigned practical training at selected centres. In the case of candidates 
not already in services, the practical training will be extended to 1 year. 
The candidate will be awarded a degree or diploma such as M. Sc. (Public 
Health Engineering) after satisfactory completion of practical training. 

Admissions should be restricted to Engineers between the ages of 25 
-and 40, already engaged in the Provinces and States of India, industrial or¬ 
ganisations, municipalities and corporations, on works related to public 
health,—suck as water supplies, sewage works, refuse disposal, housing, 
malaria, control etc. Applicants should bo carefully selected, Bhould possess 
a degree in engineering as proof of a theoretical background and should be 
recommended by their employers for the special course. They should be 
■given leave and other facilities. They should be guaranteed security of their 
position. 

SYLLABUS. 

Tho courso will include the study of eight compulsory subjects and one 
of three optional subjects. 

COMPULSORY SUBJECTS. 

1. Sanitary bacteriology.—'Bacterial environment, metabolism, carbon 
and nitrogen cycles. The role of bacteria in disease. Collection of samples 
of water for bacteriological examination. Bacteriology of water, sewage, 
noil, air, milk, otc. Sterilisation. 

Approximately 14 lectures and 30 hours practical. 

2. Sanitary biology. —Algae, fresh water biology, typical organisms of 
sewage, sludges, activated slugde, trickling filters, etc. River pollution 
and beach pollution and thoir effects. Life of animals and insocts concerned 
in the transmission of important diseases. Disinfection, fumigation, dis¬ 
infestation. Elementary physiology and nutrition. 

Approximately 48 lectures and 30 hours practical. 

3. Epidemiology and Public Health Administration. —Origin and spread 
of the more common diseases such as malaria, smallpox, cholera, typhoid, 
plague, typhus, influenza, tuberculosis, etc. Relation between environment 
and health. Personal hygiene and prophylaxis. Organisation and adminis¬ 
tration of public health in India and elsewhere. Port health and quaran¬ 
tine. 

Approximately 45 lectures and 30 hours practical. 

4 . Statistics. —General and vital statistics, Application of statistics 
to engineering problems of rainfall, run off, floods, population growth, sewage 
and water treatment. 

Approximately 25 lectures and 40 hours practical. 

5. Water supply and mverage, 

(a) Water Supply. —Design of projects of various types. Methods of 
preliminary investigation of new projects. Estimates of requirements of 
water, and the development and conservation of various types of sources 
of water supply. Rainfall, runoff, and yield of catchments. Statistical 
analysis of data of estimation of minimum yield, maximum floods, etc. 
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Ground water. Relation between “oology and water supplies. Yield and 
development of wells and tube wells. Design and construction of rivyr in¬ 
takes, storage works, clear water and service reservoirs, balancing tanks, 
stand pipes, pumping stations, etc. Design of pumping plant, air lift systems,, 
etc. Distribution systems, pressures and capacity. Specification and con¬ 
struction of water works ; pipe lines and anciliaries. Pumping. Hot 
water supply. Economics and maintenance of water works. 

(b) Drainage and sewerage ,— Design and investigation of sewerage-and 
drainage projects. Estimation of sewage, infiltration of ground water and 
storm water from data on population, soil, intensity and duration of storms, 
etc. Hydraulics and design of separate and combined sewers and drains, 
syphons, separators, manholes, silt, pits, etc. Ventilation, cleansing and main¬ 
tenance of drains and sewers. Design of sewage pumping stations and equip¬ 
ment. 

Approximately 100 lectures and 200 hours practical. 

6. Theory of water purification an i sewage Irealnient .— Wholesome water. 
Standards for public and industrial use. Quality of water and sewage. 
Chemical and bacteriological analysis and their significance. Biochemical 
oxygen demand and its determination Principles of sedimentation, coagula¬ 
tion, control of algae, filtration, aeration, taste and odour control, disinfec¬ 
tion of water and sewage effluents. Water softening. Corrosion control 
and incrustation control. Removal of iron, manganese, etc. Sedimentation 
of sewage. Anaerobic digestion of sludge. Sludge gas collection and utilisa¬ 
tion. Activated sludge process. Trickling filters. Stability tests for sew¬ 
age effluents and determination of their strength. River pollution problems. 
Analysis and specifications of chemicals used in water purification and sew¬ 
age treatment. Manurial value of sewage. Dilution and irrigation. Ele¬ 
mentary analysis of gases. 

Approximately 40 lectures and <>0 hours practical. 

7. Design of water 'purification and sewage treatment plants.---(a) Design- 
and construction of structures for screening, aeration, chemical treatment, 
(coagulation), rapid and slow sand filtration, disinfection, softeniug, deferrisa- 
tion etc. Water laboratories. 

(b) Design and construction of structures for screening, grit removal, 
sedimentation and skimming of septic, Imlioff, sludge digestion and humus 
tanks ; trickling filters, contact beds, activated sludge plants, sludge drying 
bods, vacuum filters etc. Disposal of effluents on land and in waters. Esti¬ 
mating river pollution and safe loads for self purification. Sewage labora¬ 
tories. 

Approximately 100 lectures and RIO hours practical. 

8. General sanitation - (a) Street cleansing, refuse collection and dis¬ 
posal by various methods, including incineration and composting. 

(1) Ventilation, air conditioning, heating, cooling, noise and dust control, 
smoke abatement. Methods of air and gas analysis, dust counting etc. 

(e) Principles of village and town planning, zoning, healthful housing, 
and slum clearance. 

(d) Type plans, construction and sanitation of hospitals, schools, slaugh¬ 
ter houses, dairies, food and drink establishments, markets, eating establish¬ 
ment, swimming pools, disinfector stations, etc. Rat proof and fly proof and 
mosquito proof construction. Sanitary survey and reporting. 

(d) Rural sanitation problems. Latrines and trenching grounds. 
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Approximately 40 lectures and 70 hours practical. 

Optional Courses (of which one is to he selected). 

1. Malaria engineering. —Life history and habits of vectors. Malaria 
surveys. Recurrent, naturalistic, and permanent methods of controlling 
larvae and adjilt mosquitoes. Design of antimalarial drains in various cir¬ 
cumstances. Canalisation. Flushing. River training. Clearing. Sub-soil 
drainage. Filling. Adult spray killing methods. Construction of sprays. 
Preparation of larvicidcs and insecticides. Screening of houses. Relation 
between engineering construction, irrigation and malaria. Malaria control 
for engineering projects, etc. 

Approximately 25 lectures and 75 hours practical. 

2 . Industrial Hygiene. —Elementary physiological hygiene. More de¬ 
tailed class and laboratory instruction on ventilation, air conditioning, dust, 
smoko and fume control, occupational risks, abnormal atmospheres, safety 
measures, comfort, etc. 

Approximately 25 lectures and 75 hours practical. 

3. Disposal of industrial wastes. —Nature and treatment of wastes pro¬ 
duced at various stages in the leading industries in India, such as textiles, 
paper, brewing, tanning, dyeing, metals, etc., etc. 

Approximately 40 lectures and 60 hours practical. 

Practical training for the degree of Master of Science in Sanitary Engineering, 

The academic instruction for 8 months proposed for this course will be 
supplemented by practical training as in the case of other branches of engineer - 
ing in order to give the student a real insight into some of the actual prob¬ 
lems awaiting him, and the prevailing engineering practices, whether they 
are modern or out-of-date. 

The practical training will consist generally of the following :— 

(1) Engineering and Sanitary investigation of projects—for water 
supplies, improvements etc. for drainage, sewage purification etc. for 25 
working days. 

(2) Design, drawing and estimating for such projcats for 25 working 
days. 

(3) Actual construction of sanitary works—water supplies, sewage 
works, refuse disposal plants, markets, hospitals etc.—f<jr 25 working 

days. 

(4) Operation and maintenance of water purification plants, sewage 
treatment plants, refuse treatment plants, laboratory aontrol of plant 
operation etc.—for 25 working days. 

Additional training may bo given in the optional subjects, or the training 
outlined above may be intensified or prolonged at the option of the candidate 
or of the Director of the Institute. 

The training may be arranged with the public health engineering depart¬ 
ments of the Governments of Madras, Bombay, Delhi, Punjab, United Pro¬ 
vinces, Bengal and Mysore, or with Corporations of Madras, Bombay, Karachi 
and Calcutta or at Tatanagar or Hyderabad (Deccan). In each case the 
Director of the Institute will negotiate and arrange details to ensure the right 
type of training and supervision. Students will be consulted and assigned 
to their own provinces for training if possible. In special circumstances, 
a student who is employed already on important public health engineering 
works may be allowed to count his service towards such practical training. 
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During the period of practical training students must work under tho 
administrative control of the officers to whom they are assigned, and observe 
all the disciplinary rules in force. They must submit a report on their work 
and a record of their attendance through the respective officers under whom 
they may be undergoing training. The officers will also report confidentially 
to the Director, about tbe work of the trainees. Besides, the Professor of 
Sanitary Engineering may, if he wishes, inspect the work of the students 
during their training. 

When the practical training prescribed or approved for each student 
has been satisfactorily completed, the Director will recommend the award 
of the degree to the student. 
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APPENDIX 34. 

Course in Public Health engineering for engineering sludeids qualifying for 
a degree in Engineering. 

I. Introduction. — Engineering operations must b<; carried out without 
endangering public health. The best way to ensure this will be by providing- 
elmontary instruction on the essential principles of health, the: causation- 
of disease, the relation between engineering construction and public health, 
and the ways in which the engineer can cooperate with the health organisa¬ 
tion in the ordinary course of his duties. 

The present graduate course in engineering is already overburdened and. 
involve the applications of basic scientific principles in various fields. Sani¬ 
tary engineering is taught only to civil engineers, mainly as the application 
of the principles of hydraulics in the field of water supply, drainage and sewer¬ 
age. It occupies a minor place in the curriculum leading to a Civil degree. 
It cannot bo called public health engineering, though it is the nearest ap¬ 
proach to it. 

II. Scope and weight age to he allotted to the course .—It is obviously im 
possible to teach public health engineering in detail, but every engineer and: 
subordinate may be given instruction in elementary public health principles 
through lectures for about 30 hours in the class room and demonstrations for 
j0 hours, without seriously overburdening the course. Thore must be a 
separate paper on public health engineering for all engineering students,, 
carrying 5 to 8% of the total marks in the final examination. 

III. Syllabus .—The syllabus may be as follows 


Demon, 

lecture, stra t i an*., 


hrs. 


hrs. 


A. Introductory : 

fioepe of public health and sanitation, Evolution of modern 
public health, ancient and modern theories 
Elementary physiology and nutrition .. 

B. — Communicable. Disease* : 

Bacteria,--their biology, environment, metabolism, function? 

nature’s economy.carbon and nitrogen cycles, eto. 

Infection, contagion, transmission, incubation, contacts, carri¬ 
ers, immunity, epidemics and endemics • • 

Cholera, typhoid, dysentery . * *» 

-Smallpox, vaccination, vaccines, viruses, colds, influenza 
Blague 

Malaria, yellow fever, dengue 

Hook worm 
Tuberculosis 

C, EntomoUxty: 

Mosquitoes 

Plies .. . 

Rats and fleas, lioe 

D, Application : 

Personal hygiene 

Water, water purification, sanitary aspects .. 

Sewage, sewage purification, latrines 
Air, ventilation, dust, smoke, fumes and lighting 
Refuse collection and disposal, fly control .. 

Disinfection and disinfestation 
Food and milk, dairies, refrigeration, boiling, preservation, 
handling and transport, restaurants 
Malaria control .. 

Malaria and engineering comdruotiou 
Hygiene of housing 


1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 
2 
2 
1 
1 

2 

2 

1 

1 


2 

2 


4 t 

4 

* 

2 

2 : 

3 

4 

o 


30 


6t> 





163 


IV. Position of this subject in the General Course .—The best time to teach 
this course will be at the end of the 3rd year, or in the first term of the final 
year. The course requires only 16 additional working days and may actually 
be spread over a period of two months, allotting 2 hours every day for public 
health engineering during those 2 months. There are a number of holidays 
in the ordinary College term, and it will be possible to cut down these holidays 
by 16, or to give special evening classes. Thereby, no part of the regular 
engineering instruction need be omitted. But the course must form an 
integral part of the curriculum, and candidates must obtain a pass in this 
subject to qualify for the degree or diploma. 

The instruction may be given by visiting lecturers if there is no competen t 
person in the faculty of the College to teach any subject. Care must be take* 
to emphasise the engineering implications, not the clinical aspects. 


H1842TISDC 
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APPENDIX 36. 

€ short course of training in public health engineering for engineering 
supervisors in small municipalities. 

L Length of Course. —The course may consist of academic instruction 
tot 'i months, followt d by assigned practical training for 3 months so as to 
meet their actual needs, on which the students will report in detail. 

51. S' he Curriculum may be as follows : 

Hours. 


A. Introductory. 

Scope of public health and sanitation, ancient and modern theo¬ 
ries 

Elementary physiology and nutrition 
JB. (a) Elementary bacteriology, environment, biology', metabolism 
and funotions of baoteria. Bacteria of water, sewage, milk, air, 
soil, use of microscope .. .. .. .. 

1(5) Biology' of water purification and sowage disposal, river pollu. 

tion, fish life, etc .. .. 

Xc) Entomology—Mosquitoes, flies, rats, fleas, ticks, lion, sandflies 
.ankylostoma ., 
l{d) Chemistry of wator purification and sewage treatment, including 
disinfection .. .. .. .. .. 

V C. Communicable diseases. 

•'Malaria, yellow fever, dangue 
Plag*e 

^Cholera, typhoid, dy'sentery 
Hookworm .. .. .. 

Tuberculosis .. 

1‘mumonia, influenza .. .. .. • • 

Smallpox, ohickenpox. etc. 

Epidemics and epidemic control .. 

Public health administration 
U. Statistics. 

General statistics, mean, standard deviation, rates, eto. 

E. Application. 

Hydraulics 

Water supply and purification, design, eto. .. 

Latrines, sewerage, sewage disposal, drainage, refuse disposal, 
plumbing 

Food and milk preservation, transport, handling, restaurants. 

markets, slaughter houses, etc. 

Townplanning, zoning, housing, lighting, ventilation, dost 
oontrol, factories, etc. .. 

Malaria control .. .. ,. 

Eat. control, fly control, rural sanitation, fairs and festivals 
disinfection, eto. .. .. • • ■ • 


Lectures. Lab. 

1 


3 

6 

6 

15 

3 

6 

7 

14 

6 

12 

1 1 


1 


1 I 


1 

r * 

1 1 


i ; 


i j 


i 


i 


7 

14 

5 

15 

10 

30 

10 

30 

3 

0 

4 

8 

0 

12 

5 

10 

85 

185 


.At the end of 3 months theoretical instruction, an examination will be held 
<oonsisting of 2 written papers (o'no for parts A, B, C, D and the other for part 
and a practical test. The candidates who pass these will proceed to their 
^practical training and report on it. If their work is satisfactory and their 
ere pert shows capacity to deal with the problems that may face them, they 
snny lee awarded a “ Certificate in public health engineering ”, 
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APPEXDIX 8«. 

Curriculum of Studies for Sanitary Inspectors. 


Subjeot, 


Bouts. 


•L— Introductory. 

Scope of public health, sanitation, hygiene .. .. .. .. 1 

Evolution of public health—modern public health methods .. 

Duties and obligations of a sanitary inspector—attributes essential for 
success .. .. .. .. .. .. ., 1 


II.—Elementary physiology .. 
Personal hygiene 


III. Communicable diseases. 


Infeotion, modes of transmission, ohannels of infection, incubation period; 

quarantine, oontaots, oarriers ; missed oases, preventive measure .. 
Information about epidemios—Investigation, isolation, surveillance, die- 
infeotion. 

Epidemic and endemic diseasos 

Smallpox, Vaccination .. .. .. .. ,. ,. 

Cholera, inoculation ., .. .. .. ,, 

Typhoid, dysentery .. .. .. .. ,. ,. 

Chicbenpox, measles, mumps, whooping cough, diptheria .. .. 

Hookworm and hookworm treatment 

Malaria ( . .. .. .. .. .. ., 

Leprosy, syphilis .. .. .. .. .. 

Management of an outbreak of infeotious diseases ■. ,, 

Taking of specimens for bacteriological examination in plague, cholera, 
typhoid, rabies .. .. .. .. 

IV,Animate, insects, etc., carrying ditease. 

Mosquitoes, anopheles. 

Flies. 

Rata and fleas. 

Bedbugs, lioe .. .. .. ,, ,, 


V. —Disinfection and disinfestation. 

Water supplies. 

Concurrent and terminal disinfection in infectious diseases 
Fumigation in plague work. 

VI. —Surveying and levelling and drawing. 

Chain survey, plane table, field sketching, 

Levelling, drainage. 

Drawing plans, seotions, scales, enlargement reduction, reproduction .. 

VII. —Building construction. 

Building materials. 

Building construction. 

Village and town planning. 

Estimating. , 

Execution of works. 

Type plans. 

Ventilation, lighting, etc. .. .. •• .. „ 


vra .— Water supply. 

Sources, conservation. 

Sinking of wells and tube wolls, repairs, 
Furification—settlement, filtration, disinfection. 
Collection of samples. 


8 

2 


1 


1 

1 


4 

3 


4 


S 


6 

11a 
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Curriculum of Studies for Sanitary Inspectors —contd. 

Subject. 


Hour*. 


IX. —Collection and disposal of excreta and refute. 

Latrines—different types. 

Soakage pits, urinals, catch pits. 

Septic tanks and title fields. 

Manure pits. Trenching. 

Refuse collection, organisation and methods. 

Composting, dumping .. .. .. ., ., >. 

X. —Disposal of the dead .. .. .. .. .. .. 

XI. —Collection of vital statistics. 

Machinery, population, census, rates, tabulation, infant mortality ia(ui 

XII_ 'Food and milk sanitation. 

Nutrition. 

Milk, dairies, slaughter houses, markets, sampling of food and milk .. 

XIII. —Fairs and festivals ; sarais, dharmaBalas, Layout, water supply, lat* 
rines, refuse collection and disposal, control of animals and food establish* 
ments, control of communicable diseases, accommodation, cleaning up at 
end of festival, police. 

Sarais, dharamsalas, choultries .. .. .. .. .1 

XIV. —School sanitation .. .. .. .. ,. .. 

XV. —Public Health Administration. 

Local and provincial set up. 

Relations with other departments .. .. .. .• 

XVI. —Public health laws .. .. .. .. ., . • 

xvn .—Health Education methods. 

Their importance in rural work. 

Personal contact, discussions, village and school talks, Janterh, cinema, 
leaflets, press articles, exhibitions and type plans and models. 

Sohool health procedures .. .. .. .. .. 

XVin .—Health Unit work .. .. .. .. .< • ■ 

XIX. —Malaria control. 

Minor drainage and filling. 

Larval control by oiling and pariegreen. 

Adult spray killing. 

Malaria and irrigation. 

Naturalistic methods .. .. .. .. .. . < 

XX. —Office routine .. .. .. .. .. .. 11 

XXI. —Methods of inspection and carrying out of Sanitary surveys. 

Rural latrines, trenching grounds, wells, markets, slaughterhouses; 
offensive trades, camps, water supplies, reporting, carrying out re¬ 
pairs .. .. •. -. .• • • 

XXII. —Maternity and Child Welfare .. .. .. .. . • 

XXIII .—Legal procedures. 

Framing charges, evidence, etc. .. 

XXIV. —Sewerage and sewage disposal, plumbing .. .. .. 

XXV. —Offensive trades, industrial hygiene .. .. .. . • 

JEXVl.— Ventilation, atmospheric pollution 
Seminars, tests, eto. 


Total 


140 


ooi a 
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DemonaWaiiont and Exercise* at Detailed. 


1 . Bucket latrine 

2 , Deep pit latrine .. 

3 , Bored hole latrine 

4 . Mound latrine 
g. Water seal plate latrine 
0 . Public latrine 

7 . Squatting plates 

8 . Urinals 

9 . Septic tanks 
70. Markets 

11 . Meat stalls 

12 . Dairies 

13 . Gala cartstand .. 

14 . Slaughter house .. 

IB. Offensive trades, Lime kiln 
10 . Tanneries 
17 . Wells, tube wells 
lg. Disinfection of wells 

19 . Disinfection of tanks 

20 . Chlorination of water 

21 . Trenching ground 

22. Catch pits and sealed pits 

23. Compost making 

24 . Refuse destructor 
28. Camp incinerators 
20 . Water sample for analysis 

27. Milk sample for analysis 

28. Hookworm treatment 

29. Vaccination against smallpox 

30. Vaccination against typhoid and 
81. Widal test 

32. Preparation of vaccine 

33. Pasteur treatment and despatch a: 

dogs 

34. Housing 

85. Disinfection of a house 
80. Insanitary and obstructive buildings 

87. Aerated water factories .. 

88. Barbers' shop .. 

89. Laundries 

40, Maternity and ohild welfare clinics 

41, Visit to health museum .. 

42, Infectious disoase hospital 
48, Leprosy elinio .. 

44, Blood for malaria 

46, Specimens of faeooB for hook worm 
40. Dissection of rats for plague 

47, Anttmalaria measures 

48, Cemetery 

49, Sewage farm 

-00. Sanitary Assistant’s office "1 

61. M. O. H.’s offloe .. / 

62. Midwife’s office .. 

•08, Birth and death registration 
04. Tabulation of vital statistics 
08. School sanitation 
00. Health education procedure 
07. Mosquito surveys 
08. Calcid fumigation 
09. Office routino 
-00. Court procedure 
•01. Water purification plant . 

02 , Fair* and festivals 


} 
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Exercises. 


1. Construction of squatting plate 

2. „ pit latrine 

3. „ boreholo latrine 

4. ,, bucket latrine 

5. „ sealed pits 

(j. ,, catch pits 

7. „ water soal latrine 

8. „ public latrine 

9. „ urinals 

10. „ wells 

11. „ tube wells 

12. Disinfection of water and test for efficiency 

13. Sanitary inspection of eating house 

14. Bakeries 

15. Markets 

16. Meat stalls 

17. fish stalls 

18. Dairies 

19. Cartstands and shandies 

20. Grain stores 

21. Slaughter houses 

22. Offensive trades : Tanneries, Lime kiln and Brick kiln* 

23. Laundries 

24. Trenching ground 

25. Compost making 

26. Manure pits 

27. lucinerator 

28. Water sample for analysis 

29. Milk sample for analysis . 

30. Preparation for mass Hookworm treatment 

31. Technique of vaccination against smallpox 

32. Toohniquo of vacoination against cholera 

33. Blood for widal ,. 

34. Sample of dog’s brain for examination for rabies 

36. Housing with regard to Housing laws 

36. Cooly lines and temporary labour camps 

37. Disinfection of a house and articles within 

38. Insanitary buildings 

39. Obstructive buildings 

40. Barber’s shop 

41. Aerated water factories 

42. Health oentres .. 

43. Leprosy olinio .. 

44. Taking blood Samples for malaria 

46. Taking specimen of faeces for examination 

46. Rat disseotion 

47. Cemetery and cremation ground 

48. Sewage form 

49. Sohool health survey 

60. Health Survey of village, sarais, dharamsalas 

61. Mosquito larval survey 

62. Court procedure 

63. Plumbing 

54. Water supplies, ohlorination testing, eto. 

65. Sewerage .. ., 

66. Sewage disposal—several types 

57. Court procedure 

58. Food samples 

59. Smoke and other nuisances \ 

60. Inspection of factories .. f 

61. Restaurants 
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Exercises —contd. 


62. Street celeansing 

Hoots*. 

.. 6 

63. Refuse collection in towns f 

64. Sanitary survey of slums, houses, water supplies 

.. 18 

65. Plans and drawings 

.. IS 

66. Enlargement and reduction 

6 

67. Sketching 

.. 6 

68. Estimating 

6 

69. Surveying 

.. IS 

70. Field sketching 

.. 12 

71. Building construction 

ft 

72. Malaria oontrol and drainage 

IS 

Total 

.. 419 
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APPENDIX 37. 

Syllabus for Preliminary Training Course for Nurses. 

Age for admission to be not less than 17 yearB. 

The best education available at any stage of development in a country 
is the only standard that should be accepted for nursing. A lack of edu¬ 
cated girls, however, is only part of the problem, the real problem iB how 
to attract the best there are at level of education available. The best edu¬ 
cated and most intelligent will be attracted to the nursing course in pro¬ 
portion to its immediate interest, and to its future opportunities for remu¬ 
nerative work, in a profession of good standing in the community. The 
nursing course can be made of interest only if it is carefully correlated with 
the existing educational backgrounds of the students, and realistically link¬ 
ed to community and home conditions, and also presented in a sympathe¬ 
tic atmosphere of student—teacher relationship throughout the course rather 
than in an atmosphere of reproof to an ignorant and unskilled employee. 
With such safeguards, despite low standards of education and correspond¬ 
ingly simple professional training, the best students available at the time 
will be attracted and will make a real contribution to the Health Services 
in hospital and in the community. 

The basic preliminary course (syllabus given) is intended to incorporate 
these ideas and instil a preventive approach to health from the commence¬ 
ment. Furthermore, this basic course so planned will provide those students 
who do not continue through the full professional course, valuable expe¬ 
rience, immediately applicable to take back with them to their own homes 
and villages, and will likewise make them influential in increasing the num¬ 
ber of desirable applicants for instruction. 

Length of Course.—The course should not be less than 14 weeks—13 
weeks for studies and 1 week for examination. This permits of 3 sessions 
annually, allowing 10 weeks for transfers and admission of students, and 
holidays for teaching staffs. 

Hours.—Approximate hours per week 34, allowing for Saturday after¬ 
noon and Sunday free. 

StaS.—It is suggested that the Sister TutoT in charge of this School 
should hold the necessary qualification for teaching in addition to Certi¬ 
ficate of General Nursing. 

Mt^P If the number of students demand an assistant tutor, the minimum quali¬ 
fication of such assistant should be Registered Nurse with practical expe¬ 
dience in hospital and ward administration and capable of contributing her 
full share to the general work of the School. 

Salaries for teaching staff — 

Senior Sister Tutor—Rs. 200—10—250 p.m. 

Assistant Sister Tutor—Rs, 150—5—200 

and in addition both should receive—free furnished accommodation, 
messing, uniform and dhobi allowance and service. 

Lectures. Hours. Practical Demonstration. 

Group : 

I. Elementary Anatomy and,phy* Study Glass and Laboratory work 80 

siology Elementary Biology 35 
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Leotures Hours 

Oroup. 

II. Introduction to Preventive 
Medicine—Personal and En¬ 
vironmental Hygiene—Princi¬ 
ples and Practice of Health 
teaching. Introduction to Ge¬ 
neral Psychology 

III. 

IV. Elementary Dietetics 

V. Nursing—1st year group lec¬ 
tures, including simple nursing 
procedures—First Aid—Home 
Nursing Bandaging .. 


VI. Elementary Economics & 

Sooial Science. Social Service 
.—Different types of (a) Commu¬ 
nity Organisations—Societies— 
Institutions, Goneral and Social 
Hospitals. (4) The family 15 

VII. Physical Culture .. .8 

VIII. Child Development—Care of 

fX. Elomentary Domestic Soience 
including needle work— Laund¬ 
ry— Gardening, vegetables, 

fruit, flowors, etc. .. .. 15 


Total .. 143 


Praotioal Demonstration 

Students Health Examinations 
Records—Visits to Water works— 
Sewage Farms—demonstrations 
of samples of disinfectants— Ele¬ 
mentary Bacteriology—In-ooula- 
20 tion—Vaccination, etc. 40 

Physics and Chemistry .. ., 10 

20 Practical cookery—Diets for Health 

adults and children .. .. 20 

Bed making—Bathing of patients. 
Taking Temperatures—Pulse, 

Respiration—Writing up charts— 

30 Noting record of cases—General 
Methods of cleaning wards, Equip¬ 
ment, etc., Preparation for simple 
nursing procedures—Preparation 
and mothod of giving enema to 
adults and children. Administra¬ 
tion of medicine. Supervised 
visits to hospital—wards .. 100 

Visits to Bustees, village homes <5t 
markets—Town markets—Dairies 
—Co-operative Societies—Labourers 
Tenements—Middle Class Flats— 
Orphanages—Voluntary Social 

Agencies .. .. .. 40 

Gymnastics—Team games, Folk 

dances, pto. .. .. .. 13 

8 Visits to Infant Welfare Centres & 
Schools—prevention of blindness 
in new born .. .. .. 10 

In tho Class .. .. .. 13 

In the Garden .. .. ,. 13 


Total .. 265 


MICROBIOLOGY, (INCLUDED IN ELEMENTARY BACTERI¬ 
OLOGY. 


(Group 11 of Preliminary Training School Syllabus Attached). 


Unit 1. 

Mioro-organisms and their relation to man 
—helpful & harmful. 

Yeast and moulds—seere formation, biologi¬ 
cal aotivity; requirements for life and 
growth importance to man in food produc¬ 
tion, industry medicines such as ergot, eto. 

Bacteria, reproduction, biological activity; 
destruction ; general pioture of baoteria in 
the normal healthy human body, basis of 
.classification, staining and identifications, 
Disease production ; the effect of the bacte¬ 
ria and their toxins on the body. 

Vnit 2. 

Where pathogenio organisms are found and 
how infection is spread, 

Sources of infection in dirt, water, food, air 
<on body discharges. 


Unit 1. 

Introduction to the use of the micro, 
scope—examination of simple ob¬ 
jects easy to see such as a drop of 
milk, salt, crystal, hair, etc. 
Examination of prepared slides of 
yeasts, moulds, and bacteria of 
different varieties. 

Note books to be kept and drawing to 
he made of each elide examined. 


Unit 2. 

Examinations under the microscope 
of fly’s leg, village water supply, cul¬ 
ture made by student, breathing on 
media, touching media, threat and 
mouth culture, from members of the 
olass. 
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Modes of transfer—direct—drop air borne, (If possible simple demonstrations o f 

carriers, human, insect, animals, this kind to be shown to hospital in¬ 

patients and relatives by students 
and health teaching given.) 

Unit 3. . Unit 3. 

Control and destruction of micro-organisms. Simple experiments to show the 
The effect of the environment on the life of effect of common physical and 
micro-organisms. Moisture, food, tem- chemical agentB on micro orga» 

perature, light. Oxygen. nisms, such as sunlight, heat, cold, 

drying, iodine, alcohol, eto. 

Disinfection, sterilization, fumigation, sena- TeetB for sterility of things whiob 
sis, antesepsis and asepsis, their use in the have been sterilized and kept, 
hospital and in the home. Stress on the 
dangers and results of carelessness. 



173 


APPENDIX 38. 

Syllabus for the Junior Nursing Certificate. 

Length of course 3 years, age for admission 17 years. 

4>J Lectures & Lecture demonstrations to be given by a certificated 
nursing sister. Institutional & Domicilary methods should be taught through' 
the entire course. 

Revision classes during first year for Btudents who have passed through 
the P.T.B. Full lectures for other students. 

Hospital Ethics—Etiquette Qualifications essential to the making of 
a good nurse. Maintenance of health, uniform, General rules of the hos¬ 
pital and nurses home. 

The ward its cleanliness, brightness, tidiness, ventilation, care of lava¬ 
tories, bathrooms, sluice-rooms, utensils—their care and cleanliness. 

Hospital equipment—its cost, care, Dressings,—Kinds, uses, costa. 
Rubber appliances—care and preservation of mackintoshes. Air and Water 
beds. Hot water bottles—care, filling, precautions, Linen—care of, checking, 
Inventories. 

Bed—beddings, care, disinfection. Bed making. Type of bed* 
Changing of linen—methods. Nursing positions. Lifting of patients. 
Giving of bed-pans, etc. 

Patients—admission—how to receive. Preparation for stretcher case. 
Fractures. Collapse. Haemorrhage—Fits. Removal of clothing. Ob¬ 
servations to be made while admitting a patient. Last offices. 

Baths—on the bed—in the bath-room—preparations. Cases that should 
not be bathed without permission. Care and cleanliness of the Lair. 

Bath-medicated. Hot Air-vapour. Surgical bathepacks, hot and cold 
Sponging-hot, tepid, cold. 

Administration of drugs and how to give simple medicines. 

Observation of urine, stools, sputum, vomit, discharges. Specimen*— 
saving of Excreta—disinfection and disposal. 

Temperature—pulse—respiration. Clinical Thermometer. 

Care of the mouth. Care of the back-bedsores. 

Enemata—kinds—requisites—methods of administration. 

Applications. Heat, moist and dry-cold iced. Icecaps fomentations— 
simple—medical surgical. Poultices—Linseed—mustard—charcoal—bread. 
Evaporating lotions—Counter irritants. Blisters, Leeches. Cupping—wet 
and dry. 

Bandaging—12 demonstrations. 

Sickroom Cookery—Theory & practical demonstrations. 16 hours. 

Food—contamination—preservation. Milk—composition—dilution— 

care of—contamination—adulteration. Food values. 

Preparing of trays—serving of meals—feeding of patients. Infants 
feeding. 

Predigested food—making—value—uses of. Bengers food—Meat 
Extracts. Peptonised milk—whey—junket. Jelly—Albumin water. 
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Eggs—fish. Mehtods of preparing—cooking—serving. Vegetables— 
fruit—method of preparing—cooking—serving. Child—care of—diet for 
Wealthy and sick, 

Special diets. 

Hygiene Lectures & Demonstrations. 20 Hrs. to be given by a Doctor, 
preferably with Public Health experience. 

Personal hygiene—aids to health—habits—fresh air. Cleanliness. 
Exercise—food—rest—clothing. 

Atmosphere—Atmospheric-Pressure, composition of air, various impuri¬ 
ties. Heat radiation—Conduction—convection—Body Heat, evaporation. 

Ventilation in health and disease. Light—natural and artificial. 

Water—sources of drinking water—rain—springs—rivers—wells. 

Distribution of water—mains service pipes—head pipes—cisterns. Puri¬ 
fication—pollution—storage—filtration—chemicals. Ozonisati on ultra¬ 
violet rays. 

Refuse—collection—removal—disposal. 

House and Hospital—Water carriage system—Conservancy, 

System—sewage system. Disposal—purification of sewage. 

Drainage system—traps-soil pipe—water pipe. 

Sanitary .conveniences and appliances—water closets—sinks—baths— 
basins. 

Infection—disinfection—methods. 

The part played by the agency of water—food—air in the tropical dis¬ 
eases, suoh as cholera, dysentery, the enteric group of fever. Pneumonia— 

plague. 

Personal and General prophylaxis. 

The part played in tropical diseases by insects Buch as lice, bed bugs, 
fleas—sand flies—mosquitoes—worms and other intestine parasites. 

Personal and General Prophylaxis. 

Anatomy and Physiology. 30 lectures and demonstrations. 

To be given by a Doctor. Revision lectures by Sister Tutor. 

The bony skeleton—names of bones—types—position in the body. 

Classification of bones—composition—structure—joints—varieties etc. 

The muscular system—voluntary and involuntary. Difference in their 
mode of action. Position of the chief muscles in the body. Anatomy of the 
thorax and abdomen. 

The lungs and their passages. The heart—the circulation of the blood. 

Structure of the chief blood and lymphatic system. 

The mouth—teeth—intestinal tract. 

Classes of foodstuffs—fats—carbohydrates—proteins—absorption of 
food products. 

The skin—sweet glands—hair—nails, the urinary system. 

The nervous system, 

Reproductive organs. 

Special senses. 

Ductless glands. 
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Lectures on Medical Diseases.—20 Lectures to be given by a Doctor in 
addition—20 lectures on nursing care in each disease to be given by the sister 
tutor, in co-ordination with the Doctor’s lectures. Institutional & Domiciliary 
methods should be considered. 

The cause of disease and human pathology. 

Alimentary system ; the more important diseases and their chief symp¬ 
toms. 

Respiratory system ; cough, breathing in disease. The more important 
diseases and their symptoms. 

Tuberculosis : symptoms, cause, disposal of sputum, sanatorium treat¬ 
ment, light, air, food prevention. 

Circulatory diseases ; the more important diseases and their symptoms. 
Heart disease, Rheumatism, Cholera. 

Excretory system : urine in disease. Chief diseases of the kidney and 
their symptoms. Diabetes. 

Central nervous system. Chief diseases and symptoms. Convulsions,. 

fits. 

Natural and artificial protection against disease. Immunity, inoculation 
and vaccination. Bacteriology. 

Infectious diseases ; smallpox, Enteric, Dysentery, Measles. Chicken- 
pox, Whooping cough, Diptheria. 

Isolation and disinfection of— 

Introduction ; malaria, black water, relapsing fever. 

Kala azar, plague, leprosy. 

Beri beri, scurvy, pellagra. 

Cholera, dysentery, hepatitis. 

Sprue, ankylostomiassis, filariasis. 

Snake bite, hydrophobia, heat stroke. 

Diet in disease. Pre-digestion of foods, Special diets. 

Nutrient enemata. Proprietary preparations, their uses and dangers. 
Deficiency diseases. 

Medical emergencies, fainting, syncope, epileptic fits, convulsions, 
bleeding, colic, etc. 

Drugs and Poisons.— Drugs and remedies. Their sources, nature, classes, 
method of use, common poisons, symptoms and treatment. 

Lectures on Surgical Diseases, —20 lectures to be given by a Doctor in 
addition—20 Lectures on Nursing care by Sister Tutor in co-ordination with 
the Doctor’s lectures. 

Micro organism ; infection; inflamation, suppuration, cellulitis. Teta¬ 
nus, tuberculosis, etc. 

Principles of asepsis ; antiseptics, sterilization, influence of atmospheric 
pressure, of boiling water and steam. 

Haemorrhage, varieties of, first aid and surgical treatment. 

Preparation of patients for operation. Duties of nurse in the operation 
theatre. Operations in private houses. 

Injuries, shock, contusions, wounds varieties and processes of healing. 
Complications, treatment. 



Burn* and'scalds. Ulceration ; gangrene, tumour, cancer of breast. 

Fractures and dislocation, including first aid treatment, Orthopaedic 
fiurgery, Causes of deformity. 

Diseases of bones and joints. Use of splints. Head and spine injuries. 
Operations on the mouth. Empyema. 

Abdominal surgery ; gastric and duodenal ulcer, gastric gall stones, 
appendicitis. Intestinal obstruction, etc. 

Caeoostomy and colostomy. Hernia, varieties, complications operations 

ior. 

Common diseases of rectum and anus. Istula, haemorrhoids carchin- 
oma, Diseases of urinary system, Prostate, Care of patients after operation. 

Anaesthetics:—Short account of action of general and local anaesthetics. 
Common anaesthetics. Preparations of anaestheticts table. Preparation 
of patients for general anaesthesia. Management while under general anaesthe¬ 
tic. Methods of artificial respiration. Care of patients during recovery. 
Treatment of the after effects of anaesthesia. 

Gynaecology. —12 lectures to be given by a Doctor. 

Structure and functions of the ovaries, fallopian tubes, uterus vagina. 
Disorders of menstruation and menopause. Vaginal discharges, New growths 
of voaries and uterus. 

Preparation of patients for examination. Douche. 

Thampoons, Plugs, Pessaries. 

Nursing after major and minor operations. 

Nursiug of cases of Eye Diseases—G lectures. 

Anatomy and physiology briefly. 

Instruments for examination. Foreign bodies, discharge from the ear. 
How to syringo 1 Use of dry heat in acute inflammation of ear. Application 
of fomentations. Application of heat and cold. (Lieters coils). Applicalion 
of leeches, blisters, etc., over the mastoid process, ear drops. Dressing after 
ear operations. Brief description of anatomy and physiology of the nose, 
Pharynx and laryns. Hygiene of the mouth with reference to the disease 
of the no 3 e-pharynx and laryns ; spraying and couching. Haemorrhage from 
the nose and throat. Nasal discharges. Obstructions, to breathing and 
swallowing. Gargles mouth washes. Inhalations. How to paint the throat 
instruments for operations. Tonsies and adenoids. Abscess of throat. 
Tracheotomy. Administration of food in painful diseases of, and after ope¬ 
rations on the throat. 

Skin diseases —6 lectures. 

Skin, anatomy and physiology. Application of remedies. Lotions, 
liniments, ointments, pastes, powders, Common diseases, boils, ring-worm, 
itch, eczema, psoriasis, secondary infections. Cleansing of skin, Removal of 
rusts. 

Venereal Diseases —6 lectures. 

Syphilis and Gonorrhoea. 

A brief account of causes—mode of infection—signs & symptoms. 
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Prophylaxis—general rules regarding infectivity and modes of tranj- 
snisslon of venereal diseases and their prevention. 

Nursing Care of patients of venereal diseases. 

Knowledge of sterilisation ; of syringes. 

Principles of dressing syphilitic wounds. 

Care of eye and urethra in Gonorrhoea. 

Urethral douches. 

Prostatic massage. For male nurses. 

Making of smears. 

Nursing of children —20 hours. 

(10 lectures by a doctor and 10 lectures by the Sister Tutor). 

The development of a normal child-health requirements. General 
principles of infant feeding—the feeding of children up to 2 years. 

The observation of children in health and sickness, crieB, stools, attitude 
of the child, symptoms, etc. 

The nursing of children including the giving of medicines—treatments— 
.ceding and occupational therapy. 

Special diseases of children. 
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APPENDIX 39. 

Syllabus for the Senior Nursing Certificate. 

Length of course—Z years. 

History of Nursing and Ethics. —20 Hours—In 1st Year, after the P.T.S. 
(Revision). 

Unit I.—The pre-Christian period—ideas of disease in the primitive 
world and resulting methods of treatment—medicine in ancient India, China, 
Egypt, Greece, Rome. 

Unit II.—Nursing in the early Christian era—the deaconesses, the 
Roman matrons Monastricism, the development of hospitals. 

Unit III.—Aristocratic and Military Influences—the influence of Feu¬ 
dalism—the knights and ladies of St. John of Jeruselum, of St. Lazarus, etc- 

Unit IV.—Democratic and Secular Tendencies in Medical Nursing orders. 
Social and economic changes following the crusades ; St. Francis of Assisi 
and his Orders—St. Claire and the poor Claires, the Beguines. 

Unit V.—Transition from Medieval to Modern era—Political, social and 
economic changes as a background of the period. The closing of monastries— 
the extension of the servant nurse system. 

Unit VI.—Pre-Nightingale Reformers:— 

St. Vincent do Paul and Milee. Le Gras John Howard, Elizabeth Fry, 
the work of the Fleidners at Kaisersworth. 

Unit VII.—Florence Nightingale—Her life, her work in the Crimean 
War, tho founding of the Nursing School at St. Thomas Hospital. Her 
interest in India and Reforms. 

Unit VIII.—Contemporary developments—the discoveries of Pasteur, 
Lister Rock, etc. The relationship of Nursing to hospital reform. 

Unit IX.—Nursing in India in the modern days—the introduction and 
growth of Nursing in India—development of schools—examination and regis¬ 
tration—a brief review of nursing organisations in India,today. 

Unit X.—The Public Health Nurse—the story of her development in 
various countries and the need of such nurses in India. 

Unit XI.—The contribution of the nurse of today to the History of Nur¬ 
sing—the responsibility of the nursing student to her profession—her heritage- 
and opportunities. 

First Year after the P.T.S. 

Advanced Nursing Arts. —2 hours 3 times a week for 34 weeks, 102 hours- 

Unit 1.—Collecting and sending specimens—Urine, stool, sputum, 
cerebro- spinal fluid (lumbar puncture, cesternal puncture) blood, kidney 
function tests—gastric analysis, abdominal paracentesis, etc. 

Unit 2.—Providing the patients with a healthy environment both physical 
and mental, the patient’s comfort and safety, supportive nursing measures. 
The uses of appliances, back rests, cradles, air rings, pillows, sand bags, knee 
pillows, fracture board, bradford frame, backing frame. Positions, lifting 
and turning the patient. Use of the w'heel chair, heart table, etc. 

Unit 3 .—Pre-operative and post-operative nursing care. 

Unit 4.—Giving of fluids and drugs by rectal drip-hyp odermoclysis, and 
intravenous methods. Techniques used in the hospital ana in the home. 



179 


Unit 5.—Planning th* nursing care to provide for the patient*’ individual 
needs. 

Unit 6.—Recognising and providing for the need of health teaching to 
patients and relatives ; answering patients'" questions, giving explanations 
of hygiene and requirements of healthy living, demonstrating nursing car* 
and medical treatment the patient will need after discharge. Teaching ths 
adaptation of the principles of health to the patients way of living. 

Unit 7.—Therapeutic treatments. In each case ways of winning th® 
patients cooperation and methods used in the home should he included. 
Surgical dressing, cares, of plaster oasts, counter irritants, hot and cold appli- 
eations. Packs, sponges, inhalations. Hot air and steam tents irrigation 
and douches. The administration of oxygen, all important therapeuti* 
techniques. 

Unit 8.—Care of the dead. 

Unit 9.—Nursing techniques used in diseases of the eye, ear, nose and 
throat. 

Unit 10.—Nursing techniques adapted to the nursing of infants and 
children. 

Combined course to run through the 2nd Year —190 Hrs. 

This course should bring together into one course the pathology, medi¬ 
cine and medical nursing, surgery and surgical nursing, materia medica, 
diet and the public health knowledge each nurse needs as a foundation for her 
work in the hospital or in the home. An attempt is made to arrange the 
material in good psychological order and integrate it into a unit. The medical 
and surgical lectures should be given by doctors and followed by the Sisters 
Tutors’ lecture giving the special nursing care in the conditions considered. 
The principles underlying good nursing care in each case should be applied 
to conditions in the hospital and in the homes. Stress should be placed on 
health teaching and prevention of disease throughout the course by th* 
Sister Tutor and the doctors. The materia medica and diet therapy should 
be related to conditions studied. 

Unit I.—Introduction to Medical and Surgical Nursing :— 

The effect of disease on the body—tissue changes, inflammatory processes, 
nfections—general and local—hemorrhage, embolism and shock. 

Unit II,—Operative Aseptic Technique :— 

Asepeia, general principles, surgical cleanliness, sterilization by Heat, 
by antiseptics. 

Preparation of patient for operation. Post operative care. Operation 
Theatre— 

Preparation of operating Theatre, lighting, heating, ventilation, equip¬ 
ment, instruments in common use. Operative procedures—nurses duties. 

Preparation for operation in private house—Anaesthetics, general spinal 
total, local anaesthetics in common use, their general character. 

Special Nursing care of cases given anaesthetics. 

Unit III.—Nursing in diseases of the respiratory system:— 

1. Medical aspects of diseases of the sinuses, tonsils, larynx, trachea 
and bronchi, 

2. Surgery of the same including bronchoscopy, 

3. Nursing care in those conditions, 

H1342HSDO 12 
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4. Diseases of the lungs—Pneumonias, lung absoess, pulmonary 
emphysema, pulmonary tuberculosis. 

B. Operation on the lungs and for conditions of the lung-lobectomy 
rib resections—drainage of lung abscess. 

6. Nursing care in the above with special stress on health teaching 
position—use of special equipment—slings—sand bags—care of drainage 
suction, etc. 

Unit IV.—Nursing in diseases of the circulatory system and:— 

1. Heart diseases, myocarditis, endocarditis and valvular diseases 
pathology, symptoms, treatment. 

2. Nursing care in heart disease. 

3. Blood transfusion—indication, various types, use of plasma, dry 
blood, etc. 

4. Diseases of the blood and lymphatics, anaemias, Raynauds, Buer¬ 
ger’s and Hodgkin’s disease. 

Unit V.—Disease of the Gastro intestinal system :— 

1. Diseases of the mouth, throat and stomach. 

2. Surgery in structure of the esophagus, gastric ulcer, malignant 
tumours of the stomach. 

3. Special nursing care in such cases—Health teaching necessary for 
such cases. 

4. Diseases of the intestinal tract, typhoid, dysenterys. 

5. Surgery of the intestinal tract—intestinal obstructions, appendi¬ 
citis, hernia, resection, etc. 

6. Nursing care in diseases and operations on the intestinal tract. 

7. Operations on the colon, rectum and anus, 

8. Nursing care in the same. 

Unit VI.—Conditions of the urinary tract:— 

1. Diseases of the kidney, uret hra, bladder. 

2. Operations on the urinary tract. 

3. Nursing care in the above—including an understanding of kidney 
function tests, special treatments, etc. 

Unit VII.—Conditions of the musculo skeletal system :— 

1. Fractures, dislocations, sprains and their treatment. 

2. Diseases of the bones and joints, acute and chronic arthritis, rheu¬ 
matic fever. 

3. Tuberculosis of the bone and joints—deformaties, and operations 
done. 

4. Nursing care in orthopaedic Diseases—including special points 
regarding traction, frames, splints and plaster—helping the patient with 
his problems of rehabilitation and the care of orthopaedic cases in the 
home. 

Unit VIII. —Diseases of the skin :— 

1. Diseases of the skin and their medical treatment, 

2. Burns, scalds, skin grafting, Plastic operations. 

3. Nursing care in skin conditions. 
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Unit IX.—Conditions affecting the muscular system :— 

1. Tumours benign and malignant with stress on early attention. 

2. Nursing care—health teaching every nurse should do. 

Unit X.—Conditions of the endocrine glands and metabolism 

1. Thyroid conditions, diabetes. 

2. Surgery in Thyroid conditions. 

3. Nursing care in such cases with special reference to teaching the 
patient and his relatives. 

Unit XI.—Conditions of the nervous system :— 

1. Chorea, epilepsy, general paresis, tabes dorsalis, neurities, sciatica, 

etc. 

2. Operations on the brain and spinal cord. 

3. Nursing in the above. 

Unit XII.—Gynaecological and Geneto-urinary conditions :— 

1. Hygiene and health of sex-life with special reference to the psych o- 
logical aspects. 

2. Gynaecological conditions and medical treatment. 

3. Surgical treatment of gynaecological conditions, 

4. Nursing care in the above, 

5. Medical aspects of genito-urinary disease. 

6. Surgery of the genito-urinary tract. 

7. Nursing care in conditions of the genito-urinary tract. 

Unit XIII.—Conditions of the eye, ear and nose :— 

1. Eye health. 

2. Diseases of the eye—medical and surgical treatment. 

3. Nursing care in eye conditions. 

4. Disease of the nose and ear including the prevention of deafness. 

6. Nursing care in the above. 

Unit XIV.—Deficiency diseases :— 

1. Deficiency diseases—their prevalence in India, early symptoms 
and prevention. 

2. The Nurses responsibility in health instruction & nursing care. 

Unit XV.—Tropical diseases :— 

Malaria, black water, relapsing and yellow fever. 

Kala azar, plague, leprosy. 

Cholera, dysentery, hepatitis. 

Sprue, ankylostomiasis, filariasis. 

Snake bite, hydrophobia, heat stroke. 

2. Nursing care in the hospital and in the home with special stress on 
health teaching and prevention. 

Unit XV.—Communicable diseases :— 

1. Measles, chickenpox, small-pox, diphtheria, etc, 

2. Nursing care in the hospital and in the home with special stress on 
prevention of spread of the disease and health teaching. 

3. Gonorrhoea and syphilis with stress on prevention and control. 

4. Nursing care in the above and the nurses responsibility for health 
teaching. 


12a 
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THIRD YEAR COURSE. 

'Nursing of children — 20\hours. 

(10 lectures by a doctor and 10 lectures by the Sister Tutor.) 

flio development of a normal child-health requirements. General 
principles of infant feeding—the feeding of children up to 2 years. 

The observation of children in health and sickness, eriei, stools, attitude 
ef the child-symptoms, etc. 

The nursing of children including the giving of medicines—treatments— 
feeding and occupational therapy. 

Special diseases of children. 

Mental hygiene—15 hours. 

Mental health and requirements for a well balanced personality. Tha 
needs of the individual—types of personality—mental and emotional develop* 
ment—instincts, the subconscious mind—common neurological conditions, 
muses, preventive measures, sublimation. The problem of mental diseases 
in the community—practical psychology. 

The principles and praliee of war and hospital management.— 30 hours. 

Ward administration, the principles of supervision, assigning of duties, 
hospital housekeeping, inventories and ordering equipment and supplies. 

The selection of staff—staff edtreason, budgets, records, housing and 
health of the staff, medical examinations and supervision of the healt h of the 
staff, the prevention of diseases, care of sick nurses. Making the best use of 
resources at hand—a planned programme for improvement. Opportunities 
for observation and practice of principles taught should be given. 

Professional Problems—15 hours. 

The problems and responsibilities of the young graduate—how to apply 
for a post—contracts—ethical responsibilities—professional opportunities. 

Nursing organisations in India—their organisation, aims and work- 
professional journals—the International Council of Nurses, the Red Cross. 

Nursing legislation, registration, what are desirable laws—their purposes, 
-the nurses responsibility for nursing and health legislation. Legal 
matters. 

India’s needs in the nursing field—trends and developments in India 
and other countries. 

Health Problems in India lo-day — 20 hours. 

A consideration of the health problems of the country and attempts 
that are being made to meet them. Malaria, leprosy, tuberculosis, venereal 
diseases, maternity and child welfare, school health, industrial health pro¬ 
blems. Rural health—economic factors in national health—health education, 
the need and method—preventive medicine, the responsibility of the nurse 
Problems in h» local community. 
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APPENDIX 40. 


OUBBICULUM TOE PRE-NURSING GROUP OP 1 YEAR IN HIGH SCHOOLS IN INDIA, 


Subject*. 

Taught by. 

Anatomy and Physiology 

.. Doctor. 

Hygiene .. •. • • • < 

.. Doctor. 

First Aid 

., Doctor. 

Physics <fc Chemistry & Practical Physiology 

University Graduat#. 

Biology 

Do. 

Psychology .. 

Do. 

Dietetics and practical cookery .. 

.. Do. 

English Language & Essay writing 

.. Do. 

Home Nursing St. John & Red Cross Standard 

.. Registered Nurs* 
Instructor. 

Mother Craft 

Do. 

History of Nursing 

Do. 

Visits to Institutions, Games and Physical Training. 

Examination at the end of course. 
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APPENDIX 41. 

Syllabus fob Midwives Training Courses. 

Syllabus for Midwives Diploma or Certificate. 

1. The period of professional study between the date of admission as 
midwife pupil and the date of examination for any diploma or certificate 
which entitles the holder thereof to be registered in Part I of the register of 
mid wives shall be a period of certified study of not less than 18 months: 

Provided that a fully trained nurse shall be admitted to the examination 
in midwifery after not less than six months training on obstetrics if she can 
satisfy the requirements of rules 1 and 2 of Part I of this Appendix in all 
respects other than that of the period spent under training as a midwifery 
student: 

Provided further that for a period of twenty four months from the" 24th 
December, 1935 midwives with twelve months training shall be eligible for 
registration. 

2. In every course of professional study and examination, the following 
subjects shall be included :— 

(t) Gyanacology.—An elementary knowledge of menstruation, abnor¬ 
malities in menstruation, displacements of the uterus, growths and tumours 
(cancer) in the pelvis (uterus and adnexa) and inflammatory conditions of the 

vagina. 

(«) Antenatal care.—The training should include attendance at an. 
antenatal clinic, if possible, or study of antenatal cases. Notes of at least 
ten of such cases should be written in the case book. 

{Hi) Midwifery. —-(In any scheme of examination for midwives, emphasis 
should be laid upon the practical aspects of midwifery and the actual conduct 
of normal and abnormal labours, while the training is given both in theory 
and the practice of the subject.) 

Asepsis and antisepsis in midwifery. Some of the common antiseptics 
used in midwifery and the way to prepare them. The disinfection of the 
person’s clothing and appliances. 

Elementary general physiology and anatomy of the female pelvis and the 
organs of generation, both external and internal. 

Obstetrical diagnosis. 

Management of normal pregnancy. 

Hygiene of normal pregnancy. 

Hygiene and care of the pregnant woman and the unbore child. 

Labour and its phenomenon. 

Signs and symptoms of abnormal pregnancy. 

Management of normal labour. 

Diagnosis and management of abnormal presentations face, brew 
pelvis presentations, transverse presentations, multiple pregnancy. 

Care of the puerperium and its management. 

Complications of the puerperium including puerperal sepsis and septic 
infections. Causes, symptoms, diagnosis and methods of treatment. 

Haemorrahages of pregnancy antepartum and postpartum. 

Toxemias of pregnancy albuminuria, eclampsia hyperemesis. 

Abortion, miscarriage and premature labour. 

Extrauterine pregnancy. 
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Precipitate labour, uterine, inertia, rupture of the uterus, catuea. 
symptoms, diagnosis and treatment. 

Prolonged labour. 

Disease of the decidua and ovum ; hydramnias and vesicular mole. 
Contracted pelvis—diagnosis—common varieties— symptoms—treat¬ 
ment. 

Diseases associated with purrperium—cystitis—mastitis—phleg¬ 
masia—puerperal insanity. 

Some common obstetrical operations and the duties of the midwife 
therein. 

Vaginal examination during normal labour under supervision. 

(te) Care of the infant with particular reference to— 

Asphyxia neonatorum. 

Ophthalamia neonatorum. 

Infantile diarrhoea. 

Convulsions. 

Care of the premature infant. 

Management of the new born, both mature and premature. 

Breast feeding and artificial feeding. 

(») Venereal diseasesSyphilis and gonorrhoea with special reference to 
their effects on the prognant and parturient woman. 

(«»') An elementary knowledge of the following diseases common in the 
tropics with special reference to their effect on pregnancy labour, and puer* 
perium:— 

(1/ Malaria. 

(2) Kala-Azar. 

(3) Smallpox and eruptive fevers. 

(4> Typhoids. 

(5) Influenza pnoumonia, tuberculosis. 

(6) Anaemia. 

(7) Hook-worm. 

(8) Leprosy. 

(mi) General principles of sick nursing:— 

Nursing as a profession and hospital etiquette. 

Work in the ward. 

Observation and care of the patient. 

Temperature, pulse, respiration, clinical chart and bedside report. 
Bed-making and sponging. 

Contagion and disinfection. 

Catheterisation : bladder and bowel wash. 

Enema and douches. 

Hot and cold application. 

Administration of food and medicine. 

Invalid cooking. 

Some emergencies. 

Care of the dead. 

Cold sponging. 

Prevention and care of bed-sores. 

Different kinds of haemorrhage. 

Arrest and treatment of the same. 

Parson*] and surgical hygitnt. 
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Ne candidate shill be permitted to appear for the examination, unless 
she produces a certificate to the effect that she has— 

(a) personally attended 20 labour cases, 

(b) nursed twenty lying-in women and their infants during the ten 
days following labour, 

(c) attended not less ihan JO antenatal cases, and 

(d) attended not less than t wo-thirds of the lectures and demonstra¬ 
tions given in connection with the curriculum laid down, 
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APPENDIX 41 

Syllabus for Technicians’ Course. 
Group I ft.*., Anatomy and Physiology). 
Part I. 

A.— Anatomy —Period 6 months. 


1. Elements of Anatomy of the human body with special reference to 
"Osteology, 

2. Cleaning and care of bones—preparation of skoletons. 

3. Training in the care and uses of different instruments used ia the dis¬ 
section of the human body. 

4. Instruments in the preparation of diSeront fluids used as a fixative 
for the dead body. 

6, Record keeping of the stock of the department. 

fi. Training in making arrangement for a lecture-demonstration. 

7. Use of a rough balance. 

B. —Physiology— Period 6 months. 

1. Cleaning of glassware and other pieces of apparatus used. 

2. Trained in the operation and care of routine laboratory equipment, 
each as miscroscopes, water bath, etc. 

3. Staining method, including preparation of simple stains. 

4. Handling of Laboratory animals. 

B. Preparation of simple reagents. 

6. Technique of examination of urine and blood. 

7. Use of a rough balance. 

8. Preparation of solutions used for qualitative test. 

9. Muscle and nerve preparation of frog. 

10. Induction coil and their uses. 

11. Setting up of B. M. R. and other apparatuses. 

12. Maintaining of records, if any. 

13. Care and managmeut of experimental animals. 

14. Glass blowing. 

Examination at the end of one year’s course. 

Candidates will be given lecture-demonstration by the stuff of the depart¬ 
ment. 


Part II. 


A.— Anatomy —Period 4 months. 


1. Injections— preservation of dead body. 

2. Methods in embalming of the human dead body. 

3. Arrangement for tho dissection of human body. 

4. Caro and mounting of specimens for museum. 

6. Training in the preparation of part for dissection and the methods 
used for a nice display of the part. 

6. Histological technique—training tho Department of Pathology 
*nd Physiology if required. 
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B.—Pi. mology— Period 8 months. 

1. Preparations of reagents for volumetric and gravimetric analysis. 

2. Preparation of various fixatives and staining reagents required, in 
histopathological work. 

3. Use of the microtome. 

4. Embedding tissue, and cutting of section. 

5. Different methods of staining tissuo. 

6. Methods employed for killing experimental and other laboratory 
animals. . 

7. Training in setting up of drums and kynograph. 

8. Methods used for microphotograph and the use of Epidiascope, etc. 
Final examination at the end of 2 years. 

Course for Laboratory Technicians. 

For Group 11 (i.e., Pathology, Bacteriology and Biochemistry). 

Part I. 

One year’s course. 

I. —Preparation and Steriliiation of glassware and media. 

(t) Glassware—Preparation, cleaning and sterilization. 

(it) Preparation of simple media and combined media, including method* 
of their sterilization. Caro and operation of different types of sterilisers and 
hot-air ovens. 

II. — General Bacteriological and Parasitological Technique. 

(i) Training in the operation and care of routine laboratory equipment 
such as miscroscope, incubators, water baths and centrifuges, etc. 

(it) Staining methods including preparation of simple stains. 

(Hi) Cultural methods and use of media. 

(iv) Technique of Agglutination tosts. 

(v) Disinfection and sterilisation of contaminated material. 

(tn) Handling of laboratory animals. 

III.— Serological Technique. 

(i) Caro of apparatus used in the tosts. 

(it) Preparation of material for examination. 

IV —Care and Management of Experimental animals. 

V— Maintenance of records. 

VI —Clinical laboratory Methods. 

(t) Preparation of simple reagents, e.g., Fehling's and Leishm&n,. fct». 
(n) Staining of smears by routine methods, e.g., Grams, Zichl-Neilaon. 
(tit) Technique of examination of Urine, Faeces, Sputum, Blood, ate. 
Qualitative). 

VII — Attendance in the Post-Mortem Room. 

(i) To got acquainted with the use of instruments and render intelligent 
assistance to the Pathologist. 

(it) Collection and handling of pathological material received from the 
hospital and post-mortem room. 

(tit) Tho candidates will have lecture-demonstrations once a week by 
one of the medical officers of tho department. 
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VIIL— Biochemistry. 

(i) Cleaning the glassware, calorimeter and other pieces of apparatus used*. 
(«) Preparation for Fractional Test Meal, and for other tests like Kidney 
Function, Liver Function Tests, etc. 

(t it) Use of a rough balance. 

(iv) Preparation of solutions used for qualitative tests. 

(t) Technique for simple qualitative tests used in routine Biochemical 
analysis. 

(w) Setting of apparatus for routine quantitative Biochemical analysis. 
(vii) Setting up of B. M. R. apparatus. 

The candidates will have lecture-demonstrations once a woek on funda¬ 
mental principles. 

An examination will be held at the end of the whole course. 

Part II. 

One year’s course. 

I .—Clinical Laboratory Methods. 

(a) Instructions in the preparation of different reagents [required in 
Clinical Laboratory for examination of Urine, Blood, Faeces, Sputum, C.S.F., . 
etc. 

(b) Setting up of apparatus for the various tests. 

(c) Use of microscope. 

II. ~ Histo -Pathology. 

(a; Preparation of various fixatives and staining reagents used in Histo- 
Pathological work. 

(b) Use of the microtome. 

(c) Embedding and section-cutting. 

(d) Difloront methods of staining. 

III. — Biochemistry. 

(a) Use of a Sensativo Balance. 

(6) Use and calibration of Volumetric measuring apparatus. 

(c) Preparation of standard Volumetric Solutions and accuracy in- 
Volumetric analysis. 

(d) Principles of Colorimetry and Nephelometry. 

(e) Care and use of micro analytical apparatus. 

(/) Preparation of reagents for routine biochemical analysis. 

(y) Technique of routine quantitative Biochemical analysis of blood. 
Pathological fluids and concretions. 

IV.— Advance Techniques. 

(o) Preparation of special media. 

(b) Advanced bacteriological and serological technique with speoia 1 
reference to identification of organisms and vaccine manufacture. 

(c) Preparation of reagents and stains. 

(d) Advanced parasitological technique. 

(e) Management, care and handling of experimental animals and tech¬ 
nique associated with their use in research. 

(/) Maintenance of records. 

Candidates will have lecture demonstration in such subjects as general 
Bacteriology, Immunity and Elementary Physiology. 

Rgfl.Triina. tion will be held at the end of the whole course. 
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APPENDIX 43. 

Course for Radiographers. 

Part I. 

Six months' tuition followed by examination. 

Elementary Anatomy. —Skeletal bones—epiphysis in Embryo, in infancy 
and in adults. Skull with reference to military Fossa, Cranial Fossa, blood 
vessel grooves fractures; the dijiloe and Lumbar vertebrae—long and Bhort 
bones of the extremity. 

Physiolpgy. —Elementary knowledge of the special organs of the body— 
Other Brain, spinal cord, lungs and heart, oesophagus, stomach, intestines 
(large and small), appendix, liver, spleen, pancreas and ductless glands. 

Pathology. —Lesions of the skull—Diseases of the heart and lungs— 
Viscerao of abdomen, bony tumours, etc. 

Part II. 

Twelve months’ tuition followed by examination. 

Radiography; Radiotherapy and Electrology suitable for Certified 
Radiological Assistants. 

History, Lectures. 

Apparatus. —Construction, wiring and assembling Valve and X-Ray 
tabes, types, construction and properties. Care and control of apparatus. 

Radiography.— Radiographic technique- Care of patients while in the 
Radiographic Department. 

Dark Room. —Photography and Dark Room Technique. 

Radium & X-Ray Treatment. —Superficial and Deep exposures—filters— 
Radiation Dangers—Care of patients while in the Department. 

Electrology.— -Principles of Electrical, Light and Heat Treatment. 
Methods of application—Care of patients during treatment. 

Electrocardiography. —Principle and application of the instrument. 

Part ITT. 

0 months’ Practical work in the different sections of an Institute of 
Department of Radiology. 
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APPENDIX 44. 

Extract frcm a booklet describing t/be functions of the Eegxslry of Medical 
Technologists of th^American Society oj Clinical Pathologists. 

“ The Registry of Medical Technologists has established certain stand¬ 
ards for workers who desire to follow this vocation, and it conducts examina¬ 
tions for those who meet the qualifications. The Technologist who is certi¬ 
fied by the Registry of Medical Technologists is recognized by leading cluneal 
pathologists and well-informed physicians as having adequate qualifications 
and enjoys a definite professional standing as a result of the Registry’s recog¬ 
nition. 

The Registry has been so successful in its work that it has become the 
quasi-official body in this country for certifying the qualifications of 
laboratory workers. Its work is heartily endorsed by the leading medical 
and hospital organizations, notably the American Medical Associar 
tion, the American College of Surgeons, the American Hospital Association, 
the Catholic Hospital Association, and many others, all of which commend 
its aims and objectives and recommend to tbeir respective members the ac¬ 
ceptance of the Registry certificate as proof of the competence of a Medical 
Technologist. Stall inspectors of the American Medical Association and Ame¬ 
rican College of Surgeons, in their periodic visits to hospitals, carefully 
observe whether or not the workers in the clinical laboratories have Registry 
certificates. The Registry, in brief, while purely voluntary and non-coercive, 
is universally accepted as the authoritative organ for qualifying the labo¬ 
ratory technicians of the United States and Canada. 

The conduct of the Registry is vested in a board of six members, who aro 
elected by the American Society of Clinical Pathologists. 

The office of the Registry is conducted by a registrar approved by the 
Board, who, under the direction of the Chairman and with tiie aid oi clerks, 
attends to the necessarily voluminous correspondence, routine business, 
book-keeping, and elaborate filing system required in the management of 
what has become a truly useful and important institution. I 

An Advisory Committee of five MSdical Technologists aids the Board of 
Registry in the conduct of its work. Two members of this committee ara 
members of the American Society of Medical Technologists and three are 
chosen from the registrants who are not members of the American Society 
of Medical Technologists. 

Eligibility, 

Applicants for the Registry examination must have graduated from an 
accredited high school or have received an equivalent education. In addition, 
they must have attended a course of at least two years at a college or uni¬ 
versity accredited by the regional professional college association. In these 
two years emphasis must have been placed on chemistry and biology. 

After the necessary college credits have been acquired, the applicant 
must have instruction lor at least twelve consecutive months in an approved 
training school for Medical Technologists, or an apprenticeship instruction 
of at least twelve consecutive months under a qualified clinical pathologist. 

Examination of Applicants. 

Applicants who have met the above requirements will be permitted to 
take the Registry examination. Twice a year, usually in April and October, 
examinations are conducted in over 100 localities in the United States and 
Canada. The examinations are in charge of clinical pathologists, usually 
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members of the American Society of Clinical Pathologists. An effort is made 
to send applicants to the nearest examiners. Applicants are never assigned 
to examiners under whom they have been trained, ot in whose laboratory 
they are employed. Under no circumstances arc exemptions from the exa¬ 
mination allowed. 

The examination is divided into two parts : 

1. A written examination usually consisting of ten questions. 

2. An oral and practical examination during which the applicants 
are asked to carry out under the eye of the examiner or his assistant certain 
standard laboratory procedures, besides answering questions demons¬ 
trating their knowledge in Medical Technology. 

The questions for both* the oral and written tests are formulated by 
members of the Board of Registry and sent under seal to each local examiner. 
The latter then marks the results of the practical test and sends these and the 
answers to the written test to the registrar, who in turn transmits them to 
the official examiner. By this method a fair and impartial judgment is 
coached. 

The practical examination and the written examination have equal 
value, and a passing grade of 70 per cent, must be received in each. 

Title of Registrant. 

The certificate issued by the Board designates tbe holder as a Medical 
Technologist who is competent to render general technical service in a 
clinical laboratory under the supervision of a qualified clinical pathologist, 
or if working in a physician’s office to perform routine laboratory tests for 

his patients.” 
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APPENDIX 45. 

Schools for Occupational Therapists, Physical Therapists and 
Clinical Laboratory Technicians. 

Council on Medical Education and Hospitals, 

AMERICAN MEDICAL ASSOCIATION. 

Essentials of an Acceptable School for Clinical Laboratory Technicians. 

I.— Organization. 

1. Acceptable schools for training laboratory technicians may be con¬ 
ducted by universities, colleges, hospitals or public health laboratories. 

2. The Council has promulgated standards for this type of training to 
-supply physicians, hospitals and prospective students with reliable informa¬ 
tion and for the protection of the public. 

3. Responsibility for courses in hospitals should be placed on the hos¬ 
pital administration rather than the laboratory director. In colleges and 
universities this responsibility is on the controlling board, as for other courses. 

4. Resources for continued operation of the school should be insured 
through regular budgets, gifts or endowments but not entirely through 
students’ tuition fees. Experience has shown that commercial schools ope¬ 
rated for profit frequently do not adhere to proper ethical and education 
standards and are, therefore, not acceptable. 

5. There must be available transcripts of high school, college work and 
other credentials. Attendance and grades of students shall be carefully 
recorded, by means of which an exact knowledge may be obtained regarding 
oach student’s work. 

6. At least two or more students should be enrolled in each class. 

II.— Faculty. 

7. The School should have a competent teaching staff. The Director 
must be a graduate in medicine and a pathologist of recognized ability. He 
shall take part in and be responsible for the actual conduct of the training 
course. He shall be in daily attendance for sufficient time to supervise 
properly the laboratory work and teaching. 

8. In laboratory practice the enrolment shall not exceed one student 
to each member of tbe teaching staff. The staff should include not less than 
one salaried instructor who is a registered technician or eligible for registration 
iu addition to the laboratory director. 

III. —Clinical Facilities. 

9. Each student should receive practice training, adequate in kind and 
amount under competent supervision, in a hospital laboratory. The hospital 
should be registered by and be otherwise acceptable to the Council on Medical 
Education and Hospitals of the American Medical Association and have a 
minimum of 2,000 yearly admissions. There should be a minimum of 15,000 
tests and examinations carried out in the laboratory department annually. 

10. Adequate space, light and modern equipment shall be provided in the 
laboratory department. A library containing up-to-date references, texts 
■and scientific periodicals pertaining to clinical laboratory work and pathology 
sheuld be maintained. 
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ll. Satisfactory record systems shall be provided for all work carried 
on is the department . Monthly and annual classification of the work of the 
department should be prepared. 

IV —Curriculum. 

12. A. Candidates for admission should be able to satisfy one of th* 
following requirements ; 

1. Two years of college work, including chemistry, biology and physics 
from an accredited college or university. 

2. Graduation from a school of nursing recognized by the state board 
of nurse examiners, and in addition college chemistry. 

B. The course of training shall be not less than twelve months in duration 

and Bhall include the following divisions : 

1. Biochemistry. 4. Parasitology. 

2. Hematology. 6. Histologic teohnic, 

3. Bacteriology. 6. Serology. 

Tho instruction shall include : 

1. Text assignments. 3. Demonstrations. 

2. Lectures. 4. Quizzes. 

6. Examinations—written, oral and practical. 

V .—Ethics. 

13. Exhorbitant fees and commercial advertising shall be considered 
unethical. 

14. Schools conducted primarily for the purpose of substituting student* 
for paid technicians will not be considered for approval. 

Essentials of an acceptable School for Physical Therapy Technicians. 

I.— Organization. 

1. A school for physical therapy technicians should be incorporated as 
or under a non-profit institution. Its board of trustees should be composed 
of public spirited men or women having no financial interest in the operations 
of the school. The trustees should serve for fairly long and overlapping terms. 
If the choice of trustees is vested in auy other body than the board itself, 
that fact should be clearly stated. Officers and faculty of the school should 
be appointed by the board. 

2. Affiliation with a college, university or medical school is highly 
desirable but is not an absolute requirement. 

II.— Faculty. 

3. The school should have a competent teaching staff, graded and orga¬ 
nized by departments. Appointments should be based on thorough education 
and training and successful teaching experience. Nominations for faculty 
positions should be made in accordance with academic custom. The staff 
should include not less than one qualified salaried instructor and in each 
institution where practical training is carried on not less than one qualified 
physical therapist. The question of full-time and part-time appointment* 
(s not as important as the qualifications of the instructors, who should be 
specialists or exceptionally well trained and well qualified in the lines they 
srs teaching. 
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III.—Plant. 

4. The school should own, or enjoy the use of, buildings sufficient in size 
to provide adequate lecture tooths, class laboratories and administration 
offices. Adequate equipment should include anatomic charts, manikins, 
models, streopticons and other aids to effective teaching. It is suggested 
that dissecting materials should be provided to enable each student to dissect 
or have the benefit of demonstration of dissection of at least the lateral half 
of the human cadaver. Skeletons and disarticulated bones should be sup¬ 
plied. There should be a library receiving regularly all the scientific periodi¬ 
cals pertaining to physical therapy, current numbers of which should be 
easily accessible to the students. 

IV .—Clinical Facilities. 

5. Provision should be made for each student to receive practice training 
adequate in kind and amount under competent supervision in physical therapy 
in a hospital or other institution acceptable to the Council on Medical Educa¬ 
tion and Hospitals of the American Medical Association. 

V.— Resources. 

6. Experience has shown that a modern school of physical therapy 
cannot as a rule be maintained by the income from students’ fees. No physical 
therapy school, therefore, should expect to secure approval which does not 
have a substantial income in addition to students’ fees. 

VI .—A dministrati on. 

7. There should be careful and intelligent supervision of the entire school 
by an executive officer who, by training and experience, is fitted to interpret 
the prevailing standards in physical therapy education, and who is clothed 
with sufficient authority to carry them into effect. 

8. There should be satisfactory records, showing conveniently and in 
detail the credentials, attendance, grades and accounts of the students, by 
means of which an exact knowledge can be obtained regarding each student's 
work. Except for good cause, such as for illness, no credit should be given 
for any course when the attendance has been less than 90 per cent, of the full 
time. 

VII .—Requirements for Admission. 

9. Candidates for admission should be able to satisfy one of the following 
requirements: 

(o) Two years or sixty semester hours of college, including courses in 
physics and biology. 

(b) Graduation from an accredited school of nursing. 

(c) Graduation from an accredited school of physical education. 

Courses in general physics, chemistry and biology are highly recommended 
for all who seek to enter training in physical therapy. 

10. The admission of students to the physical therapy school must 
be in the hands of a responsible committee or examiner, whose records 
shall always be open for inspection. Documentary evidence of the student’s 
preliminary education should be obtained and kept on file. When the phy¬ 
sical therapy school is an integral part of the university, this work usually 
devolves on the university examiner. 
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II. Advanced standing may be granted to students for work done in other 
acceptable physical therapy schools or hospital departments, provided the 
entrance requirements and other essentials herein set forth have been complied 
with. Official verification of the student’s previous physical therapy work 
should be obtained by direct correspondence with the schools previously 
attended, and his preliminary qualifications should also be verified and re¬ 
corded the same as for first-year students. 

» 12. Complete physical examination of each student admitted should be 

conducted under the auspices of the school. 

VIII. — Publications. 

13. The school should issue, at least annually, a bulletin setting forth the 
character of the work which it offers. Such announcement should contain 
a list of the members of the faculty with their respective qualifications. 

IX. —Minimum Curriculum. 


r 

Subjects. 

Theory 

Hours 

Lab. & Practice 

Anatomy (including applied anatomy, demonstration on 
cadaver and lecture) 

210 

training. 

Clinical practice .. 

30 

400 

Electrotherapy 

45 

Ethics and administration .. .. .. .. 

6 

15 

Hydrotherapy .. .. 

5 

Massage .. . . .. OMR 

15 

45 

Pathology .. .. .. . Y% 

30 

45 

Physiology- 

30 

principles of physical therapy as applied to 

Medicine 

15 

30 

Neurology 

10 

15 

Orthopedics 

15 

30 

Surgery (including surgical observation) .. 

15 

30 

Psychology 

16 

75 

Therapeutic exercise 

30 

Electives 

45 


Total 1,200 hours .. 

470 

730 


Suggested electives : asepsis, bandaging, first aid, history of physical 
therapy, hygiene, joint measurements, office routine, occupational therapy, 
records, social service. , 

All subjects should be taught by qualified teachers. 

Length of course : Not less than nine months. 

Essentials of an acceptable School of Occupational Therapy. 

I.— Organization. 

1. A school of occupational therapy should be incorporated under the 
laws regulating associations operated not for profit. The control should be 
vested in a board of trustees composed of public spirited men or women.having 
no financial interest in the operation of the school. The trustees should 
serve for fairly long and overlapping terms. If the choice of trustees is vested 
in any other body than the board itself, this fact should be clearly stated. 
Officers and faculty of the school should be appointed by the board. 

2. Affiliation with a college, university or medical school is highly desir¬ 
able but is not an absolute requirement. 
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3. Schools of occupational therapy should not be operated by hospital* 
independently. It is understood, however, that hospitals are needed for 
practice training in the several branches of occupational therapy as required 
under clinical affiliations. 

II.— Resources. 

Experience has shown that an adequate school of occupational therapy 
cannot be maintained solely by the income from students’ fees. No occupa¬ 
tional therapy school, therefore, should expect to secure approval which does 
not have a substantial additional income. 

III. — Faculty. 

The school should have a competent teaching staff, graded and organized 
by departments. Appointments should be based on thorough education and 
training and successful teaching experience. The staff should include no 
less than one regular salaried instructor and one registered occupational 
therapist. The question of full-time and part-time appointments is not as 
important as the qualifications of the instructors, who should be specialist* 
or exceptionally well trained in the lines they are teaching. 

IV. — Plant. 

1. The school should own, or enjoy the use of, buildings sufficient in size 
to provide adequate lecture rooms, class laboratories and administration 
offices. Equipment should be adequate for efficient teaching in the variou* 
departments. 

2. A library containing standard texts and leading periodicals in occu¬ 
pational therapy should be provided. 

V.— Administration. 

1. Supervision. —There should be careful and intelligent supervision of 
the entire school by the dean, director or other executive officer who, by train¬ 
ing and experience, is fitted to interpret the prevailing standards and who is 
clothed with sufficient authority to carry them into effect. 

2. Records. —There should be a good system of records showing conve¬ 
niently and in detail the credentials, attendance, grades and accounts of the 
students, by means of which an exact knowledge can be obtained regarding 
each student’s work. Schools should require that students be in actual 
attendance within the first week of each annual session and thereafter. Except 
for good cause, no credit should be given for any course when attendance has 
been less than 80 per cent. 

3. Credentials. —The admission of students to the occupational therapy 
school must be in the hands of a responsible committee or examiner, whose 
records shall always be open for inspection. Documentary evidence of the 
student’s preliminary education should be obtained aDd kept on file. When 
the occupational therapy school is an integral part of the university, this work 
usually devolves on the examiner or registrar. 

4. Advanced Standing. —At the discretion of the administration, ad¬ 
vanced standing may be granted for work (or experience) require in the occupa¬ 
tional therapy curriculum which has been done in other accredited institutions. 
Official verification of previous work (or experience) should be obtained by 
direct correspondence. Preliminary qualifications should alse be verified and 
recorded. 

ISA 
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5. Number of students. —The number of students admitted to the training 
course should not be excessive. In practical work of a laboratory nature 
the number of students that can be adequately supervised by a si ngle ins¬ 
tructor is, in general experience, about fifteen : in lectures the number may 
be much larger. A close personal contact between students and members 
of the teaching staff is essential. 

6. Discipline. —All training schools reserve the right to drop a Btudent 
&t any time for any cause which the school authorities deem sufficient. 

7. Publications. —The school should issue, at least biennially, a bulletin 
jetting forth the character of the work which it offers. Such an announcement 
should contain a list of the members of the faculty with their respective quali¬ 
fications. 

VI.— Clinical Affiliations. 

1. No student should be eligible for entrance into clinical training until 
she has satisfactorily completed at least one academic year, equal to thirty 
semester credits, fifteen of which should be in biological science, social science, 
theory of occupational therapy and clinical subjects and fifteen in therapeutic 
occupations. 

2. Hospitals or institutions affiliating for clinical training should be 
carefully judged by the board of directors of the school concerned and be ac¬ 
ceptable to the Council on Medical Education and Hospitals and should not 
be considered eligible for training of students unless the director of the occu¬ 
pational therapy department is a competent occupational therapist qualified 
to handle students. 

3. The occupational therapy director of each training department should 
be considered a member of a special committee on the training school staff 
and at all times be in close contact with the director of tho school. 

4. A well defined programme of lectures, clinics and staff meetings 
should be offered by the hospital to each group of students. 

5. V ritten records, case studies and examinations should be required of 
each student. Students should obtain satisfactory rating in clinical training 
before a diploma is granted. 

6. Uniform written records specially covering the student’s personal 
adjustment as well as general ability should be kept by the occupational 
therapy director of each department, regular copy of which should be sent to 
the school at frequent intervals and all reports filed in the individual student’s 
record at the school. 

VII.— Pre-requisites for Admission. 

1. Age. —The admission of candidates should be governed by the fact 
that it is required that each student be not less than 21 years of age at gradua¬ 
tion. 

2. Education. —All candidates must furnish proof of having completed a 
high school education or its equivalent. Equivalent of high school should be 
adjudged and recorded by the admissions committee of the school. In addi¬ 
tion, all candidates except those for the degree course, must have had at 
least one year and preferably two years of further accredited education or 
successful professional training or experience. 

Candidates for admission to training course in a college or university 
which is combined with work leading to a bachelor’s degree should be required 
to comply with the regular entrance requirements of the institution concerned. 
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3. Character .—All candidates should be required to present evidence of 
good character and general 6tness, the evidence of which should be investi¬ 
gated and duly weighed by the school concerned. 

4. Health. —All students should be given a medical examination under 
the supervision of the school as soon as practicable after admission, and this 
examination should be repeated annually. The first examination, at least, 
should include a truberculin test followed by a roentgen examination of the 
chest when indicated. 

VIII. —Currie ulum. 

1. Length of course. —The minimum length of the course should be 
twenty-five calendar months (100 weeks) of full-time training. The course 
should include, not less than sixteen months (sixty-four weeks) of theoretical 
and technical instruction and not less than nine months (thirty-six weeks) 
of hospital practice-training under competent supervision : all as set forth 
in detail in succeeding sections. 

2. Distribution of Time.— The two years devoted to theoretical and 
technical training should include not less than sixty semester hours, of 
which not less than thirty semester hours should consist of didactic instruc¬ 
tion and not less than twenty-five hours of technical instruction in therapeutic 
occupations. 

(а) Theoretical. —The hours devoted to theoretical training should be 
still further subdivided as follows 

Semester hours, 

(1) Biologic Sciences to include : 

Anatomy 

Kinesiology 

Neurology 

Physiology .. .. .. ,. .. .. 13 

Psychiatry 

Psychology 

(2) Social Scioncos to include : 

Sociology .. 1 

Delinquency and Crime )► . . .. ., 

Social and Educational Agencies J 
(8) Theory of Occupational Therapy to include : 

Interpretative courses covering the principles end practice of 
occupational therapy in relation to orthopaedics, 
pediatrics, tuberculosis, psychiatry, general medicine, 
surgery and other special fields .. ., 

(4) Clinical Subjects to include : 

Blindness and Deafness .. .. .. .. .. * 

Cardiac Diseases ., .. .. .. .. 

Communicable Diseases (including bacteriology if this subject is 
not given elsowhcre). 

Goneral Medical and Surgical Conditions 

Orthopaedics 

Tuberculosis 

(6) Electives .. .. .. .. .. 3 

Total .. 30 

(б) Technical. —Because of the increasing demands of the medical pro 
desaions for qualified therapists trained in special fields applicable to the 
education and training of disabled persons as well as to the treatment of the 
aick, there must be a certain amount of flexibility in technical requirements. 

Concentration may be in the field of Therapeutic Arts and Crafts., in son* 
branch of Educational Therapy, or in Recreational Therapy. 
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A minimum of thirty semetser hours should be devoted to technical 
training. The major portion may be allotted to concentration in one held 
and, in this case, survey courses should be given in the other fields. 

(1) The Field of Therapeutic Arts and Crafts to included 
Design. 

Leather. 

Metal. 

Plastic Arts. 

Textiles. 

Wood. 


(2) The Field of Educational Therapy to include : 

Adult Education. 

Fine and Applied Arts. 

Home Economics. 

Hospital Library Management. 

Primary and Secondary Education. 

(3) The Field of Recreational Therapy to include : 

Dramatics. 

Gardening. 

Musio. 

Physical Education. 

Social Recreation. 

Advanced standing may be given to students already qualified in one 
or more branches of the three fields. Such persons may then be given survey 
courses in the other fields of concentration, and practice in the application 
of their speciality to the treatment of disabled persons. 

(c) Clinical Affiliations .—The time devoted to hospital practice-training 
shall be not less than nine months spent in the following types of hospitals:— 


IgSsSSSS' 


Mental hospital .. 

Tuberculosis eanatoriunis or services 
General hospitals 
Children's hospitals or services 
Orthopaedic hospitals or services .. 


.. Not less than two months, 
.. Not less than one month. 
.. Not less than one month. 
.. Not less t han one month. 
.. Not less t han one month. 


The remaining three months optional. 

The'Council acknowledges the splendid cooperation extended by the 
various schools included in the study and also the help of the officers and 
Educational Committee of the American Occupational Therapy Association. 
The Council will continue actively in the promulgation of high standards for 
schools of occupational therapy. Periodic re-examination of the approved 1 
sehools will be made and revisions of the list will be published as indicated. 
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APPENDIX 46. 

Course oe Training Recommended for Research Workers. 

1st year (intern year).—Act as demonstrator and assist in class laborato¬ 
ry preparations ; take such supplementary courses in pure or applied science 
as individuals may require. 

2nd year. Junior assistant.—Assist in preparing class demonstrations , 
assist in research ; participate, in rotation, in departmental routine ; build up 
personal reference file3 and notes for teaching, through historical reading } 
prepare reviews for seminars. 

3rd year. Assistant.—Supervise demonstrators ; assist in demonstra¬ 
tions ; give stated lectures ; assist in class examinations ; participate, in rota¬ 
tion, in departmental routines ; assist in research in association with others ; 
undertake independent research ; continue historical reading and the build¬ 
ing up of reference files and notes; assume responsibility for routine reporting 
•n current literature in one field. 

4th year 4 Senior Assistant.—Supervise junior assistants ; give stated 
demonstrations and lectures ; assist in professional or final examinations; 
complete rotation in departmental routines and in taking charge of seminar 
programmes ; carry out independent research ; complete preparations of per¬ 
sonal reference files and notes for teaching ; prepare lists of equipment, 
apparatus, etc., with addresses of suppliers, prices, etc. ; prepare a budget. 

During the period of training, provision should be made for trainees to 
acquire a working knowledge of biomathematics, languages (e.g., French, 
German and basic Latin) and library methods. Opportunities should be de¬ 
veloped to ensure contacts with workers in other fields of medicine and other 
faculties ; to promote reading of current events and non-medical literature; 
to ensure acquaintance with industrial, agricultural and Government proces¬ 
ses and organization so as to develop a general understanding of contempo¬ 
rary life and of the place and potentialities of medicine; to develop team work, 
discipline and leadership ; service in a medical 0. T. C., participation in athle* 
tics and in various societies should be required or encouraged. In practice, 
it may be found expedient and economical to arrange for instruction in sub- 
jects of more or less common interest for groups of trainees from different 
fields of study. 

Special Advanced Training. —Arrangements should be made to enable 
outstanding trainees to go abroad to work witj^ an acknowledged master, in 
their respective fields of study, for at least one year and to visit wokrers in 
other countries and in other universities on completion of their period oi 1 
study. This should be regarded as part of the training necessary to develop 
the very best men. It also provides a basis for future international coopera¬ 
tion and raises the standard of endeavour to an international, rather than 
narrow national, level. 

The Fields of Training. —In view of the advances made in both the pur® 
and applied aspects of medicine, and opportunities for advancement result¬ 
ing therefrom, as well as new problems which they have created, it is 
suggested in connection with the teacher training programme that the 
following teaching fields be covered :— 

A trainee would be'expected to cover the subjects under one main field 
(indicated by Roman numbers), but in the case where there are positions avail¬ 
able for specialization within a field (e.g., lectureship or professorship in bac¬ 
teriology or parasitology in the field of microbiology) the trainee would spend 
further time on the speciality. 
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I. —Anatomy :— 

(a) Anatomy— 

(i) Histology, 

(it) Descriptive Anatomy, 

(iii) Neural Anatomy, 

(iv) Racial Anatomy, 

(v) Anthropology. 

(i b ) Developmental Morphology— 

(i) Embryology and genetics, 

(ii) Pos tnatal growth, maintenance and repair, 

(tit) Decline and degeneration. 

II. —physiology :— 

(i) Systemic Physiology, 

(it) Human (or organism) Physiology, 

(iii) Biostatistics. 

III. — Biochemistry : a — 

(a) Biochemistry proper— 

(i) Physical Chemistry, 

(ii) Organic Chemistry, 

(iii) Physiological Chemistry. 

(b) Normal Nutrition. 

IV . -^Pharmacology :— 

(t) Experimental or normal Pharmacology, 

(ii) Therapeutics or Pathological Pharmacology, 

(tit) Pharmaceutical Chemistry, 

(iv) Chemotherapy. 

V. —Pathology :— 

(a) Pathology proper— 

(i) Morbid Anatomy and Histology, 

(it) Experimental Pathology, 

(iii) Clinical Pathology. 

( b) Forensic Medicine. 

(c) Microbiology— 

(i) Parasitology and Medical Zoology. 

(ii) Bacteriology, 

(iii) Immunology and Serology, 

(iv) Mycology. 

VI. —Clinical Medicine ;— 

(a) General Medicine— 

(i) Communicable diseases.— 

(a) Malariology, 

(b) Other Vector spread diseases, 

(c) Non-vector spread diseases— 

tuberculosis, 
venereal diseases etc. 

(ii) Metabolic diseases, 

(iii) Cardio-vascular diseases, 

(iv) Respiratory diseases, 

(v) Diseases of the digestive system, 

(vi) Diseases of haematopoioetic (blood forming) system, 

(v ii) Diseases of the ductless glands (endocrinology), 

(viii) Dermatology (diseases of skin). 
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▼II .—Heurology and Neuro-Surgtry 

VIII. — Psychiatry. 

IX. — Surgery :— 

( i) General Surgery (including abdominal surgery). 

(ii) Orthopaedic Surgery, 

(tit) Chest Surgery, 

( iv) Surgery of ear, nose and throat, 

( v) Ophthalmology, 

(vi) Reconstructive (Plastic) Surgery, 

(vii) Genito-Urinary Surgery. 

X. — Anaesthetics. 

XI. — Diseases and conditions peculiar to women. 

(i) Obstetrics, 

(it) Gynaecology. 

XII. — Paediatrics. 

XIII. — Radiology :— 

(i) Radiation and Physiotherapy, 

(ii) X-Rays, 

(iii) Radium. 

XIV. — Prophylactic Medicine :— 

(a) Epidemiology and Vital Statistics, 

(b) Social Pathology, 

(c) Hygiene— 

(i) Health Education, 

(ii) Control of Diseases— 

a. communicable, 

b. nutritional, 

c. mental. 

(d) Public Health Administration, 

(e) Maternity aud Child Welfare, 

(f) School Health, 

(g) Occupational Health— 

(i) Industrial, 

(ii) Agricultural, 

(h) Public Health Engineering. 

XV. — Social Medicine :— 

(i) Applied Epidemiology, 

(ii) Social Pathology, 

(iii) Social Surveys, 

(iv) Social Experiment, 

(t>) Study of Health per se. 

XVI. — History of Medicine. 

XVII. — Collegiate School of Nursing 

(i) Vocational Nursing, 

(ii) Public Health Nursing, 

(iii) Nursing Administration, 

(iv) Nursing Education, 

(t>) Nursing Research & Experiment. 

XVIIT.— Dental Medicine. 

Trainees must be provided with an adequate stipend throughout their 
Course of training, all teachers must be full-time employees. 
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APPENDIX 47. 

The need foe an Institute of the History of Medicine 
in India. 

Henry E. Sigerist. 

It is no longer necessary to stress the value of studies and of academic 
instruction in the history of medicine. Since 1905, the year when the Leipzig 
Institute was founded by Karl Sudhofi, one country after another has de¬ 
veloped similar institutions. They became cultural centres from which 
the field of historical studies was broadened considerably and medicine was 
greatly enriched. 

A survey undertaken in the United States in 1937 revealed that course® 
in tho subject wore offered in 54 of the 77 medical schools then existing . 
It must be admitted, however, that in the majority of these schools the 
standard of instruction in medical history was far below their general academic 
standard, and that only very few of them engaged in serious research. Never¬ 
theless, the mere fact that 70 per cent, of all medical schools thought it advis¬ 
able to includo modical history in the curriculum shows that the significance 
and possibilities of tho subject have been recognized. 

I. 

In a country such as India a centre of studies in tho history of medi¬ 
cine is more necessary than anywhere else, because in India ancient and 
mediaeval medicine are still alive and are practised on a large scale. It m 
no exaggeration to say that the overwhelming majority of the people of 
India receive medical care only from indigenous practitioners. They either 
follow the principles of the Ayurveda —the Science of Longevity—as it de¬ 
veloped in the Atreya school of Brahmin doctors over two thousand years 
ago or they are adepts of the Unani, or Greek school of medicine which 
actually is Arabo-Persian medicine—to mention only the two major systems. 

Tho fact that indigenous modicino plays such a very important part in 
the lifo of tho Indian people is frequently minimized or even igrored. And 
yet it represents a very tangible reality that must bo faced openly when¬ 
ever plans are elaborated for improving the health conditions of the country 
particularly since its popularity is growing rather than diminishing. 
New indigenous schools are being founded. They are subsidized by tho 
government in several provinces. The Osmania University of Hyderabad 
has a Modical College which is a Unani Medical College. The Medical Prac¬ 
titioner’s Act of Bombay of 1938 admits graduates of indigenous schools to 
tho Medical Register. 

At first sight it seems strange that these ancient indigenous systems are 
able to compete with modern scientific medicine. It was not strange in 
the 17th and 18th centuries when tho two worlds first entered into contact. 
At that timo European medicine was developing now theoretical foundation® 
but in practice, in the treatment of disease it was hardly more effective than 
Greek, or Hindu, or Arabic medicine. But today ? Nobody can deny 
that scientific medicine during the last hundred years has made tremendous 
strides. Bacteriology and immunology have permitted us to combat com¬ 
municable diseases most effectively and to eradicate many of them. Modem 
surgery is able to save thousands of human lives that would have been lost 


1 Bulletin of the History of Medicine, 1939, 7 : 627-662. 
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only fifty years ago. Pediatrics, more than any other branch of medicine, 
is responsible for the decrease of death rates and for the greater life expec¬ 
tancy. The treatment of internal diseases, fora long time the step-child of 
medicine, has greatly progressed also. The discovery of hormones and 
vitamines made it possible to attack certain diseases at the root, and in the 
last few years tho sulpha-drugs and penicillin have proved to be formidable 
weapons in the treatment of many formerly deadly diseases. How then 
was it possible for indigenous medical systems to survive 1 

The reasons are not difficult to find. India with its 19 University Medi¬ 
cal Colleges and 19 Medical Schools has produced physicians trained in scienti¬ 
fic medicine, but not enough of them. It is impossible for 55,000 doctors 
to give medical care to a population of nearly 400 million, particularly sine* 
economic necessity forces the majority of doctors to practise in tho cities, 
while 90 per cent, of the people live in rural districts. The sick'villager 
therefore, has hardly any choice ; if he wants help and advice he must have 
recourse to an indigenous practitioner. 

There are Rural Dispensaries operated by the provincial or local govern¬ 
ments, staffed with scientific doctors. These dispensaries, however, are as 
a rule very poorly equipped ; the doctor sees hundreds of patients every 
day, so that he has not the time to examine the sick and to treat him indivi¬ 
dually. He can at best practise a primitive type of first-aid and bottle 
medicine which are hardly apt to demonstrate the superiority of Western 
medical science. The salary of the dispensary doctor, moreover, is so miser¬ 
ably small, that he is forced to make a living through private practice. But 
the avorage villager is too poor to pay for his services and to purchase bin 
imported chemical drugs. And so the sick call on the indigenous practitioner 
who himself is a villager, whose drugs consist of native herbs that are cheap, 
and whoso theoretical views conform with the religious views of the patient. 

The indigenous systems of medicine, both Ayurveda and Unani, are 
strongly philosophical in outlook, although their original character has' 
degenerated in many ways. Tho theory of the throe elements in one, of 
the four humors in the other, are attempts to visualize the organism as a 
microcosm and to place it into relationship with the macrocosm of the uni¬ 
verse. Hindu philosophy as it crystallized in the system of the Tantras, 
looks at the human body and at the univorsc as a manifestation of divine 
substance and energy, a concept the elements of which can be traced back 
to Vodic traditions. The three elements wind, bile, and phlegm are symbols 
of the aerial, fiery, and liquid forces of life-energy. Throughout its history 
Ayurvedic medicine was an attempt to interpret the phenomena of life and 
doath, of health and disease, philosophically. 

Unani medicine, on tho other hand, through the Persian and Arabic 
tradition goes back to Galenic, Hippocratic and Pythagorean views and 
having passed through the filter of Avicenna, it acquired many elements 
of Aristotelian philosophy. 

Indian culture is deeply imbued with philosophy, and this is why not 
only illiterate villagers but highly educated men sometimes prefer the indi¬ 
genous systems to scientific medicine and rise to their defence. They claim 
that the medicine that came from the West is too mechanical, that it is soul¬ 
less, that it has no philosophy, that it is foreign to Indian thought, while the 
indigenous systems are deeply rooted in the religious and philosophical 
-traditions of the country, and ropresent one aspect of the general attitude 
towards nature end man. 
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Thpre is another most powerful force that is backing the indigenous 
systems of medicine, Indian nationalism. The country is in a period of 
transition. After centuries of stagnation the people of India are awaken¬ 
ing to new life and look into the future. A regular "Rennaissance is taking 
place. A nation which had developed a great civilization at a time when 
we in the West wore still savages, which for certain historical rcaspns too 
complex to be discussed hero declined, is now reasserting itself. 

At such a historical moment the people look back with pride to their 
cultural heritage. It is the common ground on which they stand. The 
classical literature is published in new editions. The cinema instead of 
filming gangster stories revives Sakuntala. Young girls dye their palms 
and soles with henna and re-enact old dances. The country’s archaeo¬ 
logical remains are carofully preserved, tactfully restored, and visited by 
thousands. Hindus and Moslems, Sikhs and Parsis alike admire the paint¬ 
ings of Ajanta, the sculptures of Elofanta, the temples of Madura and tho 
palacos of tho Mogul emperor3. They justly feel, beyond communal lines, 
that they are theirs. 

And whon it comes to medicine, they remember their history also. Just 
na we look to Hippocrats as the father of medicine, they look to their own 
classics to Caraka, Susruta, Vagbhata who collected and preserved the 
medical lore of their time ; or to the classics of Arabic and Persian medicine 
who in tho early Middlo Ages had assimilated, enriched and systematized 
the Greek tradition and wore far ahead of their colleagues in the West. 
Indians remember with pride that in tho 3rd century B C. Asoka, the 
great Buddhist Maurya king had provided medical services for rich and 
poor, for men and animals, throughout his empire; that he had hospitals 
built in town and country, for men and animals, at a time when there was 
not a single hospital in tho Western world. 

This great medical tradition is not dead. Tt, is alive like the Yedas, the 
1 Upanisads or the immortal Meghaduta, like the Qoran, the Buslan and the 
Gulistan. It ib no wonder that India reasserting itself is backing up its 
own systems of medicine. 

II. 

So far, so good—-but medicine is neither poetry nor philosophy. It is 
a craft, a techno as the Crooks called it, with an eminently practical pur¬ 
pose. Its goal in every country is tho same, namely to promote tho people a 
health, to prevent disease, to restore health when it has broken down, and 
whenover necossary, to rehabilitate the former patient so that ho may remaia 
a useful member of society. 

Tho question naturally arises : have the indigenous systems succeeded 
in establishing a high standard of health in India ? The question can be 
answered scientifically because health conditions can bb measured and 
Oan be expressed in figures. When wo consult these figures and find that 
in 1937 the general death rate was 22'4, tho infantile mortality rate 162, 
*nd the average life expectancy only 27 years, we must conclude that health 
conditions are very bad in India today, infinitely worse than in countries 
that have universally accepted scientific medicine. 

It is well known that health conditions are determined not only by the 
status of medicine but also by the general standard of living--which m 
India is extremely low, Whon people have not enough to eat, constantly 
suffer from malnutrition and live in a poor sanitary environment they are 
always threatened by disease and have little resistance to offer. Scientific 
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medicine, however, has forged weapons with which it is possible to eradi¬ 
cate disoases even under poor living conditions. The numerous diseases 
carried by water and food can be brought under control by general public 
health measures. The various methods of immunization permit tho pre¬ 
vention of diseases which today still tako a heavy toll of life in India, and 
the new methods of treatment can save thousands of human lives that would 
be lost otherwise. The incidence of malaria, India’s great curse, could be 
reduced considerably if tho doctors had enough auxiliary personnel avail¬ 
able that they could steer and guide. 

If Indians take a historical attitude toward their indigenous systems of 
medicine, they will be justly proud in realizing what a great advance these 
systems ropresonted at their time, in anitiquity and the Middle Ages. They 
brought many effective drugs to the people, many valuable dietetic and 
even surgical treatments. But Indians will also realize that conditions 
have greatly changed, Tho new science that developed from tho 16th cen¬ 
tury on created a new foundation of medicine, a new anatomy, physiology 
and pathology on tho basis of which new systems of public health and of 
clinical medicine could be developed with infinitely more effective methods 
of prevention and cure. The theory of medicine, the views wo have of the 
causes and mechanisms of disease are not a luxury but determine our actions. 
Tho concepts of wind, bile and phlegm or of blood, phlegm, yellow bile and 
black bile represented useful working hypotheses at their time, but the new 
science lias demonstrated that the actions attributed to them are the result 
of speculation and do not correspond to a reality, while it is possible to ex¬ 
plain the phenomena of health and disease with concepts of biology, physics 
and chemistry in an infinitely more satisfactory way, one that permits testing 
in' experiments and has led to brilliant practical results. 

Indians, t.horeforo, who have tho welfare of their pooplc- at heart, who 
want them to live without being constantly fettered by the bonds of dis¬ 
ease, cannot but accept scientific medicine and work to promote it and to 
see it applied on a nation-wide scale so that it may reach every single village. 
It, of course, is not oasy to apply modern science to one field of human en¬ 
deavour while other basic functions of social life such as agriculture and 
industry remain mediaeval and women are kept in purdah. And this raises 
the question : is it at all desirable for a nation to accept science and technology 
ox would it be hotter for tbo people to remain static, to live poor and content¬ 
ed, bearing sufferings with resignation, leading a contemplative life and hop¬ 
ing for a bettor lot in the hereafter ? The question seems justified in viow 
of the evil use that has been made of science in recent years. It is futile, 
however, because there is no choice. No nation can expect to survive in 
the present world as a nation unless it accepts science with all its implications. 
And science in itself is neither good nor evil. It is an instrument in the hands 
of man, and it is he who is good or evil. 

India, after centuries of stagnation, is awake today and has expressed 
its determination to free the people from age-old bonds. Thousands of 
young men and women are flocking to the universities, hundreds of them 
travel abroad for post-graduate study. Already India has produced physi¬ 
cists, chemists and biologists of world renown. Industries are being de¬ 
veloped. The great rivers dammed by engineering skill, will produce water 
for irrigation and power for new industries that will absorb the rural surplus 
population. India possesses the manpower and natural resources needed 
to make it a prosperous country in which the people will be free to produce 
new cultural values as they did in the past. This may seem Utopian in 
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view of the many traditional barriers of caste and rc-ligious taboos that tend 
to divide the people, but the example of other countries has shown that how¬ 
ever rigid the traditional superstructure may appear, it breaks down very 
rapidly where there is a strong popular movement that attacks the basic 
elements of economic and social life. 

In the same way scientific medicine must be developed. Promising 
beginnings have already been made and plans are elaborated for the future. 
The line to be taken is clear. The country needs more and better trained 
personnel, researchers, teachers, doctors and legions of auxiliary personnel. 
It needs more and better equipment. And it needs first of all a system of 
health servicos that will make full use of the personnel and equipment avail¬ 
able and will bring it into the reach of everybody. 

Scientifically trained doctors will gradually replaeo the indigenous practi¬ 
tioners. The argument that indigenous medicine is cheaper will no longer 
hold, because medicine will not be a service that is sold to the people in the 
open market, but a public service to which thoy are entitled, one that is 
financed on public funds. Similarly the argument that indigenous drugs 
must be preserved because they are within the financial means of the villager 
will vanish, because drugs will not be sold but distributed to those who 
need them, and the development of a state-owned and operated pharmaceu¬ 
tical industry will considerably reduce the cost of production of modern scien¬ 
tific drugs. 

Such a development will obviously take a long time, and meanwhil 6 
the country will continue to havo tons of thousands of indigenous practi¬ 
tioners, registered and non-rcgistcred, trained in schools and trained through 
apprenticeship. It would bo worthwhile to study whether these practition¬ 
ers could not ho usod during the period of transition as auxiliary personnel. 
In some of their schools students are given a sprinkling of scientific medicine, 
and while it is obviously impossible to combine modern medical science with 
ancient and mediaeval theories, it should be possible to train those students 
for a fow specific functions such as the combating of malaria, vaccination 
and othor immunizations, the supervision of wells and latrinos and other 
public health measures. 

III. 

It soems to me that in such a period of transition an Institute of the 
History of Medicine could play a very important part. 

The Government of India plans to establish a National Medical College, 
a model medical college that would become a national centre of medical 
research and a training ground for highly qualified physicians, specialists, 
and academic teachers, This undoubtedly is an excellent plan that will give 
a tremendous stimulus to the development of medicine in India and will 
raise the standard of medical education and consequently of practice. 

The opportunity of creating a new school is one that occurs very rarely 
and presents great opportunities that should not be missed. It is extremely 
difficult to modernize an old school that is burdened with the weight of a 
great tradition. A business enterprise that docs not keep abreast of tlio time 
soon collapses, but out-moded universities may carry on indefinitely, much 
to the detriment of the country. 

Whoever founds a new medical college today must be fully aware of the 
changes that have occurred in medicine and society and of the social and 
economic structure into which the products of the college, the physicians, 
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will have to fit. It would be a mistako therefore merely to copy a British 
or American pattern. When the Johns Hopkins School of Medicine was 
opened in Baltimore in 1893 it was neither a replica of a British, French or 
German school. It had taken over elements of the various European systems 
but had blendod them to form a now pattern that was in many ways better 
than the existing ones, and this is one reason why the school became so 
influential. 

India is neither Britain or America. It is a tropical country, and its 
social and economic structure is totally different. And while the medical 
science in which students are instructed is basically the same all over the 
world, the application of this science varies a groat deal. In small countries 
such as Switzerland or Holland the problem of rural medicine hardly exists 
because cities are nover far away and hospitals and specialists can be reached 
easily. In tomorrow’s India the great majority of all doctors must be scien¬ 
tifically well trained physicians prepared to practise in rural districts among 
poor people under an organized system of medical services. But they will 
have to be more than more therapists ; they will have to be teachors and 
social workers, leadors and friends of the people, loading them to a healthier 
and happier life. An Institute of Social Medicine should, therefore-, be 
considered. 

The new college, I am well aware, intends to be primarily a centre of 
research and a training ground for specialists and teachers. It is just for 
that reason that it should emphasize the social aspects of medicine. Re¬ 
search is neodod not only in the science but also in the sociology of medicine— 
and in India perhaps more than anywhere elso. It is a fallacy to believe 
that the application of scientific results takes care of itself. It does not, 
as we have found in every country, and the most brilliant discoveries are 
wasted unless they can be applied on a mass-scale. The teachers who will 
come from this collego, on the other hand, no matter whether thoyare physio¬ 
logists or surgeons should all carry that social outlook into whatever col¬ 
leges they may be called. The National College will set a now pattern of 
medical education in India, one that undoubtedly will be followed by the 
other schools. 

Similarly, since India is confronted with tho problem of indigenous 
medical systems and will bo so far a long time, an Institute of the History 
of Medicine could greatly help to clarify the situation, and I should like to 
outline briefly what I would consider the major tasks of such an Institute. 

The history of medicine is both history and medicine. It is a historical 
discipline like the history of art or the history of philosophy. It helps to 
give us a more complete picture of the history of civilization, because it is 
obviously not unimportant to know wbat diseases affected the people in 
the past, what they did not protect and restore their health and what 
thoughts guided their action. 

But the history of medicine is also medicine. By analyzing develop¬ 
ments and trends it permits us to understand a situation more clearly and 
to act more intelligently. We all know that success or failure of our 
medical work depend not only on the scientific knowledge we possess but 
also on a groat variety of other non-medical factors, on economic, social, 
religious, philosophical, political factors that are the result of historical 
developments. Unless we are aware of them and understand them many 
of our efforts will bo wasted. 
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An Institute of the History of Medicine in India will devote its re¬ 
searches primarily to the history of Indian medicine and of medicine in 
India, from the Vedic period to our days. It will investigate the medical 
heritage of the country dispassionately and critically, notin order to prove 
a point. It will endeavour to reconstruct and envisage the modical past 
of India from the perspective of history, in relation to and as part of the 
genoral civilization of the various periods. 

In order to be able to write history the historian must first proceed 
analytically investigating and interpreting historical sources which in 
many cases have to be made available first. The chief medico-historical 
sources are texts and the Indian medical literature still requires a great 
deal of purely philological work. Many texts still have to be edited criti¬ 
cally and many have to be translated. One of the most important Sanskrit 
medical classics, Vagbhata’s Astangahrdayasamhita was translated only a 
few years ago. I am convinced that there are still many medical texts buried 
in manuscripts that have not yet been touched. Our .lohns Hopkins Institute 
possesses a collodion of Sinhalese mcoical manuscripts written on palm leaves 
that have not boon edited and therefore have obviously never been translated 
«r evaluated. 

The study of texts will not bo limited to books written in Sanskrit, 
Prakrit or Pali but will bo extended to Arabic and Persian books and to 
thoso written in vernaculr languages. Sources of medical history, how¬ 
ever, are not only modical books. Other books, religious, thoological, 
philosophical, and histories, biographies, memoirs^ etc., may contain valu¬ 
able information concerning health and medical conditions at a given 
time. It will, therefore, be necessary to canvass the entire Indian litera¬ 
ture for medical data. Dr. D. V. S. Reddy of Andhra Medical College 
in Vizagapatam has shown how the Rock Edicts of Asoka are a rich source 
for our knowledge of medical conditions at the hoight of the Maurya empire. 
There can bo no doubt that such books as the Ain-i-Akbari and the autobio¬ 
graphies of the Mogul oinporors contain a great deal that is of medical in¬ 
terest. 

Rooks, however, are not tho only sources of medical history. Tho 
antiquities, sculptures, paintings, buildings, instruments and other objects 
of archaeological research may be able to shed light on health and medical 
conditions and must therefore be consulted. The elaborate bathing facili¬ 
ties in Mogul palaces were a luxury, to be sure, but also had hygienic 
consequences and it mattered a great deal what kind of drinking water 
people had available and how they disposed of their sewage. 

In a country like India where traditions have persisted tenaciously through 
the centuries and whore the Middle Ages are still alive in many ways, the medi¬ 
cal folklore is another rich historical source that must be consulted. This, 
however, must be done cautiously and critically because folklore always is 
a big hodgepodge in which ancient, mediaeval and modern views are inex¬ 
tricably mixed. 

The Institute will not limit its studies to India because India was 
never isolated from tho rest of the world. The Aryan conquerors came 
from the northwest and brought views and concepts that belonged to 
the common stock of all Indo-European races. Babylonian civilization 
radiated far over Asia, and India had intercourse with China at an early 
date. The caravan was a factor that greatly contributed to the spreading 
of stories, ideas, knowledge and skills all over the continent. Invading 
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armies invariably had surgeons who brought knowledge, to foreign lands 
and learned from them. The influence of Alexander the Great’s cam¬ 
paign is reflected not only in the sculptures of Gandhara but in many ways, 
and Indian drugs were sold in Alexandria. The close relations of India 
with the Islamic world neod not be emphasized here and from the 16th 
oontury on India had intor-rolationships with Europe. The Institute 
therefore will study tho history of Indian medicine as part of the universal 
history of medicino. 

Tho critical evaluation of historical sources permits us to reconstruct 
the past. In the case of medicine it permits us to ascertain—if sufficient 
sources are available—what diseases afflicted the people in various periods, how 
their lives wore affected by them, what they did to maintain and restore their 
health and what thoughts wore guiding their actions. 

The history of medicine differs basically from most other historical 
disciplines that examine happenings and phenomena which occurred once, 
because it is the history of a craft, of techniques and skills. We therefore 
want to know not only what people did in the past to maintain and restore 
their health, but also whother they did a good job or not, whether their treat¬ 
ments were effective or not. This is why historians of medicine must not 
only bo historians but physicians as well. Ancient treatments can bo repeated, 
the officacy of drugs can bo tested in experiments. 

The Institute will therefore investigate the indigenous medical systems 
not only for their ideological content, not only as aspects of India's ancient 
and mediaeval civilizations and as end products of a long development : it 
will also ondtavour to ovaluate their pratical achievements. This obvi¬ 
ously docs not moan that, tho historical institute should have a laboratory 
for the tosting of drugs. Certainly not, but tho historian of medicine on 
the basis of his studios of the classical literature and of field work would 
be able to point out which treatments and drugs should be tested by the 
pharmacologists and clinicians of tho College. This would permit us to 
preserve and to incorporate into our scientific system of medicine what¬ 
ever is found to bo of valuethe indigenous systems. And it would also 
permit tho objective refutation of claims that aro not justified. 

Thus tho Institue, besides being a humanistic centre, would also have 
some practical functions that could be extended in many directions. A 
physician can cure an individual case of syphilis without any knowledge 
of history, but whoever plans a campaign against venereal diseases must 
take a great many non-medical factors into account and will bo confronted 
with social, economic and religious conditions that aro the rosult of histori¬ 
cal developments of which he should be aware. Health education is wasted 
unless it is somehow combined with education in citizenship which is impos¬ 
sible without history. I should think that at the present moment when 
India is planning to develop its medical sorvices and to bring health to the 
villages, the cooperation of a physician who can think in terms of history, 
should be extremely valuable. And the Institute by collaborating with the 
departments of social medicine, hygiene and public health should be able to 
make important contributions. 

IV. 

Thorc is another field in which the Institute of the History of Modicine 
as a department of a National Medical College could render great sorvices, 
the field of education. It could greately enrich tho curriculum. 
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Whenever a country adopts scientific medicine it usually does it with 
great enthusiasm and is inclinod to throw everything overboard that is 
not scienco. The result is that physicians are produced who are highly 
trained technicians without any education, high grade specialists whc^ see 
only one small section of medicino and have lost sight of the goal. Medi¬ 
cine is not a natural but a social science. Its target is to koop men adjusted 
to their social and physical environment as useful members of society, and to* 
readjust them when prevention hashroken down. Methods of the natural 
sciences have to be applied to this end, but the goal is social and the physi¬ 
cian should always keep this broad purpose in view. 

If I am correctly informed, the general education of the average medical 
student in India—as in many otliOT countries—is rather scanty. From 
the moment ho leaves the secondary school his training is along scientific 
lines. Ho has the added handicap that he is instructed in a foreign lan¬ 
guage—by necessity in view of tho diversity of Indian languages. He 
may be familiar with English literature from Chaucer to Kipling and hardly 
know his own classics. I mot Indians who admitted that they would find it 
difficult to deliver a lecture in their own Urdu or Bengali or whatovor their 
mother tongue may have been. This peculiar situation obviously tends to 
divorco tho small educated upper class from the mass of the people. But if 
there is one profession that must bo close to the poople it certainly is tho medi¬ 
cal profession, becauso the doctor must not only bo a therapist but a teacher 
and friend of the people he servos. 

Instruction in medical history, if proporly conducted, could greatly con¬ 
tribute to the training of an educated physician. It would teach tho stu¬ 
dent history, tho history of his own country but also the history of tho woHd 
with a bias on medicino that would bring tho subject much closer to him. 
It would teach him to look at modern medicine from the perspective of his¬ 
tory and to see it in all its econmic, social, religious and philosophic implica¬ 
tions, as the result of a long dovolopmont, as a dynamic process. Ho would 
soon find that scientific medicine has a philosophy also. We too look at the 
human body as a microcosm in tho midst of the microcosm. Tho same 
elements that constitute the organism are found in tho outside world, and the 
.same physico-chemical forces are acting in both. The physician thus 
trained would have a much clearer idea of the task of medicine and of the 
part he is called upon to play in society. 

Such instruction would also help to develop the spirit that must animate 
the physician in his work. Ho must roabze that medicine is not a. means 
of becoming rich but a service to the peopele. Tho same splendid spirit that 
drove an elito of medical students to volunteer their services during tho 
recent Bengal famine must permeate the entire medical corps at all times. 
Only in such a way will it be possible to carry out an ambitious programme 
and to bring health to tho villages. 

The Johns Hopkins School of Medicino is often looked upon as tho ex¬ 
ample of a school that succcoded in creating a new pattern of medical educa¬ 
tion in its country by raising entrance requirements and emphasizing 
scientific instruction in the laboratory and at the bodside of patients. This 
is correct but ono should also remember that the men who made tho School 
famous were not only great scientists but humanists also. Osier, Welch, Kelly 
Halsted wore keonly interested in the history of medicine and never missed aO' 
opportunity to impart historical knowledge to their students. In 1890, 
one year after the opening of the Hospital, three years before tho School opened 
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its-doors, they founded the J ohns Hopkins Medical History Club which is today- 
in the fifty-fifth year of its activities. Osier's historical and philosophical 
essays will remain a source of inspiration long after his scientific papers and 
his textbook are forgotten. When the School was opened in 1893 the new 
curriculum included a course in the history of medicine that w.-s given by 
John Billings, one of the groat pioneers of Amorican medicine, who drew up 
the plans for the Hopkins Hospital and was largerly responsible for tho new 
curriculum. And at the end of his career William Welch, in 1929, created 
the Johns Hopkins Institute of the History of Medicine, the first of its kind 
in the United States. I think these facts are highly significant and pro¬ 
vide food for reflection. 

V. 

After all that has been said, it is easily apparent what the structure of 
such an institute must bo. It will require personnel and equipment. Since 
it will not bo possible to find a physician well trained in methods of histori- 
-cal research who masters equally well Sanskrit, Greek, Arabic and Persian, 
the Institute will need a staff of at least three scholars who will work as a 
cooperative group. One of them, a student of Sanskrit and other Indian- 
languages will specialize on Hindu medicine. The second will devote his 
researches primarily to the Moslem phase of Indian medicine and will there¬ 
fore be an export in Arabic and Persian medicine, while tbe third will bo a 
general medical historian and will study tho history of Western medicine tn 
its relations with tho East and the rise of scientific medicine. 

The staff will require tools for resorach, that is, collections and among 
them primarily a collection of books. The library of the Institute will 
include the basic medico-historical literature--books and journals—medi¬ 
cal texts in tho best oditions and translations available, and as many refer¬ 
ence books as possible. It should also include a number of non-medical 
books, such as basic books on political, social and economic history, the 
history of philosophy, religion and other disciplines, books that are con¬ 
stantly needed for general orientation. 

The Institute will in addition collect other documents pertaining te the 
rnodical history of India, manuscripts, photographs, portraits, objects such 
as instruments, etc. and it may consider the creation of a museum of indi¬ 
genous drugs. 

Whoever organizes such an Institute today must eudoavour to relieve 
tho research and teaching staff of administrative burdens as much as pos¬ 
sible. University administration is in many countries the most wasteful 
and cumbersome of all administrations in that it uses highly trained scien¬ 
tists and scholars for the solution of potty administrative problems that 
could bo handled by general ofiico workers just as well if not better, and 
this greatly reduces tho efficiency of a faculty. The National Medical Col¬ 
lege will obviously have a strong Medical Library and it would be advis¬ 
able to build tho institute of the History of Medicine in connection with 
or as an annex to the Library, so that tho technical administration of the 
Institute could be handled by special employees of the Library, This 
would pormit the staff of the Institute to devote all their efforts to reseracL 
and the teaching of students. 

This is not the plaoe to discuss matters of budget, but there caD be no 
doubt that the cost of erecting and operating such an Institute would be 
much smaller than that of any other department of the College. And the 
returns could be immeasurably gTeat, to the College and to the country. 

HA 
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APPENDIX 48. 

Division of Provincial Nursing Councils 
Registers. 

Nurses Register. 

JL-I Senior Certificated general-trained nurse. (Trained in her own 
province). 

A-2 Senior Certificated general-trained nurse. (Trained in other pro 
vinces in India). 

A-3 Senior Certificated general-trained nurse trained ex-Tndia. 

B-L Junior Certificated general trained nurse. (Trained in her own pro¬ 

vince.) 

B-2 Junior Certificated general-trained nurse. (Trained in other pro¬ 
vinces in India.) 

C-I Senior Certificated nurse trained in Women & Children. (Trained 
in hor own province). 

J3-2 Sunior Certificated nurse trained in Women k Children. (Trained 
jn other provinces.) 

t)-l Junior Certificated nurse trained in Women & Children. (Trained 
in her own province.) 

D-2 Junior Certificated nurse trained in Women k Children. (Trained 
in other provinces.) 


E-l 

Senior Certificated iu 

ale nurse. Trained in his own province. 


E-2 

Senior Certificated 
vinces. 

male 

nurse. 

Trained in other 

pro- 

B-l 

Junior Certificated 
vince. 

male 

nurse. 

Trained in his own 

pro- 

E-2 

Junior Certificated 
vinces. 

male 

nurse, 

Trained in other 

1 

o 

U 


Mid-wives Register. 

A-l Nurse-Midwife (Senior double certificated) trained in her own pro¬ 
vince, 

A-2 Nurses-Midwife (Senior double certificated) trained in other pro¬ 
vinces. 

Nurses-Midwife (Senior double certificated) trained ex -India. 

B-l Nurse-Midwife (Junior double certificated) trained in her own pro¬ 
vince. 

B-2 Nurse-Midwife (Junior double eertifiacted) trained in other pro¬ 
vinces,- 
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C-l 

Midwife senior certificated. 

Trained in her own province. 

C-2 

» )} 

Trained in other provinces. 

C-3 

>} >> 

ex-India. 

D-l 

Midwife junior certificated. 

Trained in her own province. 

D-2 

a » 

Trained in other provinces. 


Health Visitors Register. 

A-l 

Nurse health visitors. 

Trained in her own province. 

A-2 

>> 

Trained in other provinces. 

A-3 

it » ) 

Trained ex-India. 

B-l 

Health Visitors Trained 

in her own province. 

B-2 

„ Trained 

in other provinces. 
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APPENDIX 49. 

Roll of Assistant Nurses — A.C.l. 1532, Nurses Act, 1943. 

1. Under the authority of the Nurses Act, 1943, the General Nursing 
Council for England and Wales forms and keeps a roll of Assistant Nurses 
and makes rules for the formation, maintenance and publication of the Poll 
and regulates the conditions of admission to the Poll. 

2. The “ Pules and Schedules to the Pules for Existing Assistant Nur¬ 
ses and Assistant Nurses with Intermediate Qualifications framed by the 
General Nursing Council for England and Wales under Part I of the Nurses 
Act, 19(3 ” have now been published. 

3. Under those Pules every person who desires to obtain admission 
to the Poll as an Existing Assistant Nurse must apply within two years after 
4th February 1944, on which date Part III of the Rules came into operation. 
Applicants must produce evidence that they have had specified periods of 
whole-time training or experience before 17th March, 1943 in the nursing of 
the sick under the supervision of trailed nursing staff in a hospital or insti¬ 
tution. 

4. Those who are not qualified to obtain admission to the Roll as an 
Existing Assistant Nurse must apply before the date on which Rules re¬ 
lating to training and examination made under the Act come into operation. 
This date has not yet been decided but in all probability will be 31st De¬ 
cember, 1940. Such applicants must produce evidence that before the date 
on which the rules relating to training and examination come into operation, 
they have had specified periods of whole-time training or experience in the 
nursing of the sick uiKpr the supervision of trained nursing staff in a hospital 
or institution. 

6. Every R.A.M.C. other rank, A.T.S. auxiliary,V.A.D. member, or 
any other army personnel with nursing and midwifery training, or ex¬ 
perience, who desires to apply for admission to the Roll of Assistant Nur¬ 
ses, should study the Rules referred to in para. 2 above, copies of which can 
be obtained from the General Nursing Council for England and Wales, 23, 
Portland Place, Loudon, W. 1. (Price 1*. 0.) In the case of medical units 
it is suggested that one or more copies be obtained by the O.C. Unit by ap¬ 
plying to C. 2 (c) (Books), War Office and that the rules regarding admis¬ 
sion to the Roll be explained to all interested personnel. 

6. It is important that applications for admission to the Assistant 
Nurses Roll be received at the General Nursing Council for England and 
"Wales before the expiration of the periods of grace referred to 
above. 

(A summary of this A.G.I. is No. 113 in the series' 1 Notice Board Informa¬ 
tion ”.) 
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APPENDIX 50. 

Composition of the Proposed Central Nursing 
Council. 

1, President of the Council .—Director General, Indian Medical Service, 
in the first instance, and later elected by the Council from amongst its mem¬ 
bers. 


Members. 

2. Chief Lady Superintendent, Auxiliary Nursing Service, 

Member & Secretary, Office of tin D.G., l.M.S. .. .. 1 

5. The Assistant to the Surgeon General (Nursing), Mad¬ 

ras .. .. .. .. .. .. 1 

4. One Certified Nurse representing training schools for nurses 

deputed by each Provincial Nursing Council .. .. 10 

fj, A senior momber of the Nursing Profession working in each 
of the following areas— 

Delhi Province, N.W.F.P., Baluchistan and Central 
India .. .. .. /v ... .. 4 

6. President of the Trained Nurses Association of In¬ 

dia .. .. s&firaiP... .. .. 1 

7. Director of the School of Nursing Administration .. 1 

§. Chief Principal Matron, Medical Directorate .. .. 1 

0. The Lady Superintendent, Lady Beading Health School, 

Delhi .. .. .. .. .. .. i 

10. Tho Chief Lady Superintendent, Lady Minto’B Indian Nur¬ 

sing Association .. ... .. .. I 

11. The Public Health Commissioner with the Government of 

India ,. .. .. .. .. .. 1 

12. The Diroctor of Maternity and Child Welfare, Indian Red 

Cross Society .. .. .. .. .. 1 

18. The Admi nistrati ve Medical Offi cere or tho Directors of Pub 

lie Hoalth in 10 Provinces .. .. .. .. 10 


14 . 4 members nominated by the Governor General-in-Council, 

1 of whom must be Registered Nurse (Ward Sister) 
and 1 Health Visitor : the other 2 preferably ladies with 
distinguished records of service for the advancement 
of women’s interests ,. .. .. .. 4 

15. 1 member of tho Educational Service, preferably Inspectress 

of Schools ,. .. . • .. • ■ 1 

16. It will be seen that this membership includes 23 members 

of the nuraing profession. 12 members of the medicai 
profession exclusive of the President, and that wider 
aspects of advancement of women and education 
is also secured. 

It should not be a matter of great difficulty to provide a complete and 
representative Executive Committee from its members. 
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APPENDIX 51. 

Composition of the Centeral Pharmaceutical Council. 

A President 

Eleven members—one nominated from each Provincial Council. 

In addition, representatives of the medical profession should be included 
and it will be essential to ensure adequate representation of the pharmaceu¬ 
tical teaching profession. 

A permanent Secretary and probably a permanent legal adviser will ber 
required. 

Composition of a Provincial Pharmaceutical Council. 

A President, to be elected by the members at their first meeting. 

14 members representing the pharmaceutical trade, education and other 
pharmaceutical interests. These members should be, in the first instance, 
elected by the teaching institutions, local pharmaceutical bodies and cham¬ 
bers of commerce. One member should be a medical practitioner. 

A Permanent Secretary. 
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APPENDIX 52. 

Pharmacy and Poisons^ Act, 1933. 

Removal of Pharmacists from Register (V.K.) 

(1) If a registered pharmacist, or a person employed by him in tha 
carrying on of his business has been convicted of any such criminal offence, 
or been guilty of such misconduct as, in the opinion of the ’Statutory Com* 
mittee, renders him, or in the case of an employee, would, if he were a regis¬ 
tered pharmacist, render him unfit to be on the register, the committee, 
after making inquiry into the case, may, subject to the provisions of this 
Act, direct the registrar to remove the name of the pharmacist from the 
register. 

(2) If the Statutory Committee thinks fit in any case so to do, it may, 
either of its own motion or on the application of the person concerned, direct 
the registrar to restore to the register, either without fee or on payment of 
such fee, not exceeding the fee payable on registrations [as a pharmacist, 
as may be prescribed by byelaws, any name or entry which has been removed 
from the register ; 

Provided that, where an appeal to the High Court against the removal 
of a name from the register has been dismissed by the High Gourt, a direc¬ 
tion under this sub-section in respect of that name shall not take effect unless 
approved by the Privy Council. 

(3) The power of the ’Council to remove members from the Society and 
the power of the Privy Council to direct the removal of names from the re¬ 
gister shall cease, but nothing in this section shall affect the provisions of 
ten, eleven and twelve of the Pharmacy Act, 1868, with respect to the erasure 
from the register of names and entries in the cases to which those sections 
respectively relate. 


’Note. —The 1933 Act established the Statutory Committee and ves¬ 
ted in it certain of the powers previously hold by the Council as 
a whole. 




categories and types of mbdical and ancillary personnel that will he available on demobilisation. 
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APPENDIX “ A 

Indian army medical corps (nursing section). 

1. Indian Hospital Corps was transferred en-bloc to the I.A.M.O. or 
formation of the latter—3 April, 1943. 

2. A. I. (I) Special 114/43 is the authority lor Terms of Service, pay, etc. 
of all ranks and categories of the I.A.M.C. 

3. Nursing Section (Composition). 

Viceroy Commissioned Officers, V. C. Os.—Subedar-Majors, Subedars ( 
Jemadars. The V. C. Os. include Radiographers, Laboratory Assistants, and 
Male Nurses. Suitably qualified men can be directly recruited as V. C. Os. 

Mah Nurses. Qualifications required. 

Civil Nursing Diploma and registration in Provincial register. 

Directly recruited Male Nurses are automatically graded as Grade I 
for Grade Pay of Rs. 60 p.m. in addition to pay of rank. 

Laboratory Assistants and Radiographers. 

B. Sc. with special subjects, equivalent scientific qualifications or practi¬ 
cal experience. 

Radiographers in possession of Certificate of Rediographical Assistant 
Madras are also graded as Grade I. 

Other Radiographers and Laboratory Assistants appear before a Trade 
Testing Board and on tho results are graded I, II or III according to their 
qualifications. 

Rank and File. —Minimum educational standard required for recruits to 
the Nursing Soction is Anglo-Vernacular VI. 

Pay. —Rs. 18 p.m. baisc pay (Sepoy) and training allowance of Rs. 18 

p.m. 

Specialist Improver Class. —In addition to the ordinary Nursing Orderly 
a new Class called Specialist Improver Class has been introduced- These 
personnel are recruited from the pre-matriculation class and received, in addi¬ 
tion to basic pay of Rs. 18 training.allowance of Rs. 32 p.m. which gives 
them a total of Rs. 50 p.m. They intended for special training as Laboratory 
Assistants, Radiographers and Male Nurses and for eventual promotion to 
V. C. 0. rank. 



1236 



Recruiting Source J 


[ Educational Standard :— 
Nursing orderly 
Specialist Improver 



X 




fern 


Total Course 

Nursing Instruction 

Stuff 

Technical Trg. Officer 
Matron Instructor 
Mule Nurse Instructors 


Equipment 

Model Ward (26 beds). 


A. V. VI. 
Pre-Matric. 


12 weeks. 
6 veelyj. 


I 

1 

11 


Scale of Medical and Surgical equipment, 
wide W. D. letter No. 9862/1/D. M. 3. 2 
i«t I'M <*)♦ dated the 8th September, 1943. 


> Selected trg. bos. 
I pitals Southern 
| Army. 


Selected trg. hos¬ 
pitals 0. Com¬ 
mand. 


A. 1. Trainim/ in selected Hospitals, 
(a) 1st and 2nd Nursing Certificates:— 
1st Nursing Certificate .. 

2nd Nursing Certificate .. 


Selected trg. hos¬ 
pitals N. W. Army. 


2 months. 
4 months. 


(6) Staff. 

Training Officer appointed by 0. C. hospital, vide these Head¬ 
quarters letter No. 10001/D. M. S. 1(f) of 12th April, 1943. 

Hospital Matron assisted by selected Sister (M. N. S.) 

Two Male Nurse Instructors. 


(c) Equipment, 

Vide (Under issue). 

(d) Syllahus. 

Vide these Headquarters letter No. 10001/D. M. S. 1(f), dated the 12th 
April, and 16th August, 1943. 

2. 3rd Nursing Certificate 
6 months, training. 

3. Military Nursing Diploma :— 

9 months’ training. 

B. Specialist Improver class undergo training upto 2nd Nursing Certi¬ 
ficate in selected hospitals in Southern Army, after which they are available 
for posting to selected hospitals in other Armies/Command, vide letter No. 
10001/11/D. M. S, 1 (/) of 27th January, 1944. 
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0. A, V. VI standard are posted to selected hospitals in all Armies/ 
Commands less Eastern Command and 14th Army. They are retained in these 
hospitals upto the 2nd Nursing Certificate on completion of which they are 
available for posting to other hospitals and field medical unitB, vide No. 10001/ 
D. M. S. 1 (/) of 10th November, 1943. 


H1342HSDC 


lfl 



228 


APPENDIX "B”. 

Syllabus fob Military Nursing Diploma (at the end of 24 Mouths). 
Surgical Lectures .— 

1. Nursing of compound fractures. Effect* of pressure. Care of 
sprains and dislocations. 

2. Nursing of Ear, Nose and Throat cases. Preparation for operatioa 
and after nursing care. Syringing of ears. 

3. Nursing of eye cases. Preparation for operation. After care. 
Feoding and nursing of eye injuries. 

4. Preparation of cases for various examinations. Cystoscopy. Sig- 
jniodoscopy. Rectal wash out. Care of Haemorrhoid cases and other Rec¬ 
tal operation cases. 

5. Preparation for X-Ray examination. X-Ray treatment. Radium. 

6. Preparation for anaosthetic table. Spocial requirements for local 
general, spinal, rectal, intravenous anaesthesia. Preparation for Lumber 
puncture. 

7. Preparation of operating thoatre. Cleansing of thoatro. Cleans¬ 
ing of theatre prior to operations. Use of stoam sterilizers. (High 
pressure) Preparation of ligatures and sutures, tubes, dressings, plugging and 
lubricants. 

8. Instruments in use for various operations. Methods of steri¬ 
lizing same. Treatment of electrical appliances in common use. 

9. Sharp instruments, their care and preservation. Method of sending 
specimens for examination. 

10. Spocial method packing drums for operation theatro use. Treat¬ 
ment of gloves and other rubber appliances. 

11. Duties of Orderly in operating thoatro. Qualities to be displayed, 
observation, promptness, quiet efficiency to be elaborated. Position of 
patient, etc. 

12. Nursing of the more severe burns and scalds. 

13. Inflammation, suppuration, ulceration gangrene, 

14. Nursing of cases of injuries to and diseases of joints. 

Medical Lectures .— 

1. Nursing of acute infectious fevers. Scarlet fever, Measles, Chicken- 
pox, Mumps, Small-pox. 

■ 2. Nursing of Diphtheria, complications which may arise. Nursing 
of Tracheotomy cases. 

3. Nursing of Cerebro-spinal meningitis. Lumber puncture. Injec¬ 
tions of anti Toxins. 

4. Nursing of diseases aflecting the nervous system, Meningitis, Mye¬ 
litis, Apollexy,' Epilepsy, Hysteria, Neurasthenia. 

5. Nursing of tropical disease, Enteric (Typhoid fever) Para¬ 
typhoid. 

6. Nursing of tropical diseases continued, Typhus, Plague, sandfly 
fever. Dysentery, Malaria. 
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7. Nursing of heat stroke, severe cases of heat exhaustion. Dengue 
cholera, sprue. 

8. Nursing of diseases of the pancrease and liver. Jaundice, liver *b- 
soess, diabetes. Special diets. 

9. Diseases resulting from Faulty nutrition, Beri-beri, scurvy. 

10. Nursing of diseases of the mouth, throat and stomaoh. 

11. Nursing and treatment of skin cases, ringworm, eczema, scabies, 
impetigo. 

12. Administration and action of drugs. 

Lecture and Instruction. 

1. Surgery of the abdomen, amputations. Haemorrhage; primary, 
reactionary and secondary. The healing of wounds. 

2. Shock, intravonous infusions. Blood transfusion. 

3. Burns. First aid treatment ; treatment in hospital.' 

4. Contents of Nos. 1 and 2 Field Ambulance Panniers. Surgical in- 
truments description, sterilization and cleaning of. 

5. Definitions—hygiene, sanitation, conservancy. Causation of 
disease. 

6. Environment in relation to hygiene ; clothing, climate, work, rest, 
personal hygiene. Diseases resulting from environment. 

7. Gorms-origins, species. The chain of infection. Prevention of and 
protection against disease. 

8. Water supplios— water-borne diseases. Food supplies, food diseases 
and their prevention. 

9. Excromental diseases. 

10. Droplet infoctions. 

11. Disoases transmitted by animals. 

12. Diseases transmitted by personal contact-exposure-injury. 

13. Disinfection. 

14. Chemical warfare. Nursing and treatment of gas casualties. De 
tensive measures. 

15. Poisoning. General lines of treatment. 

16. Medicines and their administration. Action of some of the com¬ 
moner drugs. 

17. Enemata ; remedial applications ; baths, packs. 

18. Diseases of the heart and pericardium. 


1BA 
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Syllabus fob 3rd Grade Nursing Certificate (at the end of 15 

Months). 

Surgical .— 

1. Qualifications of a good Surgical Nurse. Asepsis, Sterilization 
of appliances used, Preparation of syringes, lotions, lubricants, tubeB, plug¬ 
ging, drains, etc. 

2. Nursing of clean and dirty surgical cases. Method of arranging work. 
Correct method of carrying out a dressing, clearing up, etc. Use of drainage 
tubes changing same. Removal of sutures. 

3. Preparation of patient for (a) Anaesthetic (b) Operation. Special 
preparation for various cases, and special after care required. 

4. Special preparation for bone operations to be elaborated salines, 
rectal intravenous, continuous drip. 

5. Preparation for and after nursing of cases under Spinal anaesthesia. 
Complications which may arise. 

6. Elaboration of preparation and after nursing of abdominal, head, 
chest, rectal and operations. 

7. Spinal injuries, admission of, nursing of and special operations 
connected therewith. 

8. Nursing of cases of severe gunshot wounds. Methods of resuscitation. 
Care of septic wounds. Treatment of shock. 

9. Haemorrhage, Primary, Secondary. Signs aDd symptoms* 
Treatment. 

10. After nursing of amputation cases. Use of tourinquet. Blood 
transfusion. 

11. Nursing of gastric cases. Feeding Diet scales. 

Medical .— 

1. Ward management. Admission of patients. How extras are 
drawn. Hygiene and feeding of patients. 

2. Observation of the sick elaborated. Importance of clear and con¬ 
cise reports. Position in bed, movement of patients. Disposal of the 

dead. 

3. Diets in various diseases. Laying of trays. Preservation of 
food. 

4. Enemata stimulant, sedative, nutrient, drip continuous, details of 
appliances used. 

5. Incontinence retention, suppression of urine. Nursing cases of 
Oystit Pyelitis, Nephritis. 

6. Urine testing. Demonstration. 

7. Nursing of diseases of the respiratory system Pneumonia, Bronchitis, 
Pleurisy, Pleural affusion. 

8. Potai’s Aspirator, Aspiration of fluid. Demonstration of Aspi¬ 
rator. 

9. Nursing care of Heart cases and acute rheumatism. 

10. Nursing of gastric cases. Test Meal. Stomach lavage, Barium 

Meal. 

11. Nursing cases of Tuberculosis. Feeding. Disinfection of 
utensils. 
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Lectures to be delivered by Medical Officers in Con¬ 
junction with the Syllabus of Training. 

1. Burns and scalds, shock, loss of consciousness and fits. 

2. The eye and ear (elementary). 

Suffocation. Electric shock and special similar conditions. Effects 

of cold. 

3. Drowning ; rescue and resuscitation. Poisoning. Infectious dis- 
oases. Personal hygiene of the nursing orderly. Disinfection. 

4. Revision of skeleton ; composition of structure of bone, cartilage, 
ligaments and joints. Surgical anatomy and surgery of head, face and 
spine. 

5. The muscular system. Structure and function of muscles. Mus¬ 
cular development. Internal work done. Energy and heat. 

6. The cavity of the thorax, situation and functions of contents. The 
systemic circulation, blood vessels ; composition and function of the blood. 
The spleen. 

7. The respiratory system ; air and food passages. Mechanism of res¬ 
piration ; the pulmonary circulation. Surgery of the chest, empyema tra¬ 
cheotomy. 

8. The cavities of the abdomen and pelvis. The digestive system, 
-alimentary tract, teeth, glands, peristalsis, food and nutrition ; the protal 
circulation, 

9. Diseases and surgery of the rectum ; comparison of natural and 
artificial feeding. The urinary system and prostate. 

10. Suppression, incontinence and retention of urine. Catheters and 
catheterization (to include practical instruction' in the passage of soft 
rubber catheters). Urine testing. 

11. The nervous system ; brain and spinal cord ; nerve cord and endings; 
the sympathetic cystem ; reflex action. Surgery of nerves. 

12. Anatomy and functions of the organs of the special senses ; 
eye; nose, tongue, ear and larynx ; removal of foreign bodies ; elementary 

surgery. 

13. The lymphatic system ; lymph, lymphatic glands and channels. 
•Sepsis. 


Syllabus for 2nd Grade Nursing Certificate (at the end 
of 9 months). 

Elementary Nursing .— 

1. Ward management, ventilation, methods of cleaning and care oi 
ward equipment ; admission of patients, disposal of Kit; taking of patient’s 
particulars, etc. Giving of bedpans and urinals. 

2. Disposal of soiled linen and dressings. Disinfection of infected linen, 
etc. Hospital etiquette and discipline. 

3. Bedmaking. Special beds, Rheumatism, Heart Fracture, Operation, 
Accident. Lifting and turning of patients. Preparation of air and water 
beds (to be demonstrated). 
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4. Admission of stretcher cases. Hygiene of patient. Washing, 
feeding and treatment of helpless cases. Pressure sores and their pre¬ 
vention. 

5. Observation of the patient. Position, expression, colour, secre¬ 
tions, excreta, expectoration, appetite, dilirium, sleep. 

6. Observation of pt. condt; Temperature, pulse, respirations, charting 
same. Recording of intake and output in special cases. Method of accurate 
note taking. Reports verbal and written. 

7. Administration of medicine, inhalations, administration of oxy¬ 
gen. Lotions, varieties and strengths. Weights and Measures in common 
use, domestic equivalents. Demonstrations. 

8. Administration of gargles, painting of throats. Application of 

eye lotions and drops. Use of. 

9. Preparation of various kinds of poultices, antiphlogistine, fomen¬ 
tations medical and surgical. Hot water bottles their uses, and dangers. 
Use of ice bags, method of filling and applying. Soap and water enema. 
Demonstration. 

10. Pyrexia and Hyper-pyrexia, nursing of, Rigors treatment of, Nur¬ 
sing of non-infectious fevers. 

11. Responsibilities regarding saving of specimen of urine, stools, 
sputum, vomit. Care of foreign bodies discovered in specimens. Disposal 
of infected specimens. Demonstration. 

12. Nursing of * infectious cases. Isolation. Disinfection of linen, 
excreta, etc. Personal belongings of patient and how to render ail 
tree from infection. Disinfection of hospital equipment and uten- 
S'ls. 

13. Methods of reducing temperatures. Sponging. Baths various 
cleaning, medicated, hot air, local. 

14. Surgical cleanliness. Cleansing and sterilization of instruments, 
mackintoshes, catheters, gloves, Dressing trolley requirements. Drums, how 
to pack and use. To be demonstrated. 

Lectures to be delivered by Medical Officers in Con.tcnction 
with the Syllabus of Training. 

2nd Grade Nursing Certificate. 

1. The construction of the human body. The skeleton. Recognition 
and description of the principal bones; cartilages, ligaments and 

joints. 

2. The muscular system. Structure and function of muscles. The 
cavities formed by the skeleton and their contents. 

3. The circulatory system ; the heart and blood vessels ; the blood. 
The spleen. 

4. The respiratory system ; the organs of respiration, their struc¬ 
ture, functions. Composition of air. The air and food passages. 

5. The digestive system ; the alimentary canal and digestive glands.. 
the teeth. The digestion of food. 
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6. The nervous system ; the brain and spinal cord, motor, sensory and 
sympathetic nerves. 

7. The excretory system. The lymphatic system. 

8. Wounds and their treatment. Antisepsis and asepsis. Dressing 
and healing of wounds. 

9. First Field and Shell Dressings. Instruments, Contents of Sur¬ 
gical Haversack and Medical Companion. 

10. Haemorrhage. 

11. Fractures and their treatment. 

12. Fractures (continued ); special fractures and splints. Dislocation* 
and sprains. 

Syllabus for 1st Grade Nursing Certificate. 

This can be obtained at the end of the 2 weeks’ .Recruits Training | 
duration of the Course 6 weeks. 

Syllabus. 

Elementary Anatomy and Physiology and First Aid. 

Types of Hospital cases. 

Hospital ward furniture and appliances. 

Wart administration—bed linen, etc. 

Bed-making, etc.,—moving of patients. 

Drugs—methods of administration. Poisons. 

Poultices, fomentations, plasters etc. 

Fevers—taking of temperature. Charts. 

Taking and recording of pulse and respiration. 

Toilet—bed sores. 

Disposal of excreta (Field Service Hygiene notes). 

Special appliances (enemas, catheters, stomach tubes). 

Instruments and dressings used in the ward. 

Sepsis and asepsis—wound infection. 

Antiseptics, sterilization and disinfection. 

Baths and sponging of patients. 

Restoration methods—shocks. 

Nursing emergencies—haemorrhage, collapse. 

Use of Plaster of Paris—plaster technique. 

Taking and disposal of specimens for laboratories. 

In addition, Lectures and Instruction will be given in tho following 1 
Common infectious cases. 

Nursing of fever cases. 

Nursing of skin cases. 

Nursing of special cases—heart, pneumonia, etc. 

Pre-and post-operative treatment. 

Burns—nursing and care of. 

Nursing of fracture cases. 

Ear, nose and throat and eye cases. 

Diets and feeding. 

Observation of patients. 

Use of enema, catheter, stomach tube, etc. 

Urine testing. 

Management of cases of heat-stroke. 
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APPENDIX "O’'. 

Special Treatment Orderlies ( Indian j. 

Duration of Course : 3 months. 

To attend the Course, candidates must have a minimum qualification 
as noted bolow :— 

(a) 2nd Grade Nursing Certificate. 

(b) 3rd Class Roman Urdu Certificate of Education. 

At the end of the Course an examination will be held. 


Syllabus of Training—Special treatment Orderlies (Indian). 

Class III. 

(A) GENERAL.— 

1. Elementary anatomy and physiology of the genito-urinary tract in 
the male. 

2. General description of venereal diseases. 

3. Grouping of patients according to diseases. Latrines and bath 
accommodation. Ward discipline. 

4. Marking and disinfecting clothing.. Method of dealing with clothing 
of venereal patients. Feeding utensils. 

5. General duties of a special treatment orderly. 

6. Action for the admission and preliminary treatment of a patient 
suffering from V.D. 

7. Procedure regarding continuation of treatment as an out-patient 
in the army or as a civilian following discharge from the army. 

8. Description of a P. T. Room. 

9. Dulios of the orderly i/c. P. T. Room. 

10. Description of common skin diseases, their treatment and nursing. 

(B) SYPHILIS .— 

1. General description of syphilis, causes and mode of infection, 

2. Method of taking specimens for laboratory examination. 

3. Method and reason for taking blood. 

4. General and local treatment with special reference to nursing. 

5. Preparation of patient for spocific treatment. Method of adminis¬ 
tration. 

6. Duties in the treatment room as regards minor operations, dressings 
and local applications. 

7. Soft Chancre ") 

8. Climatic Buboe )- Brief description, 

9. Herpes Gentalis J 

(0) GONORRHOEA.— 

1. General description of gonorrohea, causes and mode of infection. 

2. Treatment with special reference to nursing and care of complication*. 

3. Description and uses of instruments. 

4. Instruction in irrigation room. 

5. Prevention and treatment of gonorrhea ophthalmia. 

6. Urethrites Simloex 'l 

7. Phmiosis and Paraphimosis )■ Brief description. 

8. Venereal Ward* J 



D) LABORATORY ROUTINE.—If time permits. 

1. Glass ware—care of glass, microscope slides, test-tubes, etc. 

2. The microscope—mechanism, e~ve and maintenance. 

3. The Chemical Balance—care and maintenance. ' 

4 . Preparation and sterilisation of solutions. 

6. Description of trainingin of smears. 

Intensive training in V.D. Wards for a period of 12 weeks when not attend¬ 
ing lectures. 
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APPENDIX “D”. 

Mental Nursing Orderlies (Indian). 

Duration of Course : 3 months. 

To attend the Course, candidates must have a minimum qualification 
as noted below :— 

(а) 2nd Grade Nursing Certificate. 

(б) 3rd Class Roman Urdu Certificate of Education. 

During the period of training, personnel will be employed only in psychia¬ 
tric wards and will undertake general and specialist nursing duties m these 
wards. 

On the termination of the Course, a report will be submitted. 

SYLLABUS. 

SECTION A. The Mind in Health. 

1. Psychology. —Definition, mind and body—relationships; instincts aDd 
reflexes ; throe aspects of mind ; cognition (knowing), affection (feeling) and 
conation (striving); sensation, perception ; conception. Special sensations; 
hearing, vision, smell, taste, skin sensations ; Yiscoral; anaosthotic, apper¬ 
ception ; meaning, idoation ; association of ideas, imagination ; memory; 
emotion ; passion, mood temperament; volition, attention ; complex. 

2. The mind conscious and unconscious—repression ; projection} 
untrojection ; dreams. 

3. Elementary anatomy and jihysology of C.N.S. brain ; spinal cord 
peripheral nerves. 

SECTION B. The Mind in Diseases. 

1. Psychopahology. —Definition. Classification ; psychoneurosis, psy¬ 
chosis, psychopathic states, mental deficiency. 

2. Signs and Symptoms .— 

(A) Physiological. 

(a) Sensory; loss, excoss, perversion ; pain. 

(b) Motor; weakness, loss, inco-ordinalion ; tremor ; spasm, rigidity 
convulsion ; atrophy and phypertrophv. 

(c) Reflexes. 

(d) Condition of skin, muscles, bones, joints, circulatory, respiratory, 
elementary urinary reproductive and endocrine systems. 

(e) Stigmata of Degeneration. 

(f) Types of physique. 

(B) Psychological, 

(o) Sensation, analgesia, parasthesia, Changes in Visceral sensation. 

(b) Perception, illusion, hallucinations—types. 

(c) Ideation, diminution, acceleration, obsession*. 

(d) Judgment ; delusions. 

( e) Memory, amnesia—types. 

(/) Aflection, apathy, excess, liability ; prevailing moods : depression 
uphoria. 



(g) Volition and behaviour, diminution, overactivity, ; disorders of 
behaviour, impulses, mannerisms, degradation. 

(h) Speech ; mutism, disconnection, incoherence. 

(i) Combinations of the above terms, as in stupor, confusion, depression. 
SECTION C.— 

The Examination and Nursing op Mental Disability. 

1. Attitude of M. N. 0. to patients. 

2. Points in examination. 

Attitude of patient towards examination ; personal hygiene ; genera 1 
physical condition; loss of weight, physical exhaustion. Heredity, environ¬ 
ment ; mental stress and conflict. Recent disease or wounds. Recent 
history of malaria, dysentery, typhus, infestation, nutritional deficiency ; 
heat exhaustion, alcoholism ; drug addiction. 

3. Management according to clinical condition e.g. elated, excited, 
noisy, destructive, violent, suspicious, resistive, confused, stuperose, depressed. 

4. Observation of fits. Differential diagnosis. Malingering. 

5. Methods in treatment: simple psychotherapy (persuasion, suggestion, 
encouragement), sedatives ; diversional therapy. M.N.Os. duties in : nar- 
eoanalysis, continuous narcosis, convulsant therapy, hydrotherapy, pyro- 
therapy. 

6. Feeding of patients, oral, nasal and rectal feeding. 

7. Emergencies; attempted suicide, artificial respiration, use of stomach 
tube j first aid {e.g. arrest of haemorrhage). 

SECTION D. 

General Duties of M. N. 0. 

1. Reecption of new patient; inspection for bruises ; abrasions ; blisters 
and other signs of injury. Searching of patients for dangerous objects. 

2. Ward discipline—general principles. 

3. Bathing of patients and rules for baths. 

4. Bedding and clothing—inspection, restrictions and precautions. 

5. Observations of patients at nights. 

6 Arrangements for actively suicidal patients. 

7. Use of mechanical restraint. 

8. Observation and Reports : sleep, food, weight, bowels and bladder 
behaviour and habits. Sleep and wieght charts. Medicine (sedative) book. 

9. Duties of M. N. 0. in connection with transfer, discharge or death of 
patient. Any forms used in psychatric ward. 
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APPENDIX “ E 
Operating Room Attendants. 

SYLLABUS. 

General duties in an Operation Theatre. 

(а) Instruction in tlie theory and practice of sterilization—the care 
and use of the commoner types of sterilizers—method of sterilizing various 
instruments and articles used in the operating theatre and the handling of 
sterile—cleansing and care of hands and nails. 

(б) The care, preparation and cleaning of the operation theatre—its 
annexes and furniture—preparation of patients for operation and supervision 
of their transfer from, and to the wards. 

(c) Preparation, use and storage of antiseptics and solutions in use in 
the theatre—the sterilization and storage of water. 

( d ) Preparation, use and storage of commoner kinds of ligatures and 
suture material—types of needles and conditions under which various types 
are required. 

* (e) Preparation of dressings ; swabs, packs etc. method of arrangirg 

and packing drurqs ; the care and inspection of gloves. 

( f) Care and supervision of surgical instruments, rubber goods, etc. 

( g ) The responsibilities of the operating room attendant with regard to — 

]. The patient. 

2. Asepsis in the theatre. 

3. Emergency apparatus (tracheotomy, transfusion and infusion seta.) 

Theatre Technique & Care of Patients. 

(а) Care of patients during operation ; positions used in various opera¬ 
tions ; duties in case of collapse during operations including preparation of 
transfusion apparatus and saline. 

(б) Knowledge of contents of the various gas cylinders used in the 
. operating theatre, their distinguishing marks, their care and maintenance; 

preparation of anaesthetist’s table—apparatus required—duties in an emer¬ 
gency—artificial respiration—raising and lowering of operating table— 
what to do with the tongue. 

(c) Preparation of patients and instruments required for special opera¬ 
tions, e.g., injection of haemorrhoids, varicose veins, cystoscopy. 

(d) Duties of operating room attendants in connection with the adminis¬ 
tration of special anaesthesia—position of patients, care of patients durin 
and after injection—local anaesthesia—solutions used and their strengths. 

(e) The identification of all instruments likely to be used in the operating 
theatre and wards, their construction, the method of taking apart and putting 
together of compound instruments. 
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Syllabuses for course* are as follows :—(Subjects as at Appendix A). 

(a) Radiographers, Class III. Four months of intensive training. 

1st month. 

Subject “ A ” daily lectures and demonstrations. 

Subject “ E ” lectures and demonstrations and Dark Room Work. 

2nd and 3rd months. 

Subject “ B ” daily lectures and demonstrations. 

Subject “ D ” lectures and demonstrations. 

ith month. 

Subject “ D ” continued. 

Subject “ C ” and “ F ” lectures or demonstrations. 

The students will also receive instruction in office work and in the forms 
used and the regulations in force in military X-Ray Departments. 

During the course the student will attend regularly at the X-Ray room, 
to learn the procedure therein. 

At the end of this course the student will be required to sit for an exa¬ 
mination in the subjects taught, those who satisfy the examiners being graded 
as Radiographers Class III. 

(b) Radiographer, Class II. 

Six months work in the X-Ray Department of a large hospital under 
a Specialist in Radiology, during which he should receive further instruction 
in the subjects of his first course and also instruction and lectures in subject 
" G 

At the end of this six months he will have to pass an examination in the 
subjects above, for promotion to Radiographer Class II. 

(c) Radiographer, Class I. 

A further 9 months work in an X-Ray Department on the completion of 
which, if recommended by a Specialist in Radiology, he would sit for a 
further examination for promotion to Radiographer Class I, 


APPENDIX « A ”. 

Subject “ A 
Physics. 

Static electricity. Attraction and Repulsion. Conductors and Insula¬ 
tors, condensers. Electrostatic measurements, Magnetism. Electric currents, 
direct and alternating. Electro magnetic Induction. Measurements and 
measuring instruments. Dynamos, electric motors and converters. Atomic 
physics. Electro magnetic radiations. Wave length and intensity, charac¬ 
teristic radiation. Absorption, scattering and filtration on radiation. 
Radiation Measurements. 

Subject “ B ”, 

Electrical supply and distribution. A. C. and D. C. currents. Meters. 
X-Ray apparatus, Coils and interrupters. Transformers and rectifiers. 
X-Ray tubes, gas and hot cathode, Valve, Production of X-Rays. Accessory 
apparatus, meters, switches. Auto-transformers, timers and stabilisers. 
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SOBJICT ** C M 


Anatomy and Physiology. Elementary development. Bones and joints. 
Ossification. Surface markings. Normal appearance on radiographer of 
bones and of soft tissues rendered opaque. 

Subject “ D 

Radiography. Positioning. Localisation, stereoscopy. Special examine* 
tions. Protection. 

Subject “ E ”. 

Photography, Photographical Chemistry. Developing and fixing. Dark 
room technique. Faults in exposure and development. Their causes and 

enre. 

Subject “ F ”. 

Types of apparatus used in the Army in India, their construction and 
characteristics. Causes of and tracing of faults. Running repairs. 

Subject “ G ” 


Electro medical apparatus. Contraction of muscles, effects of Gelvanism 
and Faradism. Heating and its effects. Infra red rays. Ultra violet 
rays and their effects. Diathermy apparatus and its use. 
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APPENDIX " G". 

Syllabuses of courses are as follows :— 

Laboratory Assistant, Class III. —Four months of intensive training. 
Syllabus at Appendix “ A ”, 

At the end of this course the students will bo required to sit for an 
examination in the subjects taught, those who satisfy the examiners 
being graded as Laboratory Assistants, Class III. 

Laboratory Assistant, Class II. —A Laboratory Assistant Class III after 
six months continuous employment in a laboratory and if reported on as a 
satisfactory by the officer in charge laboratory, may be graded as Laboratory 
Assistant Class II. 

Laboratory Assistant, Class I, —Boforo grading Laboratory Assistant 
Class I, the individual must have been employed in a laboratory as Laboratory 
Assistant Class II for 9 months. 

Provided the candidates pass tho qualifying examination, based on the 
syllabus at Appondix “ B ” they will be graded as Laboratory Assistant, 
Class I. 

APPENDIX “A”. 

(Syllabus of Training-Laboratory Assistant, Class III. 

Note. —Army laboratory Assistants are not to bo judged on their theore; 
tical knowledge of pathology, bacteriology or biochemistry, but primarily 
on their ability to prepare apparatus, reagents and material with unfailing 
reliability, so that the officer may have dependable assistant to carry out hiB 
■work. 

The course of instruction should therefore bo designed not with the pri¬ 
mary intention of teaching candidates bacteriology and bioohemistry but 
rather of teaching laboratory methods and cultivating technique. The 
training should includo, of course, elementary clinical pathology, but with the 
object of stimulating and maintaining tho interest of the trainee. 

Tho following is a syllabus of training for class III laboratroy assistants 
{pathology):— 

1. Laboratory management. —Care and custody of equipment. 

2. Sterilization methods.— Chemical Dry heat. Moist heat. Low 
temperature. Filtration. 

3. Filters. —Types of filters. Methods of testing, cleaning and sterlizing. 
Methods of use. 

4 . Microscopy. —The care and use of the microscope and its component 
parts. Micrometry. Dark-ground illumination. 

5. Culture media. —Preparation and cleaning of glassware, etc. Main¬ 
tenance of sterility. Identification of media. Preparation and standardi¬ 
zation of basic media. Preparation of special media in common use. 

6. Stains and stamina methods .—The preparation of stains, and methods 
of staining, as laid down in the official publication “ Laboratory Methods 
1932 ”, together with such additions as Field’s stain and Pioric acid counter- 
stain for T. B. 

7. Pathogenic micro organisms. —Basic knowledge of the common patho¬ 
genic bacteria and methods of cultivation, including anaerobiasis and the 
chief characters of Cl. tetani and the as gangrene clostridia. 

8. Viruses and riokettsiae. —Genoral outline only. 
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9. Prototoa .—Recognition of malarial parasites, amoebae, Leishmans 
dono-van bottles end intestinal flagellates. 

10. Helminths. —Recognition of tbe eggs of the common helminlh 
ascarisancy lostoma, enterobius, trichuris, taenia, hymenolepia, schistosom. 
Mounting and preservation of worms and their eggs. 

11. Haematology. —Hb estimation. Total red and white cell counts and 
simple diSorential counts. Sedimentation rates. Blood grouping. 

12. Serology. —(a) Agglutination. 

H k 0 types ; methods (Dreyer’s and Felix’s); preparation of aggluti* 
rating sera. 

( b) Principles of Kahn and Wassennann tests; preparation of reagents 
and apparatus. 

13. Vaccine preparation. —Outline. Preparation of apparatus. 

14. Maintenance of stock cultures. 

15. Biochemistry. —Elomentary, including urine analysis, gastris analysis 
blood-sugar and blood uroa estimations, Vanden Borgh, cerebrospinal fluid 
(protein and chlorides), and faeces (fats, fatty acids, bile pigments). 

16. Urinary deposits. —Simple microscopy. 

17. Histology. —Preparation of tissue for sections. Cutting and stain¬ 
ing of sections. 

18. Post-mortem technique. 

19. Laboratory animals. —Care, housing, feeding, breeding and handling 
of laboratory animals. 

20. Office work.— Accounting for equipment, compilation of returns regis¬ 
tration of specimens and recording results of examination. 


APPENDIX " B ”, 

Past A. 

Syllabus of Instruction—Laboratory Assistant, Class I. 

1. Laboratory Management and use of Laboratory apparatus. 

2. Sterilization Methods. —Chemical. Dry heat. Moist heat. Low tem¬ 
perature. Filtration. 

3. Filters. —Types of filtersr Methods of testing, cleaning and sterilis¬ 
ing. Methods of use. 

4. Microscopy. —The care and use of the microscope and its component 
parts. Micrometry. Dark-ground illumination. 

5. Culture Media. —Standardization of media. Preparation of the com¬ 
moner medica, fluid and solid, employed in routine work and also special 
media for the cultivation and diSerentiation of:— Conocooci, meningo¬ 
cocci, pneumococci, streptococci, tubercle bacilli, diphtheria bacilli, orga¬ 
nisms of tbe colityphoid-dysentery groups, pathogenic anaerobes, etc. 

6. Stains and staining methods. —The preparation of stains, and methods 
ef staining. 
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7. Pathogenic Micro-organisms and Bacteriological diagnosis. —Study and 
identification of the following bacteria, special attention being paid to morpho¬ 
logy, staining, culture, biochemical reactions and agglutination tests where 
applicable. 

(a) The Pyogenic Streptococci and Staphylococci, the Pneumococccus . 

(b) Meningococcus. —Methods of isolating, identifying and typing. Cell 
count of cerebrospinal fluid. Precipitin test. An outline of the (Tram- 
negative cocci occurring as Commensals in the nose and throat. 

(c) Genococcus. —Methods of isolation. 

(d) Diphtheria and Diphtheroids. —Methods of isolation and idontificar 
tion. Virulence, tests. 

(e) Tubercle bacillus and other Acid-fast bacilli. — Methods of isolation 
from sputum, urino, pus, and other material. Antiformin method. 

(/) Intestinal Gram-negative aerobic bacilli. —Coli group. Enteric group. 
Food poisoning group. Dysentery group. Mothods of isolation and identi¬ 
fication. 

(g) Vibrio cholerae and allied organisms. —Methods of isolation, identi¬ 
fication and differentiation. 

(A) Pasturella pestis. —Mothods of isolation and identification. Prepara¬ 
tion of laboratory animals prior to inoculation of suspected material. 

(i) Brucella group .—Methods of isolation and identification. 

(j) The Haemophillic'Bacteria and allied organisms. —Methods of isola¬ 
tion and identification. 

(A) Wound Infections. —An outlino of the organisms associated with ga» 
gangrene. Methods of anaerobic culture. 

(l) Ricketlsis group. —The Woil-Felix reaction. 

(m) Pathogenic and Commensal Spirothactes.-- Treponema pallidum, Spixo- 
nema recurrentis, Leptospira icterohaemorrhagiae. Methods of demons¬ 
tration. Laboratory diagnosis. 

8. Rabies .—Method of obtaining brain of suspected animal. Prepara¬ 
tion of sections from the brain. Mann’s method of staining, or William’st 
modification of Van-Gieuson’s method—(basic fuchsin-methylene blue). 

9. Fungi. —The preparation of hair or scales for examination. 

10. Protozoology. —Recognition of malarial parasites, trypanosomes,. 
Loishman-Donovan bodies. Outline and recognition of common intestinal! 
protozoa and cysts. Preparation and staining of films by Mayer’s haemalunut 
and Heidenhain’s iron. 

11. Helminthology. —Identification of the following helminths and tho? 

eggs 

Nematodes .—Ascaris lumbricoides, Anhylostomes, Entorobius vermisw- 
laris, Trichuris tricniura. 

Cestodes .—Taenia solium, Taenia saginata, Taenia granulosa, Hymeno- 
opisl hana. 

Tromatodes .—Schistosoma haematobium and Schistosoma mansoni.. 
Mounting and preservation of helminths. 

H1342HSDC 


It* 
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12. Haematology. —Methods of obtaining blood. Methods of estimating 
haemoglobin. Fumeration of Red Blood Cells and Leucocytes. Preparation 
of stained blood films. Recognition of normal and abnormal cells. Deferen- 
tail Leucocyte count. Reticulocytes. Examination of blood for parasites. 
Fratility of the Red Blood Cells. Coagulation Time. Red Cell sedimenta¬ 
tion rate. Blood grouping. 

13. Serology. —Preparation of agglutinating serum. Agglutination 
tests :—Dreyer’s Method and Felix Technique. Agglutinin.absorption tests. 
Precipitin reactions. 

Wassermann Reaction .— -Outline of the principles of the test. Preparation 
of all apparatus and reagents. 

Kahn Test .— Outline of the principles of the test. Preparation of all 
apparatus and reagents. 

14. Preparation of Vaccines. —Method of preparing an autogenous vac¬ 
cine. 

15. Maintenance of Slock Cultures. 

16. Preparation of tissues for microscopical examination. —Cutting and 
mounting sections by the paraffin method. Massons rapid method. Freez¬ 
ing method. 

.<17, Mounting and preservation of Museum Specimens. 

i 18. Urinary Deposits, including cells and casts. 

19. Laboratory animals—Care, housing, feeding, breeding and handling 
of laboratory animals. 

20. Custody of, and accounting for, Laboratory equ ipment. — Compilation of 
returns. 

Part B. 

Cleaning, assembling and construction of apparatus employed for routine 
chemical or biochemical examinations. Simple glass blowing. Care of all 
measuring instruments. Use of spectroscope, etc. 

Essential principles of Chemistry, Distillation, Filtration, etc. Prepara¬ 
tion of standard solutions, indicators, estimation of P. H., etc. Volumetric 
-and gravimetric methods. Chemical examinations in connection with routine 
diagnostic biochemical tests of :— 

Urine, Faeces, Blood, Cerebrospinal Fluid, Gastric contents, etc. 
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APPENDIX'* H 

Syllabus of Training for R. A. M. C.jl. A. M. C. Other Ranks. Employed 

in Ophthalmic Units‘Centres. 

1st week— 

1. Anatomy. 

2. Physiology. 

3. Externa] Diseases and their treatment. 

4. Methods of treatment. 

5. Nursing of Ophthalmic Patients 

6. Preparation of Operation Theatre. 

7. Preparation of patient for operation. 

8. Anaesthetics used. 

*2ud week— 

9. Sterilisation of Ophthalmic Instruments. 

10. Sterilisation of eye drops. 

11. Ophthalmic Apparatus and its care. 

12. Assembly of Ophthalmic Apparatus. 

13. Ophthalmic lenses, neutralising of lenses measurements, for 
Mark III Spectacles, fitting of spectacle frames. 

14. Fitting of Artificial Eyes. 

15. Records Keeping—(a) Card Index, (b) Day book, (e) 

Spectacle Prescription Book, (d) Operation Book, (e) Month* 
ly Returns. (/) Army Forms used in Ophthalmic work. 

3rd week— 

16. Short lecture on care of Electric Ophthalmic Apparatus and 
writing of same. 

17. Revision. 

18. Examination. 
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APPENDIX “ I 

Training Nubsing Sepoys and V. C. O.’s in Massage and Kemedia$. 

Gymnastics. 

'* Syllabus ”. 

The course is planned to give the maximum of groundwork and practical 
experience in massage, remedial gymnastics and electrical treatment in ther 
period of three months. 

Each class consists of a maximum of 20 students. 

During the first month there are daily lectures on anatomy, physiology' 
and the theory of massage and exercises including practical instruction. 

The last two months are devoted to practical training in the Wards and ; 
Department, as well as daily lectures. 

Instruction is carried out by qualified C. S. of P. Instructors. 

The final examinations will be held at the conclusion of the course and a- 
certificate issued to those students who pass the examinations. 

The syllabus of lectures consist of:— 

(1) Anatomy — 

(a) A careful study of the bones of the body, their shape and function, 

(b) The names, origin, insertions and functions of the main muscle 

and muscle groups. 

(c) A working knowledge of the joints of the body. 

(d) An elementary knowledge of the main nerves. 

(2) Physiology — 

The elementary knowledge of the structure and functions of the body 
and its various organs. 

(3) Theory of massage and remedial gymnastics. 

(а) Types of massage and their uses. 

(б) Its application to wounds, fractures, dislocations, sprains',- 

synovatis, internal derangement of the knee, bruises scare re- 
heumatic diseases. A. P. M. and nerve lesions. 

(c) Remedial exercises—value, restrictions and types of movement. 

Conduct of remedial exercise classes. 

(d) Technique of breathing exercises. 

A. 

(4) Instruction in the use of simple electrical equipment. 

B. 

(7) Simple electrical treatments. 

(C) Elementary plaster work. 

(7) Instruction in splints and slings, Exercises, in Plaster splints. Thff 
use of remedial apparatus including slings and pulleys. 

(8) Instruction in English. 



247 


Estimates 


APPENDIX 54. 
ESTIMATES OF COST. 


second Jive 


•Three-million unit scheme 
Malaria Organisation 
Taberoulosis .. 

Mental Diseases 
Leprosy 
fiohool Health 
Nutrition 

Professional Education 

(а) (i) Upgrading at 27 lakhs, 
conversions at 77 lakhs 
and oreation at 102 • 0 lakhs 
per oollego including the asso- 
mated hospitals and training 
fields—. 

24 colleges(9+8+7) during") 
the first five years. i- 

19 oolleges (7+3+9) duringj 
the second five years. 

(ii) Accommodation for per¬ 
sonnel under training— 

(4) Dental Eduoation 
,(e) Pharmaceutical Eduoation 
,(d) Public Health Engineering 
(e) Nursing.. 

.(/) Improvements to Associated 
hospitals for training of 
students during internship .. 
(j) Medical Research at Rs. 1 
lakh per college .. 

(h) Hospital Social workers .. 
Expenditure on preliminary sur¬ 
veys in four districts on the basis 
of oost for the Singur survey 
(Rs. 16,000 for a population of 
62,000) 

•Water Supply- 
fa) Rural ., 

(б) Urban .. 

•Drainago @ Rs. 6 crores per year 
Medioal Researoh (General provi- 
sion. Provinces) 


ring expenditure during the first five years, 
and first ten years. 

First five 
years. 

Second five 
years. 

First ten years. 

Rs. 

Rs. 

Rs. 

75,16,83,000 

1,11,16,87,250 

1,86,33,70,260 

9,16,800 

11,10,000 

20,20,800 

2,42,35,000 

3,74,10,000 

6,16,46,000 

1,67,00,000 

2,22,00,000 

3,89,00,000 

1,45,00,000 

1,40,00,000 

2.85,00,000 

1,32,000 

.. 

1,32,000 

6,05,000 


6,06.000 

15,73,00,000 

13,38,00,000 

29,11,00,000 

1,08,00,000 

85,50,000 

1,93.50,000 

60,00,000 

75,00,000 

1,35,00,000 

6,25,000 

6,25,000 

12,60,000 

6,00,000 

4,00,000 

10,00,000 

4,20,00,000 

4,20,00,000 

8,40,00,000 

48,00,000 

38,00,000 

86,00,000 

24,00,000 

19,00,000 

43,00,000 


22,00,000 

10,00,00,000 

10,00,00,000 

30,00,00,000 

20,00,000 


10,00,00,000 

10,00,00,000 

30,00,00,000 

20,00,000 


22,00,000 

20,00,00,000 

20,00,00,000 

60,00,00,000 

40,00,000 


Totai. Noh-Rbooming Expbjjdi- 

TUBB 


1,53,74,96,800 1,88,69,82,250 3,42,44,79,060 


fSgtimating the expenditure, re¬ 
curring and non-reourring, in 
respect of the Centre, as 6 p.c. 

In eauh ease of the expenditure 
for the eleven Provinces to- 
gether, the figures are as shown 
( - - 

Centre •• .. 9,22,49,808 11,32,18,936 20,54,68,743 


British India as a whole .. 1,62,97,46,608 2,00,02,01,185 3,62,99,47,793 
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ESTIMATES OF COST— contd. 

Recurring. 


Three.million unit soheme 
Central Directorate:— 

(a) Officers 

(A) Establishmentand contingen 
oies 

(c) Travelling allowance 
Provincial Directorate— 

(a) Officers 

(ft) Establishment and contin¬ 
gencies .. 

(c) Travelling allowance 
Malaria Organisation .. 
Tnberoulosis .. 

Mental Diseases 
Venereal Diseasos 
Leprosy 
School Health 
Nutrition 

Professional Education : 

(a) Upgrading at 8-25 lakhs, 
conversion at 17-25 lakhs and 
creation at 17-25 lakhs per 
oollege— 

24 colleges (9+8+7) during 
the first five years. 

19 colleges (7+3+9) during 
the seoond five years 
(A) Dental Education 

( c) Pharmaooutical Education 

(d) Public Health Engineering 

(e) Provincial Sanitary Boards 
at Rs. 5,000 per board per 
yoar (one board for each 
provinoe) 

(/) Nursing 
(g) Health Assistants 
(A) Hospital sooial workers 
(») Foreign Scholarships 

(j) Improvements to associated 
hospitals for the training of 
interns at Rs. 10,000 per 
hospital per yoar .. 

(k) Postgraduate medioal edu. 

oation at R s. 50,000 per centre 
per year .. .. 

(l) Medical Researoh in colleges 
at Rs, 0-26 lakh per year per 
college .. 

(m) Scholarships at Rs.1,000 per 
year per student for 50 p.o. 
of the total number of admia. 
sions 

(it) Maintenance charges on total 
oapital expenditure on pro. 
fessional education schemes 
Water and Drainage Boards In. 
vestigation Units, etc. at Rs. 2 • 6 
lakhs per year 


First five 
years. 

Rs. 

91,91,46,234 

37,00,000 

8,00,000 

6,25,000 

2,93,81,550 

44,00,000 

46,75,000 

2,52,07,610 

5,87,71,600 

4.86.59.110 

3.16.54.110 
2,86,20,032 

18,95,630 

34,37,126 


geoond five First ten years. 


years, 

2,10,12,29,620 

45,60,000 

10 , 00,000 

6,25,000 

2,95,46,550 

60,60,000 
46,75,000 
3,85,01,887 
0,94,04,692 
9 03,37,8m 
4,70,17,292 
6,56,84,366 
23,23,827 
42,88,186 



Rs. 

3,02,03,76,854 

82,60,000- 

18,00,000 

12,60,000 

5,89,28,100 

94,00,000 

93,50,000 

6,37,06,407 

15,81,76,292 

14,49,06,920 

7,86,71,402 

9,43,04,388 

42,19,467 

77,25,311 


16,66,00,000 

75,00,000 

23,00,000 

7,50,000 

13,23,75,000 

75,00,000 

23,00,000 

6,00,000 

29.88,75,000 

1,50,00,000 

46,00,000 

12,50,000 

2,75,000 

10,38,50,000 

31,68,000 

5,78,420 

16,00,000 

2,75,000 

10,38,60,000 

31,68,000 

16,00,000 

5,60,000 
20 77,00,000 
63,36,000 
6,78,420 
80,00,000 

24,00,000 

19,00,000 

43,00,000 

12,50,000 

12,50,000 

25,00,000 

30,00,000 

33,75,000 

63,76,000 

1,34,40,000 

4,98,00,000 

6,32,40,000 

1,34,71,500 

4,55,93,250 

5,90,04,750 

13,00,066 

13,00,000 

26,00,000 
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Recubring— contd. 


hlaintf nance charges @ 3% per 
year on oapital works in 
connection with Water Supply 
and Drainage Schemes 
Health Education at Rs. 3 (akhs 
per year 

Speoial Provision for Industrial 
Health Services 

Medioal Research (general provi¬ 
sion, Provinces) 

Maintenance charges on capital 
works erected in connection 
with Medioal Research 
Leave reserve at 


First five 
years. 

Second five 
years. 
Rs. 

3,00,00,000 

10,50,00,000 

15,00,000 

15,00,000 

75,00,000 

1,00,00,000 

50,00,000 

50,00,000 

1,20,000 

4,20,000 


First ten years. 
Rb. 

13,50,00,00» 
30,00,000 
1,75,00,000 
1 , 00 , 00,000 

5,40,000 


15 p,o. per year for women and 
10 p.o. for men personnel— 

Women .. .. .. 3,55,38,820 7,59,26,782 ll,14,6ii,602 

Men .. .. .. 4,27,15,714 7,48,26,806 11,75,42,610 

Total .. 1,60,46,30,456 3,12,66,04,147 4,73,12,34,602 

On the basis of 6 per oc*nt. of Pro- 

vinoial expenditure, Centre . . 9,62,77,827 18,75,96,249 28,38,74,076 

Total for British India .. 1,70,09,08,283 3,31,42,00,396 5,01,51,08,670 
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APPENDIX 55. 

Details of the Three-Million Unit and other Sohbuf?. 

Index, 

( Non-Recurring ) 

Pago 


Total non-recurring expenditure on the three.million unit scheme .. 252 

Constituent items of the non-recurring expenditure, jnoluding ambulanoea 263 


I.—Primary Unit— 


(a) Office building .. .. .. .. .. • • 266 

(b) Housing for the staff .. .. .. .. .■ 255 

(c) Dispensary with emergency beds—building and equipment .. 265 


II. —30-bed Hospital— 

(a) Building and equipment .. .. .. >. - 256 

lb) Accommodation for staff .. .. .. .. .. 256 

III. —Secondary Unit— 

(a) Oflfioo building .. .. .. .. .. .. 267 

1ft) Accommodation for the staff .. .. .. •• 267 

(c) Mobile Dental olinios ., .. .. .. .. 258 

IV. —200-bed Hospital— 

(а) Building and equipment .. .. .. .. 269 

(б) Accommodation for staff .. .. .. .. 259 

V. —600-bed Hospital- 

fa) Building and equipment .. .. .. .. . 261 

(*>) Accommodation for staff .. .. .. .. ,. 261 

(Recurring) 

Total recurring expenditure of the three.million unit sohome .. •. 263 

Constituent items of the rocurring expenditure, including maintenance on 

Ambulanoes .. .. .. .. .. .. .. 263 

I. —Primary Unit— 

(а) Salaries of staff .. .. .. .. .. .. 263 

(б) Dispensary : Drugs, sundries and diet for eraergenoy beds • 263 

II. —30-bed Hospital— 

fa) Salaries of staff .. .. .. .. .. . - 264 

f b) Drugs, sundries and diet s .. .. .. .. .. 264 

Ill'.—Secondary Unit— 

Saif ries of staff .. .. .. .. .. .. 264 

IV. —200-bed Hospital— 

(a) Salaries of staff .. .. .. .. .. .. 265 

(b) Drugs, sundries and diets .. .. .. .. .. 265 

500-bed Hospital— 

(a) Salaries of staff .. .. .. .. .. 265 

(b) Drugs, sundries and diets .. .. •• .. .. 265 

V. — Administrative Organisation at the District Headquarters— 

Salaries of staff .. .. .. • • « 266 

VI. —Preparation of House Lists .. .. .. .. « 266 
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Page 

VII.—Maintenance charges on non-recurring expenditure on three-million 


unit soheme— -. — ... .. • • ■ * 288 

Number of Primary Units and dispensaries shown provinoe-wise .. 288 

Number of 30-bed hospitals shown province-wise .. ■ • • • 288 

Number of Secondary Units shown provinoe.wise .. .. .. 288 

Number of 200-bed hospitals shown provinoe-wise .. .. • • 289 

Number of 500-bed hospitals shown province-wise .. • • • ■ 289 

Housing of the staff .. . ■ .. . • • • • • 290 


Other Sehmet. 

Expenditure on :— 

Preliminary Surveys -. .. ■ • • • • • * • 291 

Water supply *. . - • • • • • • • • 291 

"Drainage .. .. .. . - - - • • • • 291 

Central Directorate .. .. . - - - - • • • 292 

Provincial Directorate .. .. .. .. •• 292 

Malaria .. • • .. - • • • • ■ • ■ 295 

Tuberculosis .. .. .. .. .. .. 301 

Mental Diseases .. .. .. .. .. .. 307 

Venereal Diseases .. .. .. .. .. .. 310 

leprosy .. .. <Jw .. •• •• •• 314 

Sohool Health .. .. .. .. .. -- -.319 

Nutrition ,, .. .. .. .. .. .. 321 

Professional Education : — 

Estimates of non-reourring expenditure .. .. .. .. 325 

Estimates of recurring expenditure .. .. .. .. 327 

Expansion of medical colleges ., .. .. .. .. 330 

Scholarships .. ., .. .. . • .. .. 332 

Stipends for tho training of Health Assistants .. .. .. 333 

Training of Hospital Social Workers .. ,. .. .. 333 

Medioal Research .. *T. T- .. .- .. 334 

Health education .. .. .. .. .. .. 334 

ISpeoial provision for Industrial Health servioes .. - - - • 334 

Maintenance charges @ 3% per year on capital works in connection with 

certain servioes ,. .. .. .. ... .. 334 
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Non-Recurring. 


1,—Primary units— 

First 

five yearB. 

Rs. 

First 

ten years- 
Rs. 

(a) Office of the primary unit .. .. ..' 



(6) Housing for the primary unit staff 

.33,91,60,000 

67,84,93,760* 

(c Primary unit dispensary, building and equip. _ 
ment, 

II. —30-bed hospital— 

(a) building, equipment, and .. ., ..' 

(4) aooommodution for staff ., .. .. 

III. —Seoondary unit— 

1 

j- 5,62,67,000 

27,71,07,600 

Office, housing for staff including mobile dental 

olinios organisations .. .. .. .. 

3,78,00,000 

7,41,95,000- 

IV,—200-bed hospital— 

Building, equipment and accommodation for staff.. 

30,70,62,000 

31,75,74,000 

500-bed hospital .. .. • ■ .. 

• • 

46,42,60,000 

Ambulances .. 

74,11,79,000 

1,05,04,000 

l 81,16,30,250 
5,17,40,000 


78 16 £3,000 1,86,33,70, 26 
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Primary Unit. 

( Non-Recurring ). 

Us. 

1 .— 


(a) Office for eaoh primary unit 


15,000 

(6) Housing for the primary unit staff 


1,38,750 

(c) Dispensary building and equipment .. 
For all the provinces. 


20,000 

1st year 1080 x 1,73,750 


18,76,50,000 

2 nd year 

• . 

.. 

3rd year 

4th year 376 X 1,73,760 

_ 

6,53,30,000 

6 th year 496 X 1,73,760 

= 

8,61,80,000 

6 th year 341 x 1,73,750 

= 

5,92,48,760 

7th year 396 x 1,73,750 

= 

6,88,05,000 

8 th year 382 x 1,73,750 

= 

6,63,72,500 

9th year 414 x 1,73,750 

= 

7,19,32,500 

10th year 420 X 1,73,760 

=* 

7,29,75,000 


R*. 


1,73,750 


33,97,60,W9 


67,34,93.760 


II. 30-bed hospital— 


(a) Building and equipment 

(b) Acnommodation for staff 

3. For all the provinces— 


.. r 

.. .. 



05,000 

84,250 


1st year 216 X 1,39,250 

.. 

fMWm 

.. = 

3,00,78,000 

2nd yea r 

. i 


• • 

3rd year 


. . 

• . 

4th year 188 X 1,39,250 


.. = 

2,61,79,000 

6th year 




6th year 235 X 1,39,250 


.. = 

3,27,23,750 

7th year 282 X 1,39,250 


.. = 

3,92,68,600 

8th year 274 x 1,39,250 


, , SEE 

3,81,54,500 

9th year 367 X 1,39,250 


. . i=s 

5,11,04,750 

10th year 428 X 1,39,250 


• • sr: 

6.95,99,000 


1,39,25 


5,62,57,0 


27,71,07,600 


0.— Ambulances — 


2 motor—each 12,000 \ 

1 animal driven 2,000 .. / 
let year 216 x 26,000 
2 nd year 
3rd year 

4th year 188 X 26,000 
5th year 

6 th year 235 X 26,000 
7th year 282 x 26,000 
8 th year 274 x 26,000 
9th year 367 X 26,000 
10th year 428 x 26,000 


26,000 

.. = 56,16,000 


48,88,000 

61,10,000 

73,32,000 

71,24,000 

95,42,000 

1,11,28,000 


1,06,04,000 

6,17,40,000 
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Secondary Unit. 

(. Non-Reourring .) 

Rb. 

JII.—(a) Office for eaoh Secondary unit 

(4) Housing for the staff of the Secondary unit .. 


Rs. 

30,000 

1,45,000 


J, For all the Provinces— 

1st year 216 X 1,76,000 

2nd year 

3rd year 

4th year 

6th year 

6th year 

Dental Aooo. 216 x 10,000 
7th year 66 x 1,75,000 
Dental 66 x 16,000 .. 

8th year 6 x 1,75,000 • ■ 
Dental 6 X 16,000 
0th year 


1,76,000 


3,78,00,000 


3,78,00,000 

34,56,000 

1,15,50,000 

10,50,000 

10,50,000 

06,000 


Dental .. • • 




63,90,000 

10th yoar 67 X 1,75,000 

. . 

= 

1,17,25,000 


Dental 67 X 16,000 .. 



10,72,000 

6,78,05,000 

IV.—200-bed hospital— 

(а) Building 

Equipment 

(б) Accommodation for the staff 

7,00,000 

1,00,000 

6,25,750 

14,26,760 

7,41,95,000 

4 . For all the Provinces— 

1st to 5th year 216 x 14,26,750 


=3 

30,79,62,000 

30,79,62,000 

6th year 

Dental staff aooo. 210 X 44,500 



06,12,000 


7t,h year 

Dental 

8th year 

Dental 

9th year 

Dental 

10th year 

Dental 




31,76,74,000 


No new BOO bod hospital is ever created. They are to be conversions 
from 200-bod hospitals, but as soon as a certain number of 200-bed hospitals 
converted into those with 500-beds an equal number of 200-bed hospitals 
brought into being. 


Building -. .. . , Rs. 17,50,000 

Equipment . • • • 2,50,000 

Aooommodation for staff .. „ 12,70,000 


„ 32,70,000 

Non-reourring oost of the 600-bed hospital. 


1st ten years. 

1 st to 6th year - ■ .. ■ - = 

7th year 66 x 32,70,000 .. .. = 

Dental staff aooo. 66 x 70,000 .. .. = 

1th year 6 x 32.70,000 _ .. .. = 

Dental staff acco. 6 x 70,000 .. .. 

6 th year .. .. .. .. «= 

10 th year— 

67 X 32,70,000 .. .. . . = 

Dental staff acco, 67 X 70,000 .. = 

Nil 

21,58,20,000 

46,20,000 

1,90,20,000 

4,20,000 

Nil 

21,90,60,000 

40,60,000 

46,42,60,900 
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3-Million Unit. 

Primary Unit, 

I. (a) Offioe for the primary unit (non-recurring) .. .. Rg, 15,000 

(ft) Housing for the primary unit staff (non-recurring). 


Primary Unit (40,000). 


Medioal Officer (§) Rs. 250— 
25 —500 

Fublio Health Nurse @ 

Rs. 100—5—120—10—200 
Nurae @ Rs. 76—6—126 .. 
Midwives @ Rs. 50—5—100 
Trained data @ Rs. 25—1J— 
—40—2—50 

Sanitary inspector @ Rs. 

100—5—150 . - 

Health assistant @ Rs. 

60—5—100. 

Clerks @ R s. 75—5—160 .. 
Fitter mistry @ Rs. 40—2 
—60 

Inferior sorvants— 

1 @ Rs.40—2—60 .. 
14 @ Rs. 25—2—55 
Pharmacist @ Rs. 40—2—00 


(c) Dispensary at the pri. 
mary unit— 
(non-reourring). 
Building equipment and 
lands 


No. 

Floor space 
of housing 
for one 
person. 


2 

2,000 

4,000 

4 



1 

1,500 

1,500 

4 

1,000 

4,000 

4 



2 

1,500 

3,000 

2 

1,000 

2,000 

2 

1,000 

2,000 

1 



15 

250 

3,750 

ffik 

500 

T? 



Total. 


Total oost 
of accommo. 
dation for 
one Unit. 


Rs. 


22,600 sq.ft. 
@ 

-Rs. 5 per sq. 
ft. 


1,12,500 


8,760 Sq. ft. 
V @ Rs. 3 por 
sq, ft. 


26,250 


1,38,750 


20,000 
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30-Bbd Hospital. 

B?, 

II. (o) Building .. .. .. .. ,, 45,000 

Equipment .. .. .. .. 10,000 


55,000 

(6) Accommodation for Staff. —Cost for housing the staff of 30-bsd hospital. 



1 No. 

Floor area 
per head 
8q. ft. 

Total 
sq. ft. ! 

Rate Rs, per 
eq. ft. 

Total 

cost. 

(1) Medioal Officer @ Rs. 250— 





Ra. 

25—500 

1 

2,000 

2,000 

4 14,000 sq. ft. 

70,000 

(2) Nurse 1 @ Rs. 100—5— 




L @ 


175 and 7 @ Rs. 75—5— 




f Rs. 6 per sq. 


125 

8 

1,500 

12,000 

J ft - 


(3) Health assistant @ Ra. 60— 






5—100 

1 

1,000 

1,000 



(4) Pharmacist @ Rs. 40 —2— 






GO • • 

1 

1,000 

1,000 



(6) Ward attendants (1 male. 






1 female) @ Rs. 30 —2— 






50 • • 

2 

250 

500 

1*4,750 sq. ft. 


(6) Cook @ Rs. 30—2—50 .. 

1 

250 

250 

@ Rs. 3 sq. 


(7) Sweepers (1 male, 1 fo. 




ft. 

14,250 

male) @ Rs. 25—1—35 

2 

250 

500 



(S' Ambulance drivers @ Rs. 






50 • • 

3 

500 

1,500 







Total •• 

84,250 
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Secondary Unit, 

III. Non-recurring. 

( 0 ) Offioe for the Secondary nnit • • . • • • Rs. 30,000 


4b) Housing for the Secondary unit staff. 



No. 

Floor rate 1 
of area j 
sq. ft. j 

Total area 
sq. ft. 

Rate of 
Cost. 

Total Cost 
Rs. 

Administrative M. 0. 






@ Rh. 1,000—50—1,250 

1 

3,000 

3,000 

Rs. 5 

15,000 

Deputy A. M. 0. 






@ Rs, 500- 30—800 .. 

l 

2,500 

2,500 

ft 

12,500 

Assistant A.M.O. 






@ Rs. 400—30—700 .. 

1 









2,500 

5,000 

,, 

25,000 

Assistant P. H. Engineer 







@ Rs. 400—30—700 .. 

1 






Senior Sanitary Inspectors 






@ Rs. 150- 10—250 . . 

2 

1,750 

3,500 

1 


Senior P. H. Nurres 





35,000 

@ Rs. 150—10—250 .. 

2 

1,750 

3,500 

J 


Head Clerk 






@ Rs. 200—10—300 .. 

1 


• 






I 1,750 

3,500 

,, 

17,500 

Statistical Clerk 


f 


* 


@ Ra. 200—10—300 

1 

J 




Stenographers 






@ Rs. 100—5—200 

3 

1,500 

4,500 

n 

22,500 

■Clerk (1st Division) 






@ Rs. 150—10—250 . • 

1 

1,500 

1,500 

tf 

7,500 

Clerks (2nd Division) @ 






Rs. 75—5—150 


1,000 

2,000 

Rs. 3 

<i,000 

Inferior servants 






@ Rs. 25—6—55 

6 

250 

1,250 

” 

3,750 





Total 

1,44,750 





or roughly Rs. 1,45,000 per 





Secondary Unit. 

Jn the second five yeart only— 



Total 


Cost 






Rs. 

Dentist at Rs. 25C—26—500 

1 

2,000 

2,000 


lo.ooo 

Dental Hygienists 






@ Rs. 80—5—130 .. 

2 

1,000 

2,000 

1 

o,ooo 


1 


i 


Rs. 16,000 
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Mobile Dental Clinics. (In the second five years only). 

No^ru wring apenditure. 

Coet of a mobile dental olinic fully equipped (traitor type as in 
New Zealand). 

Coat of the towing ear 

Extra cost for portable equipments 


11 , 000 - 

450- 


Calculation ef total cost. 


6 th year 216 x 18,000 
7th year 06 x 18,000 
8 th year 6 x 18,000 
9th year Nil 

10th yoar 07 X 18,000 


Re. 

38,88,000 
11 , 88 , 000 - 
1,08,000 

12,06,000 


63,90,000 


•Such a olinio, in New Zealand, oost 320 sterlings eight years ago. For arriving at 
the present oost another 60 p.c. has been added. 

An ambulanoe oar attached to each 30-bed hospital costs Rs. 12,000. 



17. Non-recurring 


XOit 



il 







200—Bed Hospital— contd . 

Accommodation for the staff of 200-bed hospital. — contd. 









iMBOg a*a oOfl 
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Rbotjkbino. 


I. Primary Unit. 

(a) Staff salary 

(b) Dispensary: drugs, and sundries. 

II. 30-bed hospital. 

(а) Staff salary 

(б) Drugs, sundries and diet 

(c) Ambulance maintenance 

III. Secondary Unit. 

Staff salary 
TV. fn) Staff salary— 

200 -bed hospital 
600-bed hospital 
(6) Drugs, sundries and diet 
200 -bed hospital 
600-bed hospital 


VI. Preparation of House Lists 


Total 


First five yearn. 

First ten years. 

Rs. 

Rs. 

28,92,60,264 

1,05,01,52,805 

2,45,97,600 

8,17,36,700 

2,95,80,980 

10,68,97,469 

2,18,40,000 

11,64,45,000 

1,09,20,000 

5,82,22,500 

8,34,07,162 

22,72,96,805 

22,01,44,392 

49,11,82,593 

16,18,43,754 

10,80,00,000 

21,60,00,000 


8,72,50,000 

rs. 5,si,65,776 

12,25,73,736 

28,00,000 

60,00,000 

84,87,82,104 

278,41,01,422 


Maintenance charges on capital works in connection with three million unit scheme. 

Primary unit .. .. .. .. 2,44,77,900 9,49,88,525 

30-bed hospital .. .. .. 43,94,730 2,41,16,707 

Secondary unit .. 46,36,000 1,18,24,020 

200-bed hospital .. .. .. 3,69,66,440 8,43,03,1R0 

600-bed hospital .. 2,10,42,000 


Total 
Grand Total 


7,03,64,070 


23,62,74,432 


91,91,46,234 302,03,76,864 


Recurring. 

i. Primary unit. 

(a) Stall salaries (see for further details pp.267-268) 

Rs. 

4,28,24,160 


1st year .. 
2nd year .. 
3rd year .. 
4th year .. 
6th year .. 
flth year .. 
7th year 
8th year .. 
0th year .. 
10th year 


4,53,06,000 

4,77,84,600 

0,61,72,362 

8,81,79,152 

10,73,63,332 

12,86,81,062 

15,03,49,361 

17,45,74,156 

19,99,18,630 


R«. 


28,92,66,264 


1,05,01,52,866 


(6) Dispensary. 

Recurring cost in respect of drugs, sundries and maintenance of emer¬ 
gency beds. 


Rs. 


Rs. 


Drug* .. 

• * . . 

1,500 

Sundries 

. . . . 

600 

Emergency beds 

. . 

600 

Two Maternity bode at Kb. 500 per bed 

1,000 



3,700 

1st year 1080 x 3,700 


39,96,000 

2nd year Do, 


39,96.000 

3rd year Do. 


39,96,000 

4th year 1450x3,700 


53,87,200 

6th year 1952 x 3,700 


72,22,400 

6th year 2293 x 3,700 


84,84,100 

7th year 2089x 3,700 


99,49,300 

8th year 3071 x 3,700 


1,13,62,700 

9th year 3486 x 3,700 


1,28,94,500 

10th year 3905 x 3,700 


1,44,48,500 


2,45,97.000 


8,17,36,700 
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Recurring. 

II. 30-bed hospital. 


a) Staff salary, (see for further details pp. 269-270). 

Rs. 

1 st year .. 




40,00,538 

2nd year 




.. 42,40,941 

3rd year .. 




44,81,568 

4th year . . 




82,04,140 

3th year ,. 




.. 86,53,792 

0 th year .. 




1,35,34,907 

7th year ., 




1,94,73,328 

8 th year ,. 




2,55,77,710 

9 th year 




,. 3,37,78,409 

10 th year 




4,34,52,135 


Bb. 


2,03,80 086 


16,53.97,460 


(6) Drugs, sundries and diet. 

Drugs .. 

Sundries 

Diet 


1 st year 216 x 15,000 
2nd year 216 X 15,000 
3rd year 216 X 15,000 
4th year 404 x 15,000 
5th year 404 X 15,000 

6 th year 639 X 16,000 
7th year 921 x 16,000 
8 th year 1195x15,000 
9th year 1662 X 15,000 
10th year 1990 x 15,000 

(c) Ambulance maintenance. 
For 2 motors .. 6,000 

For 1 animal drawn 1,500 
1st year 216 X 7,500 
2nd year 216 X 7,500 
3rd year 216 x 7,500 
4th year 404 X 7,500 
Bth year 404 X 7,500 

6 th yoar 639 x 7,500 
7 th year 921 x 7,500 
8 th year 1195 x 7,500 
9th year 1562 x 7,500 
10th year 1990 X 7,500 


4.500 

1.500 
9,000 


15,000 


32,40,000 

32,40,000 

32,40,000 

60,60,000 

60,60,000 

95,85,000 

1,38,15,000 

1,79,25,000 

2,34,30,000 

2,98,50,000 


7,800 per year 

T. .. 10,20,000 

16,20,000 
16,20,000 
30,30,000 
30,30,000 

47.92.500 
09,07,500 

89.62.500 
1,17,15,000 
1,49,25,000 


III. Secondary Unit. 


Staff salary (see for further details pp, 271-272). 

1 st year .. .. .. . 

2 nd year 
3rd year .. 

4th year 

5th year .. .. .. .. 


1,51,98,890 

1,59,33,456 

1,66,95,504 

1,74,45,024 

1,81,96,272 


0 th year . . 
7th year .. 
8 th year .. 
9th year .. 
10 th year 


2,13,06.024 

2,74,01,406 

2,88,69,750 

2,98,80,576 

3,03,71,957 


2,18,40,000 


11,04,46,000 


1,09,20,000 


5,82,22,600 


8,34,07,153 


22,72,90,865 
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IT. (o) 200-bed hospital. 
Staff salary (see for 

1st year .. 

2nd year .. 

3rd year 
4th year 
8 th year .. 

8 th year 
7th year 
8th year 
8th year 
10th year 


R« a curing. 

details pp. 274-276). 

Rs. 

.. .. 3,01,81,060 

4,16,09,378 
4,40,26,632 
4,64,48,424 
4,88,70,000 

3,55,71,400 
5,24,76,860 
5,45,20,314 
5,71,62,126 
.. 5,13,07,701 


further 


500-bed hospital. 


Staff salary (see for further details pp. 277-280). 


7th year .. 
8th year .. 
9th year .. 
10th year 


2,83,45,482 

3,24,59,484 

3,40,54,044 

6,69,84,744 


(b) Drugs, Sundries and Diet. 
for the 200-bod hospital. 

Drugs and sundries 40,000 
Diet .. 60,000 1,00,00 0 

1st year 216x1,00,000 .. .. .. 2,16,00,000 

2nd year216x 1,00,000 .. .. .. 2,16,00,000 

3rd year 216, x 1,00,000 .. .. .. 2,16,00,000 

4th year 216, x 1,00,000 .. .. .. 2,16,00,000 

5th year 210 x 1,00,000 .. .. .. 2,16,00,000 

6th year 216x1,00,000 .. .. .. 2,16,00,000 

7th year 216x1,00,000 .. .. .. 2,16,00,000 

8th year 218x1,00,000 .. .. .. 2,16,00,000 

9th year 216 x 1,00,000 .. ,. .. 2,16,00,000 

10th year 216x1,00,000 .. .. .. 2,16,00,000 

For 500-bed hospital 
Drugs and sundries 1,00,000 

Diet .. 1,50,000 2,50,000 

7th year 66 x 2,50,000 .. .. .. 1,65,00,000 

8 th year 72x2,50,000 .. .. 1,80,00,000 

9th year 72x2,50,000 .. .. .. 1,80,00,000 

10th year 139 x 2,60,000 .. .. .. 3,47,50,000 


R>. 


22,01,44,392 


49,11,82,693 


16,18,43,764 


10,80,00,066 


21 , 60 , 00 , 0 M 


8,72,50,000 
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V. Recurring cost m respect of the Administration organisation at the 
District Headquarters. 

(see for further details p. 281). 

1st five years. 

Re. 

One such organisation .. .. .. 2,09,286 

tie ,, „ . 6,81,06,770 

tnd five years. 

One such organisation .. .. .. ., .. 2,98,186 

*16 .. .... .. .. .. 6,44,07,900 

1st ten years. 

For 210 Distriot Headquarters Organisation .. ., ,. 12,26,78,730 

VI. Preparation of House lists — (see for further details pp. 282-285). 

1st five years .. .. .. .. Be. 28 lakhs. 

1st ten years .. 



Balarim .—Primary Unit Staff. 

Becurring—further details. 

^um- 1st 2nd 3rd 4th 5th 6th 7th 8th 9th 10th 

ber. year. year. year. year. year. year. year. year. year. year. 
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Emergency beds .. .. .. .. 600 

'wo maternity beds @ R*. 500 per bed .. 1,000 

Total for ou dispensary .. 3,700 




in respect of salaries of staff of ail Primary Units during the first ten year period. 
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ring—further details. 
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Sundries .. .. .. .. 1,300 

Diet (at Ks. 300 per bed per year) .. 9,000 



Total cost in respect of salaries of staff of all the 30-beA hospitals for the first ten years. 
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40.00.fi36 42,40,644 44 81,888 82,04,140 86,53,792 1,36,34,607 1,94,73,328 2,55,77,710 3,37,78,108 



Secondary Unit Stake. 

(Recurring—further details). 
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Mobile Dental Organisation {One for each Secondary Centre in the Second jive years). 
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200-Bed Hospital: 

IV. (a). Salary op Staff —Further Detail*. 

Number 1st year. 2nd year. 3rd year. 4th year. 5th year. 6th year. 7th year. 8th year. 9th year. 10th year. 

Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. 
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Staff Nurses. 

@ Rs. 100—5—175 .. 19 22,800 23,940 25,080 26,220 27,360 28,500 29,640 30,780 31,920 33,060 

Staff Nurses. 

@ Rs. 75—5—125 - 17 15^00 16,320 17,340 18,360 19,380 20,400 21,420 22,440 23,460 24,480 



@ Ra. 25—2—56 .. * 600 648 696 744 792 840 888 936 984 1,203 

Pension & leave salary 
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Tbs Administrative organisation at the district headquarters. 
(Further details) 
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tniUrtyear 

Oa* «neh or*«nl»»tton 1,98,185 

116 fa«h oriulutleni 6,44,07,960 

lute* years— 

Ttt 116 DUtrlet kudquitm onanluUoai .. 12,25,73,T3fl 
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VI. Preparation of House lists — {Further details). 

Five clerks (one for each primary unit) and one supervisor are provided 
for the first five primary units that will be set up in each district. 

Pay— Hi 

♦Supervisor .. .. .. .. ,* 75 p.m. 

Travelling allowance .. .. .. 25 p.m. 


Clerk 


Total 

• 

100 p.m* 

60 p.m. 


Travelling allowance .. 

. , 


,, 

20 p.m. 


Contingencies .. 

, , 

. • *. 

., 

6 p.m. 


Province— 

1. Madras 


Total 


(to cover all). 

85 p.m. 

Total Coat. 

r- ---*■---' 

Ton year Five yeat 

period. period. 

Ra. R«. 

8,91,360 3,31,200 

S. Bombay 

f , 



4,73.100 

2.62,200 

B. Bengal 




10.4S.200 

3,58,800 

4. U. P. 




11, 93,200 

6,62,400 

B. Bihar 




0,28.880 

2,20,800 

4. Orissa 




1,49,400 

82,800 

T. Punjab 




7,16,400 

3.83,400 

■. C. P. & Si» .. 



, , 

3,92,160 

2,23,440 

•. Aseum 




2,43,600 

88,200 

10. Sind 

f , 



1,03,680 

60,400 

11. K.-'tV.F.P. .. 

•• 

1 jl Ip U iJ.ljf 


64,440 

37,800 





59.01,420 

27,01.440 


Or roughly abo it Ra. 60 lakba. Rs. 28 laklw. 



MADRAS. 


let year .. 

5 

5 

5 

1 

120 

24 

1,22,400 

28,800 

1,61,200 

2nd year 

.. 5 

. . 

. . 

. . 






3rd year 

5 



.. 

. . 

. . 




4th year 

7 

2 

2 

1 

48 

24 

48,960 

28,800 

77,760 

6th year 

10 

3 

3 

1 

72 

24 

73,440 

28,800 

1,02,240 

6th year 

13 

3 

3 

1 

72 

24 

73,440 

28,800 

1,02,240 

7th year 

16 

3 

3 

1 

72 

24 

73,440 

28,800 

1,02,240 

8th year 

19 

3 

3 

1 

72 

24 

73.440 

28,800 

1,02,240 

9th year 

23 

4 

4 

1 

96 

21 

97,920 

28,800 

1,25,720 

10th year 

27 

4 

4 

1 

98 

24 

97,920 

28,800 

1,20,720 

8,91,380 
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Each District 




Expenditure. 


Year. 



3 

1 

jj> 

■8 

55 

Additional primary units, 
each year. 

4 

•s 

i§ 

No. of supervisors. 

Total No. of clerks. 

i 

l 

s 

*3 

o 

1 

& 

B 

-h 

<N 

t-4 

+ 

s 

A 

■B 

e> 

5 

y 

<N 

X 

s 

p* 

» 

1 

m 

Total cost Ra- 






BOMBAY. 





1st year 



S 

6 

6 

i 

95 

19 

96,900 

22,800 

1,19,700 

2nd year 



6 






3rd year 


, , 

5 


. . 


. . 





4th year 

, , 


7 

2 

2 

i 

38 

19 

38,760 

22,800 

61,660 

6th year 

. . 


10 

3 

3 

i 

67 

19 

58,140 

22,600 

80,940 

6th year 

. . 


11 

1 

1 

i 

19 

19 

19,380 

22,800 

42,180 

7tb year 

• « 

, . 

12 

1 

1 

i 

19 

19 

19,380 

22,800 

42,180 

8th year 

» « 

, 4 

13 

1 

1 

i 

19 

19 

19,380 

22,800 

42,180 

8th year 

. . 


14 

1 

1 

i 

19 

19 

19,380 

22,800 

42,180 

10th year 



15 

1 1 

BENGAL 

1 19 19 19,380 

Grand Total 

(26 Districts). 

22,800 

42,180 

4,73,100 

1st year 

a « 


fi 

5 

6 

1 

130 

20 

1,32,600 

31,200 

1,63,800 

fad year 

« • 

, , 

S 

«. i 


aa 


, , 

a * 

3rd year 


, , 

5 

e-e 



. . 





4th year 


. . 

7 

2 

2 

1 

S2 

26 

53,040 

31,200 

84,240 

Bth year 

. » 

a . 

10 

3 

3 

1 

78 

26 

79,660 

31,200 

1,10,760 

Bth year 



14 

4 

4 

1 

104 

26 

1,06,080 

31,200 

1,37,280 

7th year 

. . 

. . 

18 

4 

4 

1 

104 

26 

1,06,080 

31.200 

1,37,280 

8th yerr 

, . 

. , 

22 

4 

4 

1 

104 

26 

1,06,080 

31,200 

1,37,280 

9th year 

. . 

. . 

28 

4 

4 

1 

104 

26 

1,06,080 

31,200 

1,37.280 

10th your 



30 4 4 1 104 26 1,06,080 

Grand Total 

UNITED PROVINCES (48 Districts). 

31,200 

1,37,280 

10,46,200 

1st year 

.. 


5 

S 

5 

1 

240 

48 

2,44,800 

57,600 

3,02,400 

2nd year 



6 






3rd year 

, , 


6 









4th year 



7 

2 

2 

1 

96 

48 

97,920 

57,600 

1,55,620 

6th yew 



10 

3 

3 

1 

144 

48 

1,46,880 

57,600 

2,04.480 

6fch year 



11 

i 

i 

1 

48 

48 

48,960 

67,600 

1,06,560 

7th year 



12 

1 

i 

l 

48 

48 

48,960 

57,800 

1,06.660 

8th year 



13 

i 

i 

1 

48 

48 

48,960 

67,600 

1,06,560 

9th year 


a. 

14 

i 

i 

1 

48 

48 

48,960 

57,600 

1,06 060 

l#th year 



15 

1 1 1 48 48 48,900 

Gland Total 

BIHAR (16 Districts). 

67,600 

I, 06,560 

II, 95,200 

1st year 

, . 


5 

5 

5 

1 

80 

16 

81,600 

19,200 

1,00,800 

2nd year 



5 






3rd year 



5 


a . 



. . 


. , 

. * 

4th year 



7 

2 

2 

1 

32 

16 

32,640 

19,200 

61,840 

6th year 



10 

3 

3 

, , 

48 

16 

48,960 

19,200 

68,160 

6th year 



13 

3 

3 

1 

48 

16 

48,960 

19,200 

68,160 

7th year 


, . 

17 

4 

4 

1 

64 

16 

65,290 

19,200 

84,480 

8th year 



21 

4 

4 

1 

64 

16 

65,280 

19,200 

84,480 

9th year 



25 

4 

4 

1 

64 

IS 

65,280 

19,200 

84,480 

10th year 



29 

4 

4 

1 

64 

16 

66,280 19,200 

Grand Total .. 

84,480 

6,26,880 














Each District 


Expenditure, 


T«u, 


let year 
2nd year 
3rd year 
4th year 
9th year 
#th year 
7th year 
•th year 
tth year 
10th year 


1at year 
2nd year 
3rd year 
4th year 
6th year 
6th year 
7th year 
8th year 
9th yoar 
10 th year 


let year 
2nd year 
3rd year 
4th year 
0th year 
6th year 
7th year 
8th year 
9th year 
10th year 


let year 
2nd year 
3rd year 
4th year 
8th year 
6th year 
7th yoar 
8th year 
9th year 
10th year 



ORISSA (6 Districts), 


5 5 6 1 

5 . 

5 . 

7 2 2 1 

10 3 3 1 

Hill 
18 2 2 1 

16 2 2 1 

17 2 2 1 

19 2 2 1 


30 8 30,600 


12 6 12,240 

18 6 18,300 

« 6 6,120 

12 6 6,120 

12 6 6,120 

12 6 6,120 

12 6 6,120 


7,200 37,800 


7,200 19,440 

7,200 25,560 

7,200 13,320 

7,200 13,320 

7,200 13,320 

7,200 13,320 

7,200 13,320 


Grand Total ,. 1,49,400 

PUNJAB (30 Districts). 

5 6 5 1 160 30 1,63,000 36,000 1,89,000 

6 .j&jS 1 


6 


7 

2 

2 

i 

60 

30 

61,200 

36,000 

97,200 

9 

2 

2 

1 

60 

30 

61,200 

36,000 

97,200 

10 

I 

i 

i 

30 

33 

30,000 

36,000 

66,600 

11 

1 

i 

i 

30 

30 

30.600 

36,000 

66,600 

12 

1 

i 

1 

30 

30 

30,600 

36,000 

66,000 

13 

1 

i 

i 

30 

30 

30,600 

36,000 

66,600 

14 

1 

i 

i 

30 

30 

30,600 

36,000 

66 600 


Grand Total .. 7,16.400 


0. P. & BERAR (19 Districts). 

5 6 5 1 96 19 96,900 22,800 1,19,700 


6 

7 

”2 

"2 

' 1 

'38 

'i» 

38,700 

22,800 

61,600 

• 

1 

1 

1 

19 

19 

19,380 

22,800 

42,180 

9 

“t 

"l 

“l 

19 

"l9 

19,380 

22,800 

42,180 

10 

l 

1 

1 

19 

19 

19,380 

22,800 

42,180 

11 

1 

1 

1 

19 

19 

19,380 

22,800 

42,180 

12 

1 

1 

1 

19 

19 

19,380 

22,800 

42,180 


Grand Total .. 3,92,160 


ASSAM (14 Districts). 

g 5 6 1 70 14 71,400 16,800 88200 

6 . 

5 . 

6 . 


6 

l 

1 

1 

14 

14 

14,280 

16,800 

31,080 

7 

1 

1 

1 

14 

14 

14,280 

19,800 

31,080 

8 

1 

1 

1 

14 

14 

14,280 

16,800 

31,080 

9 

1 

1 

1 

14 

14 

14,280 

16,800 

31,080 

10 

1 

1 

1 

u 

14 

14,280 

16,800 

31,080 


Grand Total 


2,43,600 
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SIND (8 Districts). 


Ink year 

5 

5 

i 

} 

40 

S 

40,800 

8,600 

60,400 

2nd year 


.. 

• * • 





, , 


3rd year 










4th year 



. • 





« , 


ftth year 



. . 




. . 



*th year 


. . 








7th year 


1 

1 

1 

8 

8 

8,160 

8,800 

17,780 

8th year 

8 




, , 

.. 

. , 


, . 

9th year 

7 

1 

1 

1 

8 

8 

8,180 

0,800 

17,760 

10th year 

8 

l 

jig 

1 

8 

8 

8,180 

9,600 

17,760 

Grand Total .. 

NORTH-WESTERN FRONTIER PROVINCE (6 Districts). 

1,03,880 

letyoar 

6 

6 

s 

l 

30 

8 

30,800 

7,200 

37,800 

2nd year 

8 

. . 

. . 


e • 


, . 

. , 

a , 

3rd year 

.. 6 

♦ fl 

• • 



. , 

, , 



4 th year 

B 

, , 



,, 

, . 

, , 

, , 

, . 

6th year 

8 





. , 

, . 

. . 

e • 

6th year 

6 


e . 



L . 

. . 

, . 


4 th year 

6 

1 

1 

1 

6 

8 

8,120 

7,200 

13,320 

Sth year 

9th year 

8 

a 





•• 


•• 


10th year 

7 

1 

T -i 

1 

8 

8 

6,120 

7,200 

13,320 


84.440 


Grand Total 
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Maintenance charges on capital works in connection with the three-million 

unit scheme. 


Year. 

Capital expenditure 

Maintenance at 3 per cent, per year. 

1 st five years. 

—1 

1st ten years- 


Es. 

Es. 

Es. 

Primary Uniti. 

1st year 

.. 18,76,50,000 

2,25,18,000 

5,06,65,600 

2nd year 

* . 


. . 

3rd year 

. . 

. . 


4th year 

6,53,30,000 

19,59,900 

1.17,59,400 

8th year 

8,61,80,000 


1,29,27,000 

6th year .. 

.. 6,02,48,750 

2,44,77,900 

71,09,860 

7th year 

.. 6,88,05,000 


61,92,460 

8th year .. 

6,63,72,500 


30,82,350 

•th year 

7,19,32,500 


23,51,976 

10th year .. 

.. 7,29,75,000 


•• 

Total 

•• 

•• 

9,49,88,525 

SO-bed hospital. 

lit year 

3,00,78,000 

36,09,360 

81,21,060 

2nd year .. 

• . 

• a 

3rd year 

. . 

. . 

. , 

4th year ., 

2,61,79,000 

7,85,370 

47,12,220 

6th year 

.. 

•• 

6th year 

.. 3,27,23.750 

43,94,730 

39,26,850 

7th year 

3,92,68,500 


35,34,165 

8th year ,. 

3,81,54,600 


22,80,270 

Oth yoar 

.. 6,11,04,750 


16,33,142 

10th year 

.. 5,95,99,000 


Total 


•• 

2,41,16,707 

Secondary Unit. 

1 at year 

.. 3,78,00,000 

45,38,000 

1,02,06,000 

2nd year 



. • 

3rd year 

« . 



4th year 

. . , . 

. . 

♦ « 

5 th year 

.. 

•• 

•• 

Oth year 

.. 34,56,000 

45,36,000 

4,14,720 

7th year .. 

.. 1,15,60,000+ 


11,34,640 

8th year 

10,66,000 

=1,26,06,000 

10,60,000+ 


68,760 

«th year 

96,000 

=11,46,000 



10th year 

1,17,25,000+ 


. . 


10,72,000 
= 1,27,97,000 




Total 


1,18,24,020 



an 


Maintmanc« charges on non-recurring expenditure. 


T«»r, 

Capital expendi¬ 
ture. 

Maintenance at 3 per cent, per years. 

i -—— - - — 

1st five years. 1st ten years. 

200-bid hospital. 

let year 

30,79,62,000 

3,69,65,440 8,31,49,740 

2nd year 

.a 

a a 

3rd year 

• . . , 

• a 

4th year 

. . . • 

a a > a 

ith year 

.. 

.. 

$th year 

96,12,000 

3.69,65,440 11,63,440 

7th year 

• a • a 

a . 

8th year 

a a 

• • 

8th year 

• • • • 

• • 

10th year 

.. 


Total 

.. 

8,43,03,180 

600-Bed hospital. 

1st year ., 


a a 

2nd year 


• a 

3rd year ■. 


a a 

4th year 



6th year 


a a 

flth year 

* * IEsEeB 

• a 

7th year 

21,58,20,000+ 

40,20,000 

*22,04,40,000 

1,98,39,000 

8th year 

1,90,20,000 + 
4,20,000 
=2,00.40,000 

12,02,400 

8th yoar 

10th year ,. 

Nil 

21,90,90,000+ 

40,90,000 

=22,37,80,000 

• a 

Total 

. . a a 

2,10,42,000 

For the seoond five or 1st ten years. 












Number of primary units (and dispensaries having two maternity and two emer¬ 
gency beds) in British India, during the first ten years shown province-wise. 


Total In*- 
eleven re&M 

d- Bom* Pirn- C. P * N. W. Pro horn 

ras. bay, Bengal, U. P. Bihar. OrLwa. jab. Berar. Assam.Sind. P. P. Vince*, year 

to 


yw. 


No. oi dis¬ 
trict*. 

24 

19 

26 

48 

16 

6 

ao 

19 

14 

8 

6 

216 


1st year .. 

120 

95 

130 

240 

80 

30 

150 

95 

70 

40 

30 

1,080 

1,080 

2nd » ■ • 

120 

96 

130 

240 

80 

30 

150 

95 

70 

40 

30 

1,080 


3rd „ .. 

120 

95 

130 

240 

80 

30 

160 

95 

70 

40 

30 

1,080 


4th .. - • 

168 

133 

182 

336 

112 

42 

210 

133 

70 

40 

30 

1,465 

376 

6th „ .. 

240 

190 

260 

480 

160 

60 

270 

152 

70 

40 

30 

1.952 

496 

«th „ 

312 

209 

364 

628 

208 

66 

300 

152 

84 

40 

30 

2,293 

341 

7th ,. .. 

384 

228 

468 

576 

272 

78 

330 

171 

98 

48 

36 

2,689 

396 

8th „ .. 

456 

247 

572 

624 

336 

90 

360 

190 

112 

48 

36 

3,071 

382 

Btb .... 

652 

266 

676 

672 

400 

102 

390 

209 

126 

56 

36 

3,486 

414 

lOtb „ .. 

648 

285 

780 

720 

464 

114 

420 

228 

140 

64 

42 

3.905 

420 


Numbers of 30-bed hospitals during the first ten years in British India. 

(Provision in respect of these hospitals has been doubled during the 
second five years). 


No. of 
Districts. 


Total 
eleven 

Mad- Bom- N. \v. Provinces, 

ras. toy. Bengal. TJ. P. Bihar.Orissa. Pun- 0. P. AAsaam. Sind. F. P. § B 

jab. Borar. E ^ 


24 


19 20 48 10 


0 


30 


19 


14 


8 


216 


1st 

year 

»* • ■ 

24 

19 

26 

48 

16 

6 

30 

19 

14 

8 

6 

210 

210 

2nd 

24 

19 

26 

48 

16 

6 

30 

19 

14 

8 

a 

216 

3rd 


24 

19 

26 

48 

16 

6 

30 

19 

14 

8 

6 

216 


4th 

M • • 

48 

38 

62 

96 

32 

12 

tio 

38 

14 

8 

6 

404 

188 

5th 


48 

38 

82 

96 

32 

12 

60 

38 

14 

8 

6 

404 

6th 

12 * • 

96 

57 

104 

144 

64 

18 

90 

38 

14 

8 

6 

639 

235 

7th 

»# • » 

144 

76 

156 

192 

96 

24 

120 

57 

28 

16 

12 

921 

282 

8th 


192 

95 

208 

240 

128 

36 

150 

76 

42 

16 

12 

1,195 

274 

9th 


264 

133 

280 

288 

176 

48 

180 

95 

56 

24 

12 

1,502 

307 

10»h 

r* • • 

330 

152 

300 

384 

224 

60 

210 

114 

70 

32 

18 

1.990 

428 


Number of secondary units in British India, during the first ten 
years period. 


Mad- Bom- Pun- 0. P. & N. W. 

ras. bay. Bengal. 1'. P. Bihar. Orissa, jab. Berar. Assam. Sind. F. P. 


No. of Dia- 

tricta. 24 19 26 48 16 6 30 19 14 8 6 



1st year 

24 

19 

28 

48 

16 

6 

30 

19 

14 

8 

6 

210 

216 

2nd „ .. 

24 

19 

20 

48 

16 

9 

30 

19 

14 

8 

6 

216 


3rd .. 

24 

19 

26 

48 

10 

6 

30 

19 

14 

8 

6 

210 


4th t * * • 

24 

19 

26 

48 

16 

6 

30 

19 

14 

8 

6 

210 


5th „ .. 

24 

19 

26 

48 

16 

6 

30 

19 

14 

8 

6 

216 


6th .. 

24 

19 

20 

48 

16 

0 

30 

19 

14 

8 

6 

216 


7fch „ .. 

48 

19 

52 

48 

32 

0 

30 

19 

14 

8 

6 

282 

66 

8fch „ .. 

48 

19 

52 

48 

32 

12 

30 

19 

14 

8 

0 

288 

0 

9th „ .. 

48 

19 

62 

48 

32 

12 

30 

19 

14 

8 

6 

288 


10th „ .. 

48 

38 

62 

06 

32 

12 

30 

19 

14 

8 

6 

355 

67 
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Housing of the staff. 



Es. 

Ea. 

Ba. 

1,—Primary Units — 

1st year ♦. 

1,080X1,38,750 = 

14,98,50,000 

. . 

2nd ,, 

.. 

. • 

* - 

3rd pi • • 

,. 

.. 

• * 

4th ,, 

376x1,38,750 = 

5,21,70,000 

• . 

5th || • • 

.. 496 X 1,38,760 = 

6,88,20,000 

27,08,40,000 

5 th if • • 

341x1,38,750 = 

4,73,13,750 


7th „ 

396x1,38,750 = 

5,49,45,000 

.. 

8th 9 i •» 

382x1,38,760 — 

5,30,02,500 

, , 

9th if • * 

414x1,38,750 — 

5,74,42,600 

•, 

10th ,, 

420x1,38,750 = 

5,82,76,000 

04,18,18,760 

II. — 30-bed hospitals — 

1st year 

216x84,250 = 

1,81,98,000 


2nd ,, 

.. 

.. 

• • 

3rd ,, 

.. 


• . 

4th ,, 

188x84,250 ~ 

1,58,39,000 

• • 

5th „ 

.. .. 

., 

3,40,37,000 

6th ,, 

235 x 84,250 

1,97,98,750 

.. 

7th ,, 

282x84,2o0 = 

2,37,58,600 

,. 

8th ,, 

274 x 84,250 = 

2,30,84,500 


9th „ 

307 x 84,250 — 

3,09,19,760 

.. 

10th ,, 

428x84,250 = 

3,60,59,000 

10,76,67,600 

Secondary Units-~ 

1st year ,. 

216x1,45,000 = 

3,13,20,000 


2nd to 5th year 

, . 

3,18,20,000 

flth year (Dental) 

!! 216x10,000 — 

34,60,000 

1,00,20,000 

.. 

7th „ 

.. 00X(1,45,000 + 16,000)= 

• • 

8th ,, 

0X1,01,000 = 

966,000 

•» 

9th „ 

. . . , 


,, 

10th ,, 

67x1,81,000 = 

1,07,87,000 

6,71,55,000 


tOO-bed Hospital 
(inclusive of Dental) 

210 X (6,20,750+44,500)= 14,47,74,00 

1 at five and ton year*. 


100-bed Hospitals 


(inclusive of Dental) 

7th yoar 

00X12,70,000 

= 8,84,40,400 


8th ,, ■ * 

0X13,40,000 

80,40,300 


9th „ 


.. 

1st ten years 

10th 

07X13,40,000 

= 8,97,80,000 

18,02,60,000 


Total coat of aeoommodation for all 



1st <vs years 

tnd Jive years 

1st ten years. 

Rs. 

Rs. 

Ea. 

48,09,71,000 

61,66,94,250 

109,70,65,250 














Preliminary Surveys. 


Before starting the proposed health developments it is desirable 
to have a survey to find out existing health conditions. If such a survey can 
be carried out in every district where the scheme is to be introduced we snail 
have reached the ideal arrangement. However, particularly iu view of the 
trained staff necessary this may not be possible. It is therefore suggested 
that such surveys should be carried out in the areas under our scheme in four 
districts in each province, which are selected as being representative of the 
conditions prevailing in the province as a whole. In Singur, for a 
population of about 62,100, it is understood that the survey cost 
Rs. 16,000. Therefore the survey in each district will cost roughly Rs. 50,000 
and in each province Rs. two lakhs. For eleven Provinces this cost will be 
Rs. 22 lakhs. 

It is desirable that health surveys should be accompanied by similar sur¬ 
veys in other fields such as agriculture, animal husbandry, education, etc. 


Watar Supply 
1st five years— 

Urban 

Rural 

2nd five years— 
Urban 

Rural 

Ton years— 

Urban 

Rural 


Non-recurring. 

wWmli'' 

Rs. 

10,00,00,000 0 Maintenance at 3% per 
V yeurRH.1,20,00,000. 

10,00,00,000 j 

'l On previous periods 
10.00.00,000, L expenditure 3,00,00,000. 

: On 2nd five years’expenditure 

10,00,00,000 J Rs. 1,20,00,000. 


90 co oo’ooo}’ Maintenanee <ota * ■ Rs ’ 


Drainage — 


1st five years 
1st ten years 


1 

30,00,00,000 (.Maintenance 1st fivs 
[ years .. . 

60,00,00,000J 1st ten years 


1,80,00,000 

8,10,00,000 


Total maintenance on water supply and drainage together : 
1st five years .. . 


1st ten years 


Rs. 

1.20.00,000 

1,80,00,000 

3,00,00,000 

5.40,00.000 

8 , 10 , 00,000 

13,50,00,000 


H1342RSDO 
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attorning. 


R«. 


lit five years— 

Water and Drainage Board, Investigation nnits @ Rs. 2-8 lakhs per 
year .. .. .. .. .. .. .. 13,00,000 

tnd five years— 

Water and Drainage Board, Investigation uniti @ R». 2 • 6 lakhs per year 13,00,00 0 


lit ten years— 


Rs. 13,00,000 plus Ri. 13,00,000 

•• 

• * ■ • • f 

88,00,000 

Central Directorate — 








let five years. 

lit ten year ». 




Re. 

Rs. 

Officers .. ,. 

t , 

. « 

.. 37,00,000 

82,50,000 

Establishment 

. , 

• . 

8 00,000 

18,00,000 

Travelling allowances 

•• 

•• 

.. 8,25,000 

12,60,000 



Total 

51.25,000 

1,13.00,0>'.0 

Provincial Directorate — 








1 Mi five yean. 

I t ten years. 




R-. 

Rs. 

Officers 

. . 

« . 

.. 2,93,81,550 

6,89,28,100 

Establishment 

• . 

• . 

., 44,00,000 

94,00,000 

Travelling allowance .. 

•• 

•• 

.. 4(5,75,000 

93,50,000 



Total 

3,84,50,050 

7,77,38,100 


Central Directorate. 


Name. 


No. 

Scale of pay. 

STAFF— 

Director General of Health Services 


.. 1 

Rs. 3,600 per mensem. 

Deputy Directors .. .. 

. . 

.. 6 

Rs. 2,760 per mensem. 

Assistant Directors .. 

“ 

.. 14 

Rs. 1,900—50—2,100. 


Provincial Directorate. 


Name. 


No. 

Scale of pay. 

STAFF— 

Director of Health Services .. 


.. 1 

Rs. 2,750 per mensem. 

Deputy Directors 

. . 

.. 5 

Rs. 2,000— 50—2,600. 

Assist an t Directors 

•• 

: 14 

Rs. 1,500—50—1,750. 




(Farther details) 
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4,25,000 
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Malaria (Total Expenditure). 



1st five 

1st ten 


year* 

years 


Rs. 

Rs. 

Won-rscurriug: 

Outre .. .. 

1,46,800 

2,66,806 

Provinces 

.. 7,70,000 

17,00,000 

Total 

9.UJ800 

20,26,800 

Seeming t 

Centre 

47,18,284 

1,32,87,136 

Province* 

2,04,89,326 

6,04,22,361 

Total .. 

Rs. 2,52,07,610 

6,37,09,497 


Rs. 10,000 
2/3 (10,000) 

Rb. 1,608 
Rs. 0,000 


—Rs. 0,700 
«- Rs. 26,800 


Centrally Administered Areas. 

Non-recurring—details of the above expenditure. 

til fin years t 

Headquarters Organisation. 

For one Governor’s Province 
For one Centrally Administered Pro. 

Yinoe .. 

For four Centrally Administered Pro. 

vincea .. .. : ‘WCf 

Maintenance 

Malaria Control Units : 

For one control unit .. .. 

For five oontrol units in caoh of 
these areaa .. (0,000X6) 

In all tho four areaa (30,000 X 4) 

Total non-recurring expenditure 
(1st five years) 

Maintenance .. 

Total Maintenance .. .» 

tnijive year* : 

Headquarters' Organisation 

Malaria Control Units —There are established five additional oontrol units in eaoh 
area. Total non-recurring expenditure for them will be Rs, Rs. 1,20,000 

Maintenance —Headquarters .. .. .. 4,020 Total 

Rs. 2,60,800 

Malaria Control Units (old) .. .. .. 18,000 

Malaria Control Units (new) .. .. .. 7,200 


e=Rb. 30,000 
= Rs. 1,20,000 

= Rs. 1,46,800 


Rs. 7,200 


Nil 


Rs. 


8,808 


29,220 


Total 

Tata! maintenance for the first ten years 


83,028 
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Malaria — eontd. 


Provinces. 

(Non-recurring) 

At each headquarters Rs. 10,000 for non-recurring contingencies have 
been provided, so, for the eleven provinces a sum of Rs. 1,10,000 has 
been provided. 

For ten control units in each province we have provided a sum of 
Rs. 60,000. And for the eleven Provinces this sum will be Rs. 6,60,000. 

In this way a sum of Rs. 7,70,000 for non-recurring expenditure for 
Malaria, in the first five years, has been included in the estimates. 

Maintenance at 3 p. o. per year on the above sum .. Rs. 46,200 

In the second five years for additional fifteen control units we hava 
provided a sum of Rs. 9,90,000, on the above basis. 


Ri. 

Rs. 9,90,00(t 
Rs. 0,60.000 


Rs. 16,50,000 
1 , 10,000 

Rs. 17,60,00l> 

Rs. 2,21,100 


Recurring (Centre). 

five years: Rs. 

Salaries of staff of headquarter's organisation of one 
Governor’s Province .. .. .. 3,63,816 

Salaries of staff for the Centrally Administered 
Aroa=2/3x 3,63,816 .. .. .. 2,42,544 

Salaries of staff for four areas .. .. .. 9,70,176 Rs. 

Salaries of staff of one Malaria Control Unit .. 1,49,465 

Salaries of stair or five Malaria Control Units (or ono 

Centrally Administered area) .. .. 7,47,325 

Salaries of staff for four such areas .. .. 29,89,300 


Total salaries for the first five years .. .. 89,59,476 

Total maintenance .. .. .. •. 8,808 

Malaria Institute of India @ Rs. 1 5 lakhs per year 7,60,006 

Total .. 47,18,284 


Total for ten years 

Headquarters., 


i *. 


Maintenance .. 




gnd fim year* i R s , 

Staff salaries for one unit for a Governor's Province 4,57,258 

Staff salaries of one unit for a Centrally Administered 
Area .. .. .. 3,04,838 

Staff salaries of four Central Administered Areas 12,15,352 

Staff salaries of one Malaria Control Unit .. 1,79,249 

Staff salaries of five Malaria Control Units ,. 8,90,245 

Staff salaries of all the four Areas .. .. 35,84,980 

Staff salaries of the four areas with five 
new malaria control units established .. 29,89,300 


Total salaries (second five years) 

Total maintenance ,, .. ,, 

Malaria Institute of India @ 1-5 lakhs per year 

Total 

Total for the 1st ten years 


77.89.832 

29,220 

7,60,000 

85,08,852 

1,32,87,138 


Rf.curking (Provinces). 


(Recurring) 


Salaries of staff of tho headquarters organisation 
(Malaria) for the first five years ., 

For eleven Provinces (3,63,816 x 11) 

For one control unit (salary of staff) .. 

For ten (in each Province) 

Eleven Provinces .. .. ., - 

Total for the first five years ., ., .. 


Maintenance .. 


( Recurring) 

Ten yeari : • 

For fifteen additional control units in each provinc* 
Eleven Provinces 

For additional two D.A.P.P.H.’s and their orga¬ 
nisations (72,020 X 11) 

Expenditure on previous period’s organisations 
Headquarters Rs. 4,57,256x 11 

Control units 1,79,249x10x11 

Total for ten years .. .. .. .. 

Maintenance .. .. .. .. .. 


3,63,816 

40,01,976 

1,49,465 

14,94,650 

1,64,41,150 


22,41,975 

2,46,61,726 

7,92,220 

50,29,816 

1,97,17,390 


1,64,41,160 

40,01,978 

2,04,43,126 

46,200 

2,04,89.320 


5,02,01,261 

2 , 21,100 


5,04,22,361 
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Staff in respect of the headquarters, regional and control unit organisation 

Malaria— contd. 

(Farther details). 

Nam*. No. Seale of pa/. 

Ri. 

Bsadqttaiicrt organisation 

Malariologist .. .. .. .. 1 600—40—1,000 

Entomologist .. .. •. 1 326—26—660—88—1,000 

Sanitary Engineer •• *. .. 1 326—25~—660—86—1,000 

Overseers .. >. .. 4 100—6—220 

Draftsman .. .. .. .. 1 76—3—136 

Antimalaria Officer • • . • . • 1 826—26—660—86—1,000 

Laboratory assistants .. ,. .. 6 60—6—160 

Antimalaria assistants .. ,. .. 2 360—26—760 

Clerks.. .. .. .. .. 8 60—6—160 

Insect collectors .. •. .. 8 30—1—60 

Inferior s ervants .. .. ., 2 26—2—66 

Sweepers .. .. .. .. 2 26—1—36 

Bsgional organisation :— 

Deputy .. .. 1 326—26—660—36—1,000 

Clerks .. .. .. .. .. 2 60—6—160 

Malaria Control Units :— 

Antimalaria assistant .. ... .. 1 260—26—600 

Laboratory assistants ,. .. .. 2 60—6—160 

Malaria supervisors .. .. .. 6 76—3—00—4—160 

Mistrie.. .. .. ■. •. 1 40—2—60 

Field workers .. .. .. .. 26 26—1—36 
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Contingencies (recurring) .. .. .. 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 

Leave * pension charges .. .. .. 7,895 8,722 9,547 10,373 11,198 12,024 12,850 13,675 14,501 15,326 

65, 176 63,930 72,683 76,437 80,590 83,944 87,698 91,451 95,205 98,9 5 8 
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TUBHB0UL08I9. 

I. Hospitals and clinics :—Tuberculosis hospitals of 200 beds are to bu 
established for units of 10 million population, 

33 such hospitals are required for British India by 1951 [(estimated 
population 330 millions), 

A central clinic located in the same city as the hospital and smaller c li- 
nics at the headquarters of each district are required. The estimates of cost* 
recurring and non-recurring, for all these institutions are given below :— 

Estimates. 


CoBt. 



Number of 
institutions. 

-J 

t 

Non-recurring. 

in lakhs. 
(Rs. 1,500 per 
bed). 

^ -- * 

Recurring, 
in lakhs. 

(Rs. 900 per 
bed). 

200-bed hospitals .. 

33 

99-0 

59-40 

Main clinics 

District olinica. 

33 

33 0 

(at one Is kh 
for eaoh). 

8-91 

(at Rs. 27,00b 
for each;) 

(216 districts in the 11 Governors’ . 
Provinces). 

183 

82-36 
(Rs. 45,000 
for each). 

29-28 
(Rs. 16,000 
for each). 

Total .. ,, 

249 

214-35 

97-69 


The main clinics located in the cities in which the hospitals are estab¬ 
lished will bo equipped and staffed on a more generous scale than the district 
clinics. The former will serve as training centres for doctors and health visi¬ 
tors ; the numbers to the trained to meet the requirements of the country are 
estimated to be 13,000 doctors and 10,000 health visitors. 

Strength oj staff required for these institutions :— 

Each 200-bed hospital will require specially trained doctors at the rata 
of one doctor per 30-beds or 7 in all. 

In the early stages it maybe necessary to have 4 doctors specially train¬ 
ed in tuberculosis and 3 untrained ones. 

The main clinics located in the cities in which the hospitals arc establish¬ 
ed will require throe doctors each. In the beginning they may be two trained 
and one untrained. 

Each district clinic will require 2 doctors, in the initial stages one' trained 
and the other untrained. 
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A statement showing the strength of the ata0 required is given below {— 

Strength of staff required (dootors). 


Early stages. 


tfype af institution. 

No. of 

Number of 

r~ - 

-1 


Insti¬ 

trained 

Trained. 

Untrained. 

200-bed hospitals .. 

tutions. 

doctors 

required. 



33 

231 

132 

99 

Jffain clinics 


(7 for each). 

(4 for e&ah). 

(3 for each). 

33 

' 99 

66 

33 

District clinics 


(3 for each). 

(2 for each). 

(1 for eaoh). 

183 

366 

183 

183 


(2 for each). 

(1 for eaoh). 

(1 for each). 

249 60S 

381 

315 


II.— Tsaisiko Facilities. 

(a) Training of doctors. 

Eight new training centres have been recommended by the Tuberculosis 
Bub-committee. Of these one relates to Hydorabad and its cost must be 
deducted. The total cost in respect of the 8 new contres is 32 lakhs (non- 
recurring) and Us. 13 lakhs per year (recurring). Koducing theso by l/8th 
the figures become.— 

Recurring, 
(in lakhs). 
Rs. 

11-375 


Non-recurring, 
(in lakhs). 
Rs. 

28 


(b) Training of health visitors. 

Public health nurses, when trained, will take the place of health visitors. 
Theso public health nurses will perform various personal health services 
inch as those associated with maternity and child welfare, school health, 
tuberculosis, venereal diseases, etc. It is considered that ordinarily public 
health nurses should have special training in tuberculosis for a poriod of three 
months. 

Three health visitors are required for each of the mam clinics and two for 
each of the district clinics. The total numbers required are shown below:— 
Type of institution. No. of institutions. No. of health visitors 


Vain clinics 
District olinios 


33 

183 


required 
99 

(3 for each). 
366 

(2 for each). 


216 


465 


Nvmlcr of doctors trained in the first five years. 

The existing institutions will train 75 doctors per year. Therefore within 
the first five years period 75 X 4 (or 300) trained doctors will be provided by 
the existing institutions. 

(Note that the batch trained in the 5th year will not be available for ser¬ 
vice iu the 5th year poriod). 
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During the same period of five years the 7 new contres (Hyerdabad is 
excluded) may function on an average only for three years (they will take time 
to be established) and two batches of students may alone undergo training. 
The period of training is actually 9 months but it is expected that there will 
be only one course each year. If each of the new institutions makes available 
12 trained doctors per year their total contribution within the five-year period 
will be 188. Therefore the total number of trained doctors available within 
the five-year period will be 488 (800 plus 168). 

It will be seen that, if the proposals outlined above for filling only a cer¬ 
tain proportion of the posts by doctors with special training in tuberculosis 
during the first five-year period bo accepted, the training facilities outlined 
above will suffice to provide the staff required for the suggested expansion of 
tuberculosis medical institutions. 


As regards health visitors the question of training public health nursc-3 
has been considered elsowhero. The required number can be made avail¬ 
able. 

III.— Stipends fob Doctors and Health Visitors. 

Rs. 50 for doctors and Rs. 25for health visitors are suggested as stipends. 
The period of training for a doctor is 9 months and that for a health visiter 
three months. 

Cost of stipends for doctors and health visitors. 

Par 468 doctors at Rs. CO per month for nine months .. .. 2-106 lakhs. 

For 500 health visitors at Rs. 25 per month for three months .. 0-376lakhs. 

(467 aro actually required, tho remainder is provided for 
DOssible wastage during training) 

2-481 or 

Total .. roughly 2-60 lakhs. 


TV.—Otheb items op Expenditure. 

Other items of expenditure include travelling expenses for poor patients, 
help to indigent families, aftercare, publicity, etc. On the 'basis 
of Rs. 23,500 per annum for a population of three millions suggested by the 
Tuberculosis Sub-committeo the estimate of cost, under these heads, for British 
India (315 millions) during the first five years will.be Rs. 25*85 lakhs. 
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TtmEBOtrLOgta. 


Estimates of cost in respect of our proposals relating to tuberculosis. 


Jsffivf years. 

1. Hospitals Sc clinics 

2. Training of dootors and health visitors.. 

(a) Training institutions .. 

(h) Stipends for doctors and health visitors . . 
Other items of expenditure 

Non-recurring. 

Rs. 

2,14,35,000 

28,00,000 

Recurring 

Ra. 

4,87,85,000 

56,87,500 

2,50,000 

25,80,000 

Total 

2,42,35,000 

5,73,17,500 

Maintenance on non-rocurring expenditure 
@ 3 per cent, per year 

. . 

14,54,100 

Total 

.. 

6,87,71.600 


Stipends in the 2nd Jive years. 


4S institutions will be imparting training to doctors. 

Number to be made available 45 x 12— 540 

Stipends—Doctors 540 X 50 x 9 months— Rs. 2 43 lakhs. 

Health visitors 600 x 25 X 3 months—• 0-46 ,, 

Rs. 2-88 or 
Rs. 3 lakhs. 


2nd five years. 

Non-recurring. 

Recurring, 

Rs. 

Rs. 

1. Hospitals Sc clinics 

t. Training of doctors and health visitors.. 

2,14,35,000 

4,87,95,000 

(a) training institutions .. .. ., 


56,87,500 

(6) stipends 


3,00.000 

J, Other items of expenditure .. 


25,85,000 

4, Maintenance on non-recurring expenditure 


49,21,350 

4. Travelling tuberculosis clinics 

1,59,75,000 

3,71,15,842 

Total 

3,74,10,000 

9,94,04,692 

lit flr* year* 

2,42,35,000 

6,87,71,600 

Total for 1st ta« years 

6,16,45,000 

15,81,76,292 



Travbllino Tuberculosis Clinics. 

N'B .—These clinics will be brought into existence in the second five-year 
period of the scheme. In tho 6th and 7th years of the scheme one such elirno 
will be attached to each secondary unit, whereas in the 8th, 9th and 10th years 
tjwo such units will be associated with one secondary unit. 

Non-recurring expenditure — 

One unit— 


Car with general equipment 
X-Ray unit 
Laboratory equipment 

Total 


Total non recurring 

expenditure — 

One olinio to eaoh 

/ 6th year 

secondary unit. 

\ 7th year 


f 8th year 

Two clinics to each 

1 

secondary unit. 

<J 9 th year 


|_ 10th year 


Total 


Bteurring expenditure — 

6th year 
7th year 
8th year ,. 
8th yoar 
10th year 


Rs. 

15.000 

8 , 000 ! 

1,500 


22,500 


No. of c’inic3 

Addition¬ 

Cost. 

started 

al clinics. 

Rs. 

216 

66 

48,60 000 
14,85,000 

gfi&- 

294 

60.15,000 


• • 

134 

30,15,00(1 


1,59,75,000 


Rs* 

31,97,064 

43,11,672 

88.42,620 

02,07,738 

1,15,56,148 


Total .. 3,71,15,842 

(* Details given below). 


6th year. 

7 th yoar. 

O---f- 

8th year. 

9th year. 

10th yoar 

R». 

Rs. 

Rs. 

Rs. 

Rs, 

One 1 6th year (216 X 

(216 X 

(216 x 

(216 X 

(216 X 

flinioto | 14,804) 

15,438) 

16,071) 

10,705) 

17,338) 

each so- )■ 31,97,664 

33,34,608 

34,71,330 

36,08,280 

37,45.008 

eondary | 7th year 
unit. j 

(66 x 

(60X15,438) 

(66 x 

(66 x 

14,804) 


16.071) 

16,705) 


9,77,064 

10,18,908 

10,60,686 

11,02,530 

|" 8th year 

Two clinios J 

* * 

[(282 + 12) 

(14,804)] 

(294 x 
15,438) 

(294 -x 
16,071) 

♦o each se- 'j 


43,52,370 

45,38,772 

47,24, S74 

eondary | 9th year 

. . 


.. 

(2 X 67 X 
14.804) 
19,83,736 

■nit. ^ 10th year 





Total .. 31,97,664 43,11,672 88,42,020 92,07,738 1,15,56,148 


Total of fire years, = R». 3,71,15,842, 
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Tbavelusq Tubbbotjlosis Clinics. 


Salaries, etc., of the staff. 

1st year. 

2nd year. 

3rd year. 

4th year. 

5th year. 


Rs. 

Rs. 

Rs. 

Rs. 

Rs. 

1 M.O. at Rs. 250—25—500 

1 X-Ray technician 

3,000 

3,300 

3,600 

3,900 

4,200 

at Rs. 150—10—260 

1,800 

1,920 

2,040 

2,160 

2.280 

1 Nurse at Ra. 75—5—125 .. 

900 

960 

1,020 

1,080 

1,140 

2 Attendants at Ra. 30—2—60 

720 

768 

816 

864 

912 

Leave salary A pension charges 
Recurring annual expenditure 

1,284 

1,390 

1,495 

1,601 

1,706 

on the Laboratory 

3,000 

3,000 

3,000 

8,000 

3,000 

Propaganda and publicity .. 
Maintenance, transportation 
and depreciation charges 

600 

600 

600 

500 

600 

at Rs. 300 p.m. .. 

3,600 

3,600 

3,600 

3,600 

3,600 

Total 

14,804 

15,438 

16,071 

16,705 

17,338 




Estimates of Expenditure on Mental Institutions. 
First five years. 

(1) Improvements in mental hospitals. Non-recurring. 


(a) Madras 

(b) Poona .. 

(c) Agra .. .. .. .. 

(d) Nagpur 

(e) Lahore 

(new hospital 1,800 beds) 

{J) Ranchi 

(European Mental Hospital) 

Rs. 

10,00,000 

10,00,000 

25,00,000 

25,00,000 

60,00,000 

10,00,000 

(g) Ranchi 

(Indian Mental Hospital) 

10,00,000 

(A) Thana 

(Converted into Mental Deficiency 
or Senile Home) 

6,00,000 

1,46,00,000 


(2) Opening of two new mental hospital* in 

Bombay & Calcutta ,. .. .. 22,00,000 


1,67.00.000 


(S) Bed*—9,000 

(Totalnumber inallthe aboveeight mental 
hospital* including 2 new ones). 

@ Rs. 1,000 per bed x 8 year* 

(4) Training of nurses in mental hospital*—2 

years course—100 purses to be admitted 
for training each year. 

Total number of nurse* that require sti* 
pends, etc., in first five years •= 000. 

@ 76 per month, 900 x 78 X 12 month* 

(5) Training of Dootors in U.K. 

20 x 8,000 x 8 years 


Recurring. 

Rs, 


4,60.00,000 


6 , 10,000 


6,00,000 


(6) Salaries of Central and Provincial Mental 
Offioers— 

Centre .. .. .. ,. 1,66,800 

Provinces .. .. .. 8,80,880 

Maintenance charges on capital works .. 10,02,000 

. « ! m 

Total (recurring) .. 4,86,69,110 


H184SHSDC 


20 
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Estimates of Expenditure on Mental Institutions, 

Second five yeur«. 

Non-recurring. Reourring. 
Ra. Rs. 

{1) Improvements to the remaining mental hospitals— 

(a) Ahmedabad (>00= beds) ") 

■(b) Ratnagiri (500=bods) ‘ 

((c) Dharwar (500=bods) | @ Ra. 10,00,000 per hospital. 

{d) Calicut (500= beds) ; 

<e) Waltair (500= beds) 10,00,000 x 9 = 

{/) Bareilly (100=beds) 

(g) Benares 
<A) Hyderabad (Sind) 

(i) Assam (l,000=bods) 

90,00,000 


(2) Opening of five new mental hospitals in 
Madras, Punjab, IT* P., Bihar and Central 
Provinces, each with 500 beds @ Rs. 22 
lakhs per hospital for building and 
equipment .. 

(3) Inoroasing the bed strength of the two new 
mental hospitals in Calcutta and Bom¬ 
bay, started in the first fivo years, from 
200 to 500 beds 

"Total non.recurring 


1 , 10 , 00,000 


22,00,000 
2,22 00,000 


'Btcurring — 

(4V Total beds—(1st five years 
9,000 


2nd five years). 
9,000 


9,000 + 

18,000 

@ Rs. 1,000 per bed per year for fivo 
years 

(5) Training of nurses—50 nurses to be admit¬ 
ted each year for two years course, Each 
nurse gets Rs. 75 p.m, as stipend dur¬ 
ing training 550 x 75 X 12 
'(0) Training of doctors : 

20 X 8,000 X 5 

((7) Salaries of Central and Pro- 1 Centre .. 

vincial Mental Officers attached Y 

-to the respective health J Provincial 

organisations. 

t(8) Maintenance charge on non-recurring expenditure .. 


9,00,00,000 

4,95,000 

8,00,000 

1,73,400 

10,32,350 

38,37,000 


Total (reourring) 9,63,37,810 


Grand Total (rocurring) of the 1st ten years 


14,49,96,920 



Menial Health Organisation. 
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1.1 five years, Bs. 1,66,560. Second five years. Rs. 1,73,460 

1st ten years. Bs. 3,40,020 
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ItECUBRIN* 

Provincial Venereal Diseases Organisation and its expenditure. 

let. five years. Ten year*. 

Ditails o* Exunmtuez, 


}. Provincial organisation .— 



Rs. Rs 

Rs. 

1st year 

1,80,696 


2nd year 

1,83,898 


3rd year 

1,87,081 


4th year 

1,90,273 


6th year 

1,93,446 9,35,394x11=1,02,89,334 

I • 

6th year 

1,97,108 


7th year 

2,00,317 


8th year 

2,03,948 


9th year ,, 

2,06,738 

2,14,87,994 

10th year ,. 

2,08,949 19,53,454x11 = 

District organisation .— 

let year 

13,497 


2nd year ,, 

14,039 


3rd year 

14,682 


4th year 

15,125 


6th year 

15,668 72,911x210=1,57,48,770, 

* 4 

6th year 

16,382 


7th year 

16,934 


8th year 

17,486 


9th year 

18,037 

3,46,38,099 

10th year .. 

18,589 1,60,338x210= ~ 

Purchase of Drugs .— 

let year 

4,000 


2nd year 

4,000 


3rd year 

4.000 


4th year 

6,000 


8th year 

8,000 26,000 x 210=56,16,000. 

H 

6th year 

io,4oo**^s»r 


7th year 

12,800 


8th year 

15,200 


9th year 

18,400 

9,28,50,46? 

JOth year 

21,600 1,04,400 x 216= 


Twtal 


3,10,(54,110 1, 80,71,40* 
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Provincial Venereal diseases organisation and its expenditure. 

Inn 


Name. 


No. Scale of pay. 

Provincial Organisation.— 



Officer in oharge 

. . 

1 Rs. 600—40—1,000. 

Assistant Officer in oharge .. 

. . 

.. 2 Rs. 600—30—800. 

Propaganda officer 

a . 

1 Rs. 360—26—600. 

Social workers supervisor. 

. . 

1 Rs. 260—26—600. 

Propaganda workers ,. 


8 Rs. 100-6- 160. 

Clerks 

, , 

3 Rs. 100—6—200. 

Aooountant 

, , 

1 Rs 160—6—260. 

Stenographers .. 

. , 

2 Rs. 100- 6—200. 

Inferior servants .. 

•• 

2 Rb. 26—2—66. 

2. District olinio organisation.— 



Medical officer .. ,. 

, , 

1 Rs. 260—26—600. 

Social worker .. ,. 

t # 

1 Rs. 128—6—160. 

Clerk 

ksSwSShsi 

1 Rs. 100—6—200. 

Inferior servant 

, , 

1 Rs. 25—2- 65. 

Sweeper 

• • 

,, 1 Rb. 25—1—35. 


9. Provision for 

purchase of drugs.— 







Venereal Diseases — contd. 
Provincial Organisation (further details). 
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Vejsereal Dseases— conid . 
District Clinic {further details). 
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Estimate of expenditure on Leprosy organisations. 


LEPROSY (Cbntbb). 


Oantral Leprosy Institute. 

1st fl ve years. 

1st tenearth 


Rs. 

Rs. 

Non-recurring expenditure 

.. 5,00,000 

6,00,000 

Recurring : 

Maintenance @ 3 p.c. 

per year on the above non- 

1,06,000 

reourring cost 

.. .. 30,000 

•Annual reourring 

oost inoluding salaries of 

9,39,462 

staff, etc 

4,30,386 


Total (Reourring) .. 4,60,386 

10,44,462 





•Annual recurring cost from year to year : 


1st 5 years. 1st ten years. 






Rs. 

Rs. Rs. 

1st year .. 

2nd year .. 

3rd year .. 

4th year ,. 

6th year .. 




79,782 

82,930 

86,077 

89,223 

92,372 

4,30,386 

6th year .. 

7th year .. 

8th yoar .. 

9th year .. 
10th year ■. 




96,620 

98,663 

1,01,815 

1,04,963 

1.08,110 

9,39,462 








Salaries of Staff of the Central Leprosy institute (further details). 


115 
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Leprosy (contd.) 

Province : 

Non-recurring. 1st five years. 1st ten years' 

Be. Kb. 

I. Increasing the existing bed provision by 14,000 beds 
for institutional treatment, in the first five years @ 

Rs. 1,000 per bed per year .. .. .. 1,40,00,000 

Adding a similar provision during the second five 

years .. .. .. .. .. .. 2,80,00,000 

Total (non-recurring) .. 1,40,00,000 2,80,00,000 


{N.B .—Working details are given below, item by item.) 


II. Recurring. 



Maintenance @3 p.o. per year on the above non¬ 
recurring expenditure, assuming the same annual 
inyease in the number of beds 

8,40,000 

37,80,000 

(6) Annual recurring cost for maintaining from year 
to year the above-mentioned beds@ Rs. 400 per 
bed per year 

1,68,00,000 

6,10,00,000 

(e) Cost of Provincial Leprosy Organisation, after 
reduction of the total by one-third, to conform 
more oorrootly to differing provincial requiremodts. 

24,94,646 

55,79,920 

(d) Propaganda and Publicity (&! Rs, 6,000 per 
province per year 

2,76,000 

6,50,000 

(e) Financial help to voluntary organisations @ 

Its. 126 per bed per year, for 10,000 beds during 
the first five years 

Adding a similar provision during the second 
five years 

62,60,000 

1,87,50,000 

(/) Development of Group Isolation Colonies @ 

Rs. 3 lakhs per year 

15,00,000 

30,00,000- 

Total (recurring) 

2,81,59,646 

9,32,59,926 


(a) It is assumed that the inorease of 14,000 beds is affected evenly over the first five 
years, or 2,800 beds are added every year, A similar annual provi sion will be added during - 
the second five-year period also. 

Maintenance @ 3 p.o. p. a. 
1st five years. 1st ton years. 


1st year’s capital expenditure Rs. 28,00,000 .. . . 3,36,000 7,56,00C 

2nd year’s oapital expenditure Rs. 28,00,000 .. .. 2,62,000 6,72,000 

3rd year’s capital expenditure Rs, 28,00,000 •• •• 1,68,000 5,88,000 

4th year’s oapital expenditure Rs. 28,00,000 . - . - 84,000 5,04,000 

6th year’s capital expenditure Rs. 28,00,000 .. . • • • 4,20,000 

8,40,000 

6th year’s oapital expenditure Rs. 28,00,000 .. .. • ■ 3,36,000 

7th year’s capital expenditure Rs. 28,00,000 .. .. ■ ■ 2,62,00( 

8th year’s capital expenditure Rs. 28,00,000 .. .. .. 1,08,00( 

9th year’s oapital expenditure Rs. 28,00,000 .. .. •• 84,00( 

10th year’s capital expenditure Rs. 28,00,000 


37,80,00( 





317 


Leprosy ( contd ). 


<i) 


New beds, 

1st year 2,800 



Total beds. 

2,800 

Total 

maintenance. 

Its. 

11,20,000 


2r.d year 2,800 



5,600 

22,40,000 


3rd year 2,800 



8,400 

33,60,000 


4th year 2,800 


, , 

11,200 

44 80,000 

Its. 

6th year 2,800 


•• 

14,000 

56,00,000 

1,68,00,000 

6th year 2,800 



16,800 

67,20,000 


7th year 2,800 



19,600 

78,40,000 


8th year 2,800 



22,400 

89,60,000 


9th year 2,800 



25,200 

1,00,80,000 

Its. 

10th year 2,800 


. • 

28,000 

1,12,00,000 

6,16,00,000 


( c) Detail a of annual expenditure on Provincial Lepros y Organisations. 

(Please Bee next page also). 



Rs. 

1st year . 

.. 62,333 

2nd year 

65,663 

3rd year 

.. 67,564 

4th year 

70,764 

6th year 

73,975 

6th year 

77,644 

7th year 

80,871 

8 th year ., 

84.320 

9th year .. 

87,328 

10th year 

90,557 

(d) 5,000 x 

11 X 5= 2,75,000 1st 1 


3,40,179x11x2 =24,94 646 

~ 3 


7,60,899 x 11x2 

3* 


62,60,000 


(e) 1st five years = 10,000 x 125 x 5 - 

2nd five years = 20,000 X 125 X 5 = l,25,C0,0v0 
Total ten years .. 1,25,00,000+ 62,50,000 = 

(/) 1st five years .. 3,00,000 x 5 = 15,00,000- 

Ten years .. 15,00,000 + 15,00,000 = 


55,79,926 

6,50,000 

1,87,50,000 

30,00,000 















Leprosy [amid.) {Further details.) 
(Provincial Organisation). 
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Total Ra. .. 62,333 66,563 67,664 70,764 73,975 77,644 80,871 84,320 87,328 90,667 
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School Health. 

1st five years. 


Non-recurring i 

For one province .. .. .. .. Rs. 12,000 

For eleven provinces .. .. .. 12,000x11 = 1,32,000 


Recurring: 


Rs. 


Maintenance at 3 p.o, per year on the non-recurring 
expenditure .. .. ,. .. 7,920 

•Salariesof staff for one provinoe for five years 1,71,610 

,, for eleven provinces .. .. .. ..18,87,710 

7,920 


18,95,630 


* Salaries of staff. 

1st five years 1st ten years . 


Rg. Re. 

1st year 31,324 1,71,610x11=18,87,710 3,81,067x11— 

2nd „ 32,823 

3rd „ 34,322 

4th „ 35,821 

flth „ 37,320 

6th „ 38,888 

7th „ 40,390 

8th „ 41,891 

9th „ 43,393 

10th „ 44,895 

Total recurring—ten years .. ». 41,91,737 

27,720 


42,19,457 


Ten years, 

No additional capital expenditure. 

Non-reourring .. .. .. .. .. ■ • 1,32,000 

Recurring .. .. .. .. •. • - 81,43,993 

Maintenance ... ., .. .. .. .. 27,720 
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Nubtioh. 


1st five years. 


Non-recurring: 

Rs. 55,000 for one Province 
For the eleven Provinoca .. 

Maintenance at 3 p.o. per year 

Recurring t 

♦Salaries of staff 

or one province for five years 3,09,166 
* eleven provinces 

for 


• ■ 55,000x11= 


Its, 

6,05,000 


34,00,826 

36,300 

34,37,126 


* Salaries of staff 

1st five years. 


1st ten years. 


1 st year 39,028 +10,440 + 6,890= 58,358 
•2nd „ 40,499+11,233+7,364=59,096 
3rd „ 41,969+12,027 + 7,837=61,833 
.4th „ 43,440+12,820 + 8,310—64,570 
5th „ 44,911 + 13,614 + 8,784=07,309 

«th „ 46,695 + 14,656+ 9,416=70,767 
7th „ 48,181 + 15,463 + 9,898=73,542 
«th „ 49,668+10,270 + 10,379=76,317 
•9th „ 51,154 + 17,077+10,861=79,092 
10 th „ 62,641 + 17,884 + 11,31=8,167 


3,09,166 x 11 
= 34,00,826 


6,90,751 X ii 
75,98,261 



m 

Short-term Provwoul Notritioh Staff. 

Further details. 

Name. No. Soale of pay. 

Staff:- 

Chief Nutrition Offioer .. .. 1 Rs, 600—40—l,00l> 

Field :— 

Field workers .. .. .. .. 3 Rs. 300—20—500 

Inferior servants .. .. .. .. 3 Rs. 25—2—55 


Laboratory :— 


Chief Assistant (Chemistry & Biochemistry) 

1 

Rs. 300—20—600' 

Chemist 



1 

Rs. 150—10—260 

Laboratory Assistants 

. . 

» - • . 

3 

Rs, 50—5—100 

Animal Attendants .. 

. , 

. , . , 

8 

Rs. 25—2—65 

Inferior servants 

* • 

. 

2 

Rs. 25—2—55 

Office:— 

Stenographer 


.. 

1 

Rs.75—5—150 

Typist clerks 

. , 

.. 

2 

Rs. 60—5—100 

Statistician 



1 

Rs. 150—10—250 

Artist 

., 

fjgjffiTTjrWBBr - • 

1 

Rs. 100—5—150 

Inferior servants 

S . 

• • • s 

2 

Rs. 25—2—56 
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Pbofessional Education. 


Estimates of non-recurring expenditure during the first five years. 


Professional Education— 


Rs. Rs. 


(a) (i) Upgrading (0) at Rs. 27'0 lakhs per college 2,43,00,000 
Conversion (8) at Rs. 77-0 lakhs per col¬ 
lege .. .. .. .. 0,16,00,000 

Creation (7) at Rs. 102-0 lakhs per col¬ 
lege .. .. .. .. 7,14,00,000 15,73,00,000 


(it) Accommodation for personnel under train¬ 
ing ; 24 to each of the 15 primary unit9 
attached to a medical college for 24 
colleges 


1,08,00,000 

(5) Dental Education— 

(t) 2 new colleges at Rs. 25 lakhs per college 

60 ,00,000 


(it) Improving the Lahore College 

10 ,00,000 

60,00,000 

(c) Pharmaceutical Education— “ 

(t) 60 teaohing centres for Licentiate course 
at Rs. 10,000 per centre 

6 ,00,000 


(it) 6 colleges for graduate course at Rs. 
26,000 per college 

1,25,000 

6,25,000 

(d) Public Health Engineering at Rs. 2 lakhs 
per centre ,, 


6,00.000 

(e) Nursing— 

(i) 16 Preliminary centres at Re. 1-26 lakhs 
per centre 

20 ,00,000 


(it) 100 Centres for training of Nurse pupils 

3,00,00,000 


(iii) For training 4,000 midwives each year 

1 ,00,00,000 

4,20,00,000 

(/) Improvement to 48 associated hospitals at¬ 
tached to 24 colleges at Rs. 1 lakh per 
college 


48,00,000 

(f) Medical Research in Colleges at Rs. 1 
lakh per college for 24 colleges 


24,00,000 

(A) Hospital Social Workers 

Total 

— 

22,45,25,000 


2U 
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Professional Education, 

Estimates of non-recurring expenditure during second five years and 
during the first ten years. 

Second fiv* Total tea 


Professional Education— 

(a) (i) Upgrading (7) at Bs. 27*0 lakhs per col¬ 
lege 

Conversion (3) at Rs. 77-0 lakhs per 
oollege 

Creation (9) at Rs. 102-0 lakhs per 
oollege 


(ii) Accommodation for personnel under 
training24toeaohofthelfiprimary units 
attached to a medical oollege for 19 oolleg 
(6) Dental Education— 

Three new colleges at Rs, 25 lakhs per college 

(a) Pharmaceutical Education— 

(i) 50 teaching oentreB for 

Licentiates oourse at Rs. 

Rs. 10,000 per centre ,. 5,00,000 

(ii) 5 colleges for graduates 
oourse at Rs. 25,000 per 

college .. ., .. 1,26,000 


1,26,000 


(d) Public Health Engineering- 

Two new oentres at Rs. 2 lakhs each .. 

(«) Nursing— 

(i) 16 preliminary centres 
at Rs. 1-25 lakhs per 
oentre ,. .. 20,00,000 

(»») 100 Centres for pupil 

nurses .. .. 3,00,00,000 

(Hi) For training 4,000 midwives 

at Rs. 25,000 for each .. 1,00,00,000 

(/) 38 Associated hospitals to 19 oolleges at one 
lakh per hospital 

(9) Medioal Research in 19 colleges at Rs. one 
lakh per oollege 

(A) Hospital Social Workers 


4,00,000 


4,20,00,000 

38,00,000 

19,00,000 


years. 

Rs. 

years. 

Rs. 

1,89,00,000 


2,31,00,000 


9,18,00,000 


13,38,00,000 

29,11,00,000 

is 85,50,000 

1,93,50,000 

76,00,000 

1,35,00,000 

6,25,000 

12,50,000 


10.00.0W 


8,40,00.000 

86 , 00,000 

43,00,000 


19,85,76,000 42,31,00,000 


Cost of accommodation for personnel under training in primary units attached 

to Medical Colleges. 

Floor space area. 

> -a. - s CoBt per Total cost. 

For one For 24 sq. ft. 


250 sq. ft. 


6,000 sq. ft. 


One college .. . 

1st five years for 24 oolleges 
2nd five years for 19 colleges 


= Rs. 30,000 x 15 = 4,50,000 

= Rs. 24 x 4,50,000= 1,08,00,000 

= Rs. 19 X 4,50,000= 85,60,000 


w 
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Estimates of recurring expenditure for the first jive years. 

fl) Professional Education— 

Rs. 

Rs. 

(a) Upgrading (9 colleges) at Es. 8'25 lakhs 
per year per college 

Conversion (8 oolleges) at Es. 17*25 lakhs 
per year per college 

Creation (7 colleges) at Es. 17*25 lakhs 
per year per college .. 

(A) Dental Education— 

(i) Two new colleges at Es. 5 lakhs per 
college per year 

(ii) Improving the Lahore College at Es. 6 
lakhs per year .. .. 

(c) Pharmaceutical Education— 

3,71,26,000 

6,90,00,000 

6,03,76,000 

50,00,009 

25,00,000 

16,65,00,000 

75,00.000 

(i) 60 teaohing centres for Licentiate course 
at Es. 6,000 per centre per year 

16,00,000 


(ii) 6 colleges for graduate course at Es. 

10,000 per college per year 

2,60,000 


(in) Provincial Pharmaceutical Council at 

Es. 10,000 per province per year 

5,60,000 

S3,00,000 

(d) Publio Health Engineering. 3 training 
oentres at Es. 60,000 per year per centre 


7,50,000 

(e) Provincial Sanitary Boards at Es. 6,000 per 
year per board (one board for each province) 

(/) Nursing— 

(i) 16 preliminary training centres at 

Es. 60,000 per oentre per year 

40,00,000 

t,75,000 

(ii) 100 centres for training of pupil nurses 
at Ra, 1*6 orores per yo&r .. .. 

7,50,00,000 


(Hi) Training of 4,000 midwives eaoh year 
at Es. 49 lakhs per year 

2,46,00,000 


(iv) Eefresher courses at Es. 0*46 lakhs per 
year 

(«) Text books at Es. 0*26 lakh per year 

(g) Health Assistants 

2,26,000 

1,25,000 

10,35,50,000 

31,68,000 

(A) Hospital Social Workers 


5,78,420 

(i) Foreign scholarships at Es. 3 lakh per year 


15,00,000 

(j) Improvements to 48 associated hospitals for 
the training of internees (24 oolleges) at 

Rs. 10,000 per hospital per year 


24,00,009 

(k) Five institutions for postgraduate medical 
education at Es. 50,000 per centre per 
year 


12,50,000 

(l) Medical researoh in colleges (24 colleges) at 

Es. 0*26 lakh per year per college 


30,00,000 

( m ) Scholarships at Es. 1,000 per year per.stu¬ 
dent for 50 p.c. of the total number of 
admissions during the firBt five years .. 


1,34,40,000 
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Professional Education. 


Estimates of recurring expenditure for the second five years and first ten years. 


(a) (i) Upgrading (7 colleges) at Rs. 8-25 lakhs per 
college per year 

(ii) Conversion (3 colleges) at Rs. 17'25 lakhs 
per college per year .. .. < 

(it*) Creation (9 colleges) at Rs. 17-26 lakhB per • 
college per year 


(b) Dental Education— 

Three new colleges at Rs. 5 lakhs per college 
per year .. 

(e) Pharmaceutical Education— 

(») 50 teaching centres for Licentiates course 
at Rs. 6,000 per centre per year 

(ii) Five colleges for graduate course at Rs. 
10,000 per college per year 

(tit) Provincial Pharmaceutical Council at Rs. 
10,000 per province per year . . 


{ d ) Public Health Engineering— 

Two training centres at Rs. 50,000 per centre 
per year 

(e) Provincial Sanitary Boards atRs. 6,000 per 
board per year .. ..! 

(/) Nursing— 

(i) The remaining 16 preliminary training 
centres at Rs. 50,000 per centre per year 
(it) 100 centres for training pupil nurses at 
Rs.' 1'5 crores per year for all of them 
(Hi) Training of 4,000 midwives at Rs. 49 lakhs 
per year 

(iv) RefresherooursesatRs.0-45 lakh per year 

( v ) Text books at Rs, 0 • 25 lakh per year .. 


( g) Health Assistants 

(h) Hospital sooial workers 

(i) Foreign scholarships at Rs. 3 lakhs per year .. 

(j) 33 Associated hospitals for the training of inter. 

neos at Rs. 10,000 per year, per hospital 

(k) Remaining fivo institutions for post-graduate 
medical education at Rs. 60,000 per oentre per 
year 

(l) Medical research in 19 colleges at Rs. 0-25 lakh 

per college per year 

(ro) Scholarships at Rs. 1,000 per year per student 
for 50 p.o. of the total number of admissions 


Second five 
years. 

Rs. 

2,88,75,000 

2,58,75,000 

7,76,25,000 

13,23,75,000 

75,00,000 

15,00,000 

2,50,000 

6,50,000 

23,00,000 

5 , 00,000 

2,76,000 

40,00,000 

7,50,00,000 

2,45,00,000 

2,25,000 

1,25,000 

10,38,50,000 

31,68,000 

15,00,000 

19,00,000 

12,50,000 
23,75,000 
. 4,98,00,000 


First ten 
years. 
Rs. 


29,88,76,000 

1,50,00,000 


40,00,000 

12,50,000 

6,50,000 


20,77,00,000 

63,36,000 

30,00,009 

43,00,000 

25,00,000 

63,76,000 

0,32,40,090 
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(1) Professional Education :~ 


Maintenance 
at 3 p. o, per year. 

Rs. 


1st five years .— 

Total oapital expenditure during the first five years is .. 22,46,25,000 

We assume that one fifth of this amount will be spent each year 

22,46,2(5,000 x 3 x 1X 10 

Maintenance at 3% per year will be-» 1,34,71,600 

5 X 6 X 100 x 1 


2nd five years — 

New capital expenditure on all the schemes connected with Pro 
fessional Education is 

Maintenance on this amount will be calculated on the same basis 
as on the oapital expenditure during the first five years— 

10 x 19,86,76,000 x 3 


1 X 6 X 100 


19,85*76,000 


= 1,19*14,600 


Calculation of maintenance on those organisations Which had 
come into being during the first five years will, however, be 
calculated for all the five years at 3 per cent, per annum in the 
second five year period— 

22,46,26,000 x 3 x 6 


100 x 6 

Total maintenance charges for thB seoond five years .. 


3,36,78,750 

3,36,78,760 

1,19,14,600 

4,65,93,250 


Maintenance ohargea for the first ten years 


4,65,93,260 

1,34,71,600 
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Personal Education. 

Health Assistants. 

1st five years .— 

Stipend at the rate of Rs. 20 per month per student for 60 student! 

(2 classes in a year)— Rs. 

6 X 60 X 20 = 7,200 

For two oourees .. = 14,400 

Miscellaneous expenses in connection 
with the field training including travell* 
ing expenses Rs. 1,000 per month — 12,000 

Total = 26,400 

For 24 centres 24 x 26,400 — 6,36,600 

For five years 5 X 6,36,600 ... .. .. «= 

2nd five year •— 

31,68,000 1st five years. 

31,68,000 2nd five years. 

63,36,000 Total ten yoars. 

Hospital Social Wobkebs. 

1st five years .— 

Recurring : 

(1) Three trained workers from abroad, one for each centre, will mean 

Rs. 3 X 52,100 = Ra. 1,56,300 

(2) Associated staff— 

Basing on the figure in respect of 300 beds (in Peiping). 

One year = Rs. 37,020 for one year. 

For three years, we need only double this amount which will be 
Rs. 74,040. 

Three centres 3 X 74,040 = Rs. 2,22,120 

(3) Expenditure on the training of students abroad = Rs. 2,00 , 000 

Total — Rs. 5,78,420 


R». 


31,68,000 
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Mxdtcaz, Rmsamc. 

(Provinces), 

Non-recurring Expenditure — 


1st five yean • .. 

2nd fire year* 

1st ten years 

Maintenance charges at 3 p. o. per year 

10 x 20,00,000 x 3 

1st fire years- 

5 X 100 

20,00,000 x 3 x 5 

a • • a 

• • • a 

on the above expenditure— 

20,00,000 x 3 x 10 

20,00,000 

20,00,000 

40,00,000 

1,20,009 

100 

1st ten years .. 

5 x 100 

= 3,00,000+1,20,000 
= 4,20,000 

. . 4,20,000+1,20,000 = 

6,40,000 

Rkoprbino ExPMJDirtrRB on Mbdtoal Research. 

(General Provision). 

1st five years at Rs. 10 lakhs per year = 

50,00,000 

2nd five years .. .. .J 


50,00,000 

1st ten year* 

= 

1,00,00,000 

Health education at Re. 3 lakhk per year— 

Fivo years .. .. ,'j, 

.Rs. 

15 lahhs. 

Ten years 

.. ., .. Rs. 

30 lakhs. 


Special provision for industrial health services—- 

Five years .. .. .. .. .. .. Rs. 75 lakha. 

Ton years .. .. .. .. .. .. Ra. 175 lakha. 


Maintenance charges on Capital works in connection with certain services 
at 3 p. c. per annum. 


3 million unit 

Malaria 

School health 
Tuberculosis .. 
Mental diseases 
Leprosy 

Xtintion 


let fire years. 
Rs. 

7,03,64,070 

8,808 

46,200 

7,920 

14,54,100 

10,02,000 

30,000 

8,40,000 

36,300 


1st ton years. 
Rs. 

23,62,74,432 

38,028 

2,21,100 

27,720 

63,75,460 

38,37,000 

1,05,000 

37,80,000 

1,27,060 


Total 


7, 37,89,398 


25,07,85,780 
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APPENDIX 56. 

Press Communique, dated the 18th October 1943, announcing the 

appointment of the Health Survey and Development Committee. 

In connection with post-war reconstruction plans the Governmen 
of India have appointed a committee, to be known as the Health Surve, 
and Development Committee, to make a broad survey of the present 
position in regard to health conditions and health organisation in British 
India and to make recommendations for future development. 

A drive to improve health conditions must necessarily be in the 
forefront of any programme directed towards improving the standard of 
living in the post-war period. If dissipation of financial resources and 
administrative effort is to be avoided, plans for the improvement of 
health organisation must be based on a comprehensive review of the health 
problem as a whole which will take account of, and place in their proper 
perspective, all the various factors affecting the health of the community 
with which health administration is concerned. The Government of India 
believe that a broad survey of the whole health field by a central committee 
will be of considerable assistance to Governments in preparing their 
post-war programmes and that the time has come when, in spite of the 
difficulties arising from war conditions, such a review must be undertaken. 

The Committee appointed includes persons with practical experience 
of preventive public health work, medical relief, medical and public 
health education, industrial health conditions and other aspects of the 
health problem. The Committee will have power to appoint sub¬ 
committees to make preliminary inquir.es into particular aspects of the 
problem. The procedure of the Committee will necessarily have to be 
adapted to war conditions and it will not be possible for the Committee as 
a whole to make tours of inquiry but it will be open to the Committee to 
have local inquiries made by small groups or sub-committees when such' 
inquiries are essential for the adequate discharge of their task. 

The composition of the Committee will be as follows :— 

Chairman— Six Joseph Bhore, K. C. S. I., K. C. I. E., C. B. E. 

Members — 

1. Rai Bahadur Dr. A. C. Banerjea, C. I. E., M.B. B.S. (All.), D.P.H- 
Director of Public Health, U.P. 

2. K. B. Dr. Abdul Hamid Butt, M.B B.S. (Pb.) D.P.H. (London), 
D.T.M. & H. (Eng.), Director of Public Health, Punjab. 

3. Dr. R. B. Chandrachud, M.B.B.S., F.R.C.S., Chief Medical Officer, 
Baroda State. 

4. Lt.-Col. E. Cotter, C.I.E., M.B., Ch. B., D.P.H., I.M.S., Public 
Health Commissioner with the Government of India. 

5. Dr. D. J. R. Dadabhoy, M.D., M.R.C.P. (Load.), ex-President of the 
All-India Association of Medical Women, Bombay. 

6. Dr. J. B. Grant, B.A., M.D., M.P.H., International Health 
Division of the Rockefeller Foundation, Director, All-India Institute of 
Hygiene and Public Health, Calcutta. 
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7. Dr. Mohammad Abdul Hameed, M. D., M.R.C.P., Member of the 
Medical Council of India, Professor of Pathology, Lucknow University. 

8. Col. J, B. Hance, C.I.E., O.B.E., M.D., B. Ch. (Cam.), M.R.C.S., 
F.R.C.S.(Edin.), Director General, India Medical Service. 

9. Sir Henry Holland, C.I.E., M.B., Ch. B., F.R.C.S. (E.), C.M.S. 
Hospital, Quetta. 

10. Sir Frederick James, O.B.E., M.L. A., Member, Central Advisory 
Board of Health. 

11. N. M. Joshi, Esq., M.L.A. 

12. Dr. H. M. Lazarus, F.R.C.S. (Edin.), C.M.O., Women’s Medical 
Service. 

13. Pandit L. K. Maitra, M.L.A., Member. Central Advisory Board 
of Health. 

14. Diwan Bahadur Dr. A. Lakshmanaswami Mudaliar, B.A., M.D. 
F.C.O.G., VieAChancellor, University of Madras, Member of the Medical 
Council of India. 

15. Dr. U. B. Narayanrao, L.C.P.S. (Bomb.), Medical Practitioner, 
Bombay, President, All-India Medical Licentiates Association. 

16. Dr. Yishwa Nath, M.A., M.D., D.P.H., D.T.M. & H., F.R.C.P., 
Member of the Medical Council of India, Medical Practitioner, Lahore. 

17. Maj.-Gen. W. C. Paton, M.C., M.A., M.B., Ch. B. (Edin.), F.R. 
C.S. (Edin.), Surgeon General, Bengal. 

18. B. Shiva Rao, Esq. 

19. Dr. B. G. Roy, M.R.C.P., F.R.C.S., President of the Medical 
Council of India. 

20. The Hon’ble Pandit P.N. Sapru, Member, Council of State, 
Member, Central Advisory Board of Health. 

21. Lt.-Col. B. Z. Shah, M.R.C.S., L.R.C.P., I.M.S. (Retd.), Super¬ 
intendent, Mental Hospital, Poona, formerly Director of Medical Services* 
Sind. 

22. Mrs. ShuffiTyabji, J.P., K.I.H., Bombay. 

23. Dr. Ilemandas R. Wadhwani, M. B. B.S. K.I.H., J.P., Minister, 
Sind. 

Secretary —Rao Bahadur Dr. K.C.K.E. Raja, L.M. & S. (Mad.), L.R.C- 
P. & S., L.R.F.P.S. (Edin. and Glas.), D.P.H., (Camb.), and D.T.M. & H. 
Camb.). 
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APPENDIX 56. 

Composition of Advisory Committees of the Health Survey etna 

Development Committee. 

(1) Industrial Health Advisory Committee. 

The Hon’ble Mr. P. N. Sapru. (Chairman). 

Mr. N. M. Joshi. ( Vice-Chairman ). 

Lt.-General J. B. Hance. 

Col. E. Cotter. 

Sir Frederick James. 

Dr. B. C. Roy. 

Mr. B. Shiva Rao. 

Dr. R. A. Amesur. 

Dr. M. Ahmad. ( Member-Secretary). 

(2) Medical Relief Advisory Committee. 

Dr. B. C. Roy. (Chairman). 

Sir Henry Holland (Vice-Chairman). 

Lt.-General J.B. Hance. 

Major-General W. C. Paton. 

Lt.-Col. B. Z. Shah. 

Dr. R. B. Chandrachud. 

Dr. D. J. R. Dadabhoy. 

Pandit L. K. Maitra. 

Captian A. Banerji. (Secretary). 

(3) Medical Research Advisory Committee. 

Lt.-General J. B. Hance. (Chairman). 

Col. E. Cotter. 

Dr. W. R. Aykroyd. 

Pandit L. K. Maitra. 

Bt.-Col. Sir Ram Nath Chopra. 

Dr. Vishwa Nath. 

Dr. C. G. Pandit. 

Dr. V. N. Patwardhan. 

Lt.-Col. H. W. Mulligan. (Member Secretary). 

(4) Professional Education Advisory Committee. 

Diwan Bahadur Dr. A. L. Mudaliar. (Chairman). 

Lt.-Col. H. M. Lazarus. (Vice-Chairman). 

Lt.-Genral J. B. Hance. 

Dr. J. B. Grant. 
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(4) Pboyessional Education Advisory Committee (oontd.) 

Dr. Vishwa Nath. 

Dr. B. C. Roy. 

Dr. M. A. Hameed. 

Dr. U. B. Narayanrao. 

Dr. 8. Ramakrishua ( Secretary ). 

{5) Public Health A6v*80ry Committer. 

Col. E. Cotter. (Chairman). 

Dr. J. B. Grant. (Vice-Chairman). 

Lt.-Col. C. A. Bozman. 

8ir Frederick James. 

The Hon’ble Mr. P. N. Sapru. 

Rai Bahadur Dr. A. C. Banerjea. 

Khan Bahadur Dr. A. H. Butt. 

Dr. Hemandas R. Wadhwani. 

Mrs. K. Shuffi Tyabji. 

Dr. B. 0. Das Gupta. 

Mr. B. Shiva Rao. 

Dr. K.T. Jungal walla (Secretary). 
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APPENDIX. 57. 

List of written memoranda and reports considered by the Health Survey and 
Development Committee. 

Industrial Health Advisory Committee. 

1. Replies to the Industrial Health questionnaire by Dr. Donald 
Stewart, one of the leading Industrial Medical Officers in England. 

2. Replies to the’ Industrial Health questionnaire by Dr. J. J. 
Heagerty, Director'of Public Health Services, Canada. 

Sickness Insurance, 

3. A health service and sickness pay scheme for industrial workers 
in India by Dr. K. C. K. E. Raja and Dr. M. Ahmed. 

4. A note on Prof. Adarkar’s Sickness Insurance Scheme by Dr. M. 
Ahmed. 

5. A note on the Administrative Machinery of the Industrial Health 
Insurance Scheme oy Professor B. P. Adarkar. 

6. Report on health insurance for Industrial Workers by Professor 
B. P. Adarkar, M. A., (Cantab.) Officer on Special duty, Labour Depart-' 
ment, Government of India. 

Miscellaneous. 

7. Extract from a letter from Dr. E. R. A. Merewether, M.D., 
M.R.C.P., F.R.S.E., Barristor-at-Law, H. M. Senior Medical Inspector of 
Factories, to Sir Weldon Darlymple Champneys, Bt., D.M., F.R.C.P., 
Ministry of Health, Whitehall, London. 

8. Scope and nature of welfare work relating to health in industry 
in India with special reference to Central Government undertakings by 
Mr. R. S. Nimbkar, Labour Welfare Adviser, Government of India. 

9. Note on Industrial Health by Sir Frederick James (Points taken 
from the Report of the first British Industrial Health Conference, 1943). 

10. Inspection note of the factories in Bengal by Sir Frederick James, 
O.B.E., M.L.A, 

11. Copy of D. 0. letter No. F. 1 (a)/ 9/44, dated the 4th January, 
1944, from Mr. P.P. Pillai, International Labour Officer, Indian Branch, 
New Delhi, to Rao Bahadur Dr. K. C. K. E. Raja, Secretary, Health 
Survey & Development Committee, regarding ratification of interna¬ 
tional conventions concluded under the auspices of the League. 

Medical Relief Advisory Committee. 

Drug Addiction. 

12. Memorandum on drug addiction by Dr. B. Mukerjee, Director, 
Biochemical Standardization Laboratory, Calcutta, 

Feldshers Training. 

13. A note on “ Short ” and “ Long term ” proposals for medical 
relief with special reference to the Russian and Chinese systems by Lt.- 
General J. B. Hance, C.I.E., O.B.E., K.H.S., LM.S„ and Lt.-Col. D. P. 
McDonald, I.M.S. 

H1342HSDC 22 
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Medical Relief in Rural Areas. 

14. A note on long-term and short-term programme of a 3-million 
unit by Dr. B. C. Hoy and Dr. J. B. Grant. 

15. American College of Surgeons, Manual of Hospital Standardiza¬ 
tion History, Development and Progress of Hospital Standardization, 

Mental Hygiene. 

16. Memorandum on “ Mental Hygiene ” by Dr. K. It. Masani. 

17. Memorandum on “ Prevention of Mental Diseases ” by Dr. K, R. 
Masani, Director and Psychiatrist, Indian Institute of Psychiatry and 
Mental Hygiene, Bombay,. 

18. Summary of Short-term recommendations made in the memo¬ 
randum on mental hygiene and the prevention of mental diseases by 
Dr. K. R. Masani, Director and Psychiatrist, Indian Institute of Psychia 
try and Mental Hygiene, Bombay. 

IS. Memorandum submitted to the Health Survey and Develop¬ 
ment Committee on “ Provision for-patients suffering from Mental di¬ 
seases ” by Dr. K. R. Masani, Director and Psychiatrist, Indian Institute 
of Psychiatry and Mental Hygiene, Bombay. 

20. Memorandum on ‘ Provision for Mentally Defective (Mentally 
Deficiency) Patients, by Dr. K. R. Mrsdni, Director and Psychiatrist, 
Indian Institute of Psychiatry and Mental Hygiene, Bombay. » 

21. Memorandum on the problems of Prevention and Treatment of 
Mental Disorders by Dr. G. Bose. 

22. A brief outline of a scheme of Mental Hygiene Organisation 
by Lieut.-Colonel B. Z. Shah, I.M.S. (Retd.). 

23. Memorandum on mental hygiene, prevention of mental diseases 
and provision for mental patients and mental defectives in India by 
Lieut.-Colonel M. Taylor, O.B.E., M.D., D.P.H., I.M.S., Medical Superin¬ 
tendent, European Mental Hospital, Ranchi. 

24. Memorandum on the measures necessary for the prevention and 
treatment of mental disorders in India by Dr. M. V. Govindaswamy, 
M.A., B.Sc., M.B.B.S., D.P.M., Superintendent, Mysore Government 
Mental Hospital, Bangalore. 

25. Report by Lt.-Col. M. Taylor, O.B.E., M.D., D.P.H., I.M.S., 
on the tour of mental hospitals in India. 

Miscellaneous. 

26. Note on the Post-war health policy and on the reconstruction 
of health services in India by Major-General J. B. Hance, I.M.S., Director 
General, Indian Medical Service. 

27. A Health Service for India— 1 The First Stage by Lieut.-Col. C. A. 
Bozman, I.M.S., Additional Public Health Commissioner with the Govern¬ 
ment of India. 

28. Memorandum by the Countess of Dufferin’s Fund Association 
regarding-the part to be played by the Women’s Medical Service in their 
post-war plans. 
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29. Letter from Dr. (Miss) Edith Brown, Principal, Women’s Chris¬ 
tian, Medical College, Ludhiana, mentioning the conditions under which 
women should be asked to work in the villages. 

30. Trends—Medical Belief. 

31. A National Medical Service (received from the All-India Insti¬ 
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Id this foreword an attempt is made to present, in a nutshell, the 
■main principles underlying the Committee’s proposals for future 
■health development in the country. These are:— 

1. No individual should fail to secure adequate medical care 
because of Inability to pay for it. 

2. In view of the complexity of modem medical practice, the 
health services should provide, when fully developed, all the con¬ 
sultant, laboratory and institutional facilities necessary for proper 
diagnosis and treatment. 

8. The health programme must, from the beginning, lay special 
emphasis on preventive work. The creation and maintenance of as 
healthy an environment as possible in the homes of the people as well 
as in all places where they congregate for work, amusement or recrea¬ 
tion, are essential. So long as environmental hygiene iB neglected, 
so long as the faulty modes of life of the individual and of the com¬ 
munity remain uncorrected, so long as these and other factors weak¬ 
ening man’s power of resistance and increasing his susceptibility to 
disease are allowed to operate unchecked, so long will our towns and 
villages continue to be factories for the supply of cases to our hospi¬ 
tals and dispensaries. 

4. The need is urgent for providing as muph medical relief and 
preventive health care as possible to the vast rural population of the 
country. The debt which India owes to the tiller of the soil is im¬ 
mense and, although he pays the heaviest toll when famine and 
pestilence sweep through the land, the medical attention he receives 
is of the v most meagre description. The time has therefore come to 
redress the neglect which has hitherto been the lot of the rural areas. 

5. The health services should be placed as close to the people as 
possible in order to ensure the maximum benefit to the communities 
to be served. The unit of health administration should therefore be 
made as small as is compatible with practical considerations. 

6. It is essential to secure the active co-operation of the people in 
the development of the health programme. The idea must be incul¬ 
cated that, ultimately, the health of the individual is his own res¬ 
ponsibility and, in attempting to do so, the most effective means 
would seem to be to stimulate his health consciousness by providing 
'health education on the widest possible basis as well as opportunities 
for his active participation in the local health programme. 

7. We consider it essential for the success- of the scheme thaWtg 
development should be entrusted to Ministers of Health who enjoy 
the confidence of the people and are able to secure their co-operation. 
Both in respect of legislation and of administration ii is likely that 
some of the measures to be undertaken may offend existing social 
and religious practices, while others may involve control over the day 
“to day life of the citizen. We therefore feel that it is only a Minister 
enjoying the confidence of the people who can carry such enactments 
“through the legislature and ensure their practical application in the 
-country. 

In putting forward its proposals for a national health organisation, 
“which incorporates these principles, the Committee has drawn up a 
Song-term programme -Which, if implemented on the lines suggested. 
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should help to provide the people with a reasonably well developed 
service based on the newer and expanding conceptions of- modem 
health practice^ The attainment of this objective, which may take 
about 40 years, is to be achieved through successive stages of inten¬ 
sive effort directed towards the production of the necessary trained 
personnel and the creation and~development of the organisations and 
institutions which will form essential parts of the community’s health 
service. The Committee has attempted to outline, in some detail, 
the first afid second five-yearly stages of such development and 
has also suggested certain objectives to be kept in view for the next 
five years,, leaving subsequent developments to be shaped in the light 
of the circumstances existing at the time. 

The doctor of the future should be a “social physician protecting 
the people and guiding them to a healthier and happier life”. He 
should place prevention of disease in the forefront of his programme 
and should so combine remedial and preventive measures as to confer 
the 'maximum benefit on the community. The Committee’s proposals 
for the training of the ‘basic’ doctor, the term applied to the medical 
graduate of the future, are designed to equip him for all such duties. 

The active support of the people is sought to be secured through 
the establishment of Health Committees in every village and through 
the stimulation of local effort for the improveihent of environmental 
sanitation, control of infectious diseases and other purposes. A wide 
programme of health education, covering all sections of the popula¬ 
tion, is also proposed for promoting the growth of such public support. 
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A SUMMARY OF THE REPORT 

INTRODUCTION 

1. Our survey of existing health conditions in India in volume I 
of the report extends to about 220 pages, while the recommenda¬ 
tions for the creation ot a better standard of national health through 
the development of an organised health service on modem lines are 
embodied in a second volume of over 500 pages. In these two 
volumes we have dealt, at some length, with India’s health problems 
in order to present an adequate picture of the existing state of affairs 
and of the proposals for its improvement. In addition to such 
detailed consideration of matters relating to India’s present and future 
health administration we feel that it may be of advantage to give, 
in a much smaller compass, the salient features of our report in the 
present volume. In this summary we have not strictly adhered to the 
chronological order of the chapters in the first 'two volumes of our 
report. It deals with different subjects such as personal health ser¬ 
vices, environmental hygiene, professional education, medical re¬ 
search and so on in separate sections and indicates briefly, in each 
section, the more important matters relating to the subject concerned 
in respect of both the existing conditions and of our proposals for their 
improvement. 

THE STATE OP THE PUBLIC HEALTH IN BRITISH INDIA 

2. In presenting a picture of health conditions in India we have 
confined ourselves to the period ending with 1941 in order to exclude 
the adverse effects of abnormal conditions arising out oi the War, 
particularly after Japan’s entry towards the end of that year. The 
present state of the public health in British India is low asjs evi¬ 
denced by the wide prevalence of disease and the consequent high 
rates of mortality -in the community as a whole and, in particular, 
among such vulnerable groups as children and women in the repro¬ 
ductive age period. The death rate for the general population in 
British India was, in 1987, 22-4 per 1,000 inhabitants and for infants 
(children under one year of age) 162 per 1,000 live births. In 1941 
the .corresponding rates were 21-8 and 158 respectively. As. a contras? 
the following figures for New Zealand and Australia are quoted:— 

General death Infantile mortality 

rateflW') rate (1917) 

9*1 Zl 

9*4 98 


New Zealand 

AiMraUft . 
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The high rates of mortality in the community at all age periods 
are reflected in the very low expectation of life in India. We give 
below the expectations of life for new-born infants in New Zealand, 


Australia and British India. 

Expectation of life at birth 


Males 

Females 

/ 

New Zealand 

65-04 

67-88 (1931) 

Australia .... 

63-48 

67-14(1932-34) 

British India 

26-91 

26-56 (1921-80) 


New Zealand and Australia are two of- the most healthy countries 
in the world and the figures quoted above give an indication of what 
has already been achieved in reducing mortality in the community 
and in prolonging the life of the individual in those countries. India 
has to go a long way before the health of the people is raised to. the 
standards already reached by the other countries. In all countries in 
which health administration has made definite progress the expecta¬ 
tion of life for females is higher than for males. India is an exception 
the reason being, as will be shown later, the high ratq of mortality 
among women in this country due to causes associated with pregnancy 
and childbearing. 

■°>. The rates of mortality among infants and children and among 
mothers are examined below in greater detail. 

Deaths among infants and children under 10 years of age in British 
India and in England and Wales are shown below as percentages of 
the total deaths at all ages in the two countries. 

Deaths at specific age-periods shown as percentages of the total deaths 

at all age8 


British India (average for 1935- 
39). 

England and Wales (1938) . 


Under 
one 8 

M 

5—10 

Total 

under 

year 

m 

year* 

10 years 

24-8 

18-7 

5-5 

48-5 

6-8 

21 

11 

100 


In India, nearly half the total deaths are among children under 10 
years of age and, of the mortality in this age group, one half takes 
place within the first year of life. The percentage for England and 
Wales in every age group is very much smaller. 

Maternal Mortality 

4. About 200,000 women die every year in British India iron) 
causes associated with pregnancy and childbearing and, probably, 
about four millions suffer from varying degrees of disability and dis¬ 
comfort as a result of the same causes. 


The Incidence of Diseases 

5. At least 100 million persons suffer from malaria eyery year,' and 
the annual mortality for which the disease is responsible, either direct- 

9 
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Jy or indirectly, is about 2 millions. About 2-5 million active cases 
of tuberculosis d'xist in the country and 500,000 deaths take place each 
year from this cause alone. The common infectious diseases, name¬ 
ly, cholera, smallpox and plague, are also responsible for a large 
amount of morbidity and mortality, the extent of which varies from 
year to year. Among the different countries of the world for which 
statistics are available, India ranks high as one of the largest reser¬ 
voirs of infection in respect of all the three. These and the other two 
are all preventible diseases and * their incidence should have been 
brought under effective control long ago. Ri addition, endemic 
diseases such as leprosy, filariasis, guinea-worm and hook-worm 
diseases are responsible for a considerable amount of morbidity in the 
country, although their contribution to mortality is relatively small. 

Clauses of the Low Level of Health in India, 

6. The maintenance of the public health requires the fulfilment of 
certain fundamental conditions, which include the provision of an 
environment conducive to healthful living, adequate nutrition, the 
availability of health protection to all members of the community, 
irrespective of their ability to pay for it, and the active co-operation 
of the people in the maintenance of their own health. The large 
amount of preventible suffering and mortality in the country is 
mainly the result of an inadequacy of provision in respect of these 
fundamental factors. Environmental sanitation is at a low level in 
most parts of the country, malnutrition and under-nutrition reduce 
the vitality and power of resistance of an appreciable section of the 
population and the existing health services are altogether inadequate 
to meet the needs of the people, while lack of general education and 
health education add materially to the difficulty of overcoming the 
indifference and apathy with which the people tolerate the insanitary 
conditions around them and the large amount of sickness that 
prevails. 

7. Diet surveys carried out in different parts of the country have 
shown, in typical urban and rural groups, that the food consumed is 
insufficient to provide the necessary energy requirements in the case 
of some 30 per cent, of the families^, that the diet is almost invariably 
ill-balanced and that there is, in terms of food factors, a deficiency of 
fats, vitamins and proteins of high biological value. The statistics 
for food production in India show a considerable margin of error, bui 
such figures as are available suggest that, in regard to cereals which 
form the staple article of diet, the deficiency may be of the order of 
-22 per cent, of the country’s requirements. For other articles such 
as vegetables, fruits, milk, meat, fish and eggs, the quantities now 
produced will have to be increased several times before adequate 
amounts will become available for the proper nutrition of the people. 

8. While the extent of provision of hospitals and dispensaries in 
urban and rural areas varies considerably among the provinces, the 
.rural population has everywhere been less adequately provided for 
than the urban.’ The inhabitants of the rural areas live more widely 
dispersed than those of the urban and the medical aid given by an 
institution becomes to that extent more restricted. In the • United 
Provinces, for instance, one institution serves in the rural areas an 
average population of 105,626 distributed over an average number of 
224 villages. 


* 
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9. The quality of service rendered by these institutions leaves 
much to desired. For instance, the average time given to a patient 
was noted, during our tours, to be 48 seconds in one dispensary and 
about a minute in another. The medical service given to the people 
under such conditions is bound to bo of a perfunctory nature. The 
medical officers in charge of many dispensaries have, for long periods, 
been out of touch with modern medical practice without an oppor. 
tunity to work in a well conducted hospital. Other defects include 
unsatisfactory conditions in regard to the design of, and accommoda¬ 
tion in, institutions, considerable overcrowding in the wards and great 
insufficiency of the nursing staff, 

10. The number of beds available in British India for the treat¬ 
ment of general arid special diseases is about 73,000 or about 0-24 bed 
per thousand population, as against 7-14 in England and Wales and 
10-48 in the United States. 

Inadequacy of Health Personnel 

11. Some idea of the magnitude of the task to be accomplished 
in increasing, within the next 25 years, trained personnel of various 
type in order to provide a reasonably satisfactory health service to- 
the people may be obtained from the following figures. We have 
given existing standards in the United Kingdom but have suggested 
for India lower ratios as the targets to be aimed at during the next 
quarter of a century. The reason is that the available numbers in 
the various categories of personnel are so small that even the attain¬ 
ment of the suggested ratios by 1971 will involve concerted, intensive 
and unremitting effort, on an unprecedented scale, by the authorities 
concerned. 


Class of 
personnel 

Num- 

ber 

avail¬ 

able 

now 

Batio of 
numbers in 
column 2 to 
the present 
population 
of British 
India 

(300 millions) 

- ( 

Existing 
ratio in the 
United 
Kingdom 

Suggested 
ratio to be 
attained in 
1971 in British 
India with 
an estimated 
population of 
370 millions 

Number 

required! 

in 

197L 

1 

2 

3 

4 

5 

6 

Debtors 

47,600 

1 to 6,000 

1 to 1,000 

1 to 2,000 

185,000) 

Nurses 

7,000 

1 to 43,000 

I to 300 

1 to 300 

740,000' 

Health Visitors 

7S0 

1 to 400,000 

1 to 4,770* 

1 to 6,000 

74,000- 

Mid wives . 

8,000 

I to 60,000 

1 to 618t 

1 per 100 
births. 

100,000* 

Qualified 

Phttfltoaoiirts. 

75 

1 to 4,00*\000 

1 pharmacist 
to 3 doctors. 

1 pharmacist 
to 3 doctors. 

62,000' 

1 

1,000 

1-to 380,000 

1 to 2,700 

1 to 4*000 

82,600' 


*Bwed on 1835 figure, 
tBased on 1943 figure. 
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RECOMMENDATIONS, 

12. We have indicated above certain dark shadows in the health 
picture of the country. If it Were possible to evaluate, with any 
degree of exactness, the loss India suffers annually through avoidable 
waste of human material and the lowering of human efficiency 
through malnutrition and preventible morbidity, the result would be 
so startling as to arouse the whole country and create and enlist an 
awakened public opinion in support of the war against disease,, 
According to one authority the minimum estimate of the loss to India 
every year from mafaria alone lies somewhere between 147 and 187, 
crores of rupees. A nation’s health is perhaps the moBt potent single 
factor in determining the character and extent of its development, 
and progress and any expenditure of money and effort on improving 
the national health is a gilt-edged investment yielding immediate 
and steady returns in increased productive capacity. 

13. In drawing up a health plan certain primary conditions 
essential for healthful living must, in the first place be ensured. Suit¬ 
able housing, sanitary surroundings and a safe drinking-water supply 
are pre-requisities of a.healthy life. The provision of adequate health' 
protection to all covering both its curative and preventive aspects, 
irrespective of their ability to pay for it, the improvement of nutri¬ 
tional standards qualitatively and quantitatively, the elimination of 
unemployment, the provision of a living wage for all workers and 
improvement in agricultural and industrial production and in means of 
communication, particularly in the rural areas, are all facets of a 
single problem and call for urgent attention. Nor can man live by 
bread alone. A vigorous and healthy community life in its many 
aspects must be suitably catered for. Recreation, mental and physi¬ 
cal, plays a large part in building up the conditions favourable to 
sound individual and community health and must receive serious con¬ 
sideration. Further, no lasting improvement of the public health cam 
be achieved without arousing the living interest and enlisting the 
practical co-operation of the people themselves. 

MODERN TRENDS IN THE ORGANISATION OF A NATIONAL 
HEALTH SERVICE 

14. A study of the tendencies apparent in some of the more pro¬ 
gressive countries of the world in the development of organised health' 
services for the community has been of great assistance to us. 
Broadly speaking, the modern trend is towards the provision by the- 
State of as complete a health service as possible and the inclusion, 
within its scope, of the largest possible proportion of the community. 
The need for ensuring the distribution of medical benefits to all;, 
irrespective of their ability to pay, has also been recognised. The- 
general tendency appears to be towards basing the national health 1 
plan on a system of social insurance. Even in Soviet Russia, where 
medical care is free to fill, the cost of the Services is partly met fronv 
insurance funds, contributions towards these funds being made not 
by individual workers but by the factories and other institutions in 
which they work. We have come to the conclusion that, under the 
conditions .existing in the country, medical service should be free 
to,allwithout distinction-.aqd that the contribution from those who- 
Q&P afford to pay Bhould be through the ebanne) of general and local 
tfuc^tion. It yin be for the Governments of thq future to decide 
ultimately whether medical service should remain free to all olasse* 
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of the people or whether an insurance scheme would be more in 
accordance with the economic, social and political requirements of 
the country at the time. 

15. Taking into consideration the need for ensuring adequate 
health service for the .vast rural population of the country and the 
difficulty experienced in the past in attracting medical practitioners 
to the countryside, we have come to the conclusion that the most 
satisfactory method of meeting the situation would be to provide 
a whole-time salaried service, which would enable Governments to 
ensure that doctors are made available where their services are most 
needed. This conclusion is supported by the evideaee of a number 
of representatives of medical associations, of private individuals and 
several medical administrators. 

16. We have also come to the conclusion that the wholetime 
salaried doctors employed by the State should be prohibited private 
.practice. In our scheme the same doctor will combine in himself, 
at the periphery, curative and preventive health functions and it 
seems almost certain that, without the prohibition of private practice, 
his preventive duties will not receive the attention they require. As 
regards medical relief, there was a general agreement among those 
whom we interviewed that prohibition of private practice was essential 
in order to ensure that the poor man in the rural areas received equal 
attention with his richer neighbour. We have therefore recom¬ 
mended the prohibition of private practice to the full-time salaried 
doctors employed by the State and have, at the Bame time, suggest¬ 
ed scales of pay which, we believe, will provide reasonably adequate 
remuneration for the services they render. 

17. The utilisation of the services of suitable medical men outside 
the health service on a part-time or even on an honorary basis will 
also be advantageous and even necessary, particularly in the earlier 
stages of our health programme. In the cities and some of the 
larger towns in the country, general practitioners with high qualifica¬ 
tions and specialists are available for such employment. 

The Health Programme 

18. We have drawn up our health plan in two parts, one a compre¬ 
hensive programme for the somewhat distant future and the other 
a short-term Bcheme covering two five-year periods. We have 
ttaken the countryside as the focal point of our main recommenda¬ 
tions, for the debt which India owes to the tiller of the soil is 
Immense. When pestilence and famine sweep through the land, 
it is he who pays the heaviest toll and yet receives only the 
■scantiest medical assistance. Further, nearly 90 per cent, of the 
people in India live in the rural areas and the basic problem before 
the country is the provision of adequate health protection to this 
preponderatingly large section of the community. We have therefore 
■made the villager the chief beneficiary under our proposals. 

19. We shall first refer briefly to our proposals under the long- 
-term programme and then set out those which arc recommended 
for each of the two five-year periods, which constitute the short- 
(J&nn programme In doing so we shall take up. first the district 
health organisation in respect of each programme. The machinery 

f6r the organisation' and administration of the health services at 

-• 
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the Centre and in the Provinces constitutes an integral part of both, 
the long and short-term proposals and it will be described later. 

THE LONG-TERM PROGRAMME 

20. The large variations that exist in the density of population in 
different parts of the country make it impossible to formulate a plan 
which can be applied without modification over all the provinces. 
The desirability of associating the activities of the proposed health 
organisation with those of other Departments of Government such as 
Agriculture, Education, Animal Husbandry and Co-operation has 
been recognised and it is therefore considered advantageous that, as 
far as possible, the administrative district should be chosen as the 
area for the development of the scheme. The population* 
of individual districts vary considerably from over fivo millions to a 
few hundreds of thousands or even less in some cases and therefore, 
in presenting the plan, an arbitrary figure of three millions for a 
district has been chosen. For the sake of convenience it will be 
referred to as the three million plan. In implementing the proposals 
the details that are given will have to be modified in the provinces 
to as to suit the size and population of their individual districts. 

The Three Million Flan 

21. The district health organisation will have as its smallest unit 
of administration the primary unit, which will normally serve an 
area with a population of about 10,000 to 20,000. A number of 
such primary units (about 15 to 25) will together constitute a 
secondary unit and a varying number of the latter (about 8 to 5). 
will form the district health unit, the designation by which the 
district health organisation will be known. At each of the head¬ 
quarters of the district, secondary and primary units will be estab¬ 
lished a Health Centre as a focal point from which the different 
types of health activity will radiate into the territory covered by 
each type of unit. The District Health Centre will possess general 
and special hospitals with a total bed strength of about 2,500 and' 
all the consultant and laboratory services required for the diagnosis 
and treatment of disease on up-to-date lines. The administrative 
staff of the district health organisation will be located here and 
will exercise supervision over the district as a whole. Similarly, 
the Secondary Health Centre will be provided with hospital accom¬ 
modation of about 650 beds and with equipment and other facilities 
on a generous scale, although not up to the standard of the District 
Health Centre. The administrative staff of the secondary unit will 
be attached to the Secondary Health Centre and will exercise super¬ 
vision and control over the primary units included in it. The 
Primary Health Centre will have a 76-bed hospital and health 
administration over the area included in the primary unit will radiate- 
from this Centre. 
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The Primary Unit 

23. Each primary unit will have six medical officers, six public 
health nurses and a 75-bed hospital with the requisite nursing staff, 
and all these should be utilised for organising a combined curative 
and preventive health service in the area. Over and above the 
hospital nursing staff there are provided six public health nurses, 
who should be qualified nurses with training in midwifery and, in 
addition, in rural health work in its preventive and remedial aspects. 
Of these, four may be put on to preventive work in the homes of the 
people. Each nurse so engaged should be able to deal with the 
health of school children, the welfare of mothers and children, 
tuberculosis work and other activities in the houses within lur area 
of jurisdiction. The remaining two public health nurses and two 
medical officers will be available for organising and carrying out 
curative treatment in the homes of the people. 

The Secondary Unit 

24. The staff employed in a secondary unit will be considerably 
larger than that of a primary unit. The Administrative. Officer at 
the headquarters of the secondary unit will be responsible for the 
supervision and co-ordination of all curative and preventive health 
work in the whole area supervised by the secondary unit. There 
will be whole-time heads of the different departments of medicine, 
surgery, maternity, tuberculosis and pathology at the secondary unit 
hospital and they will perform the dual function of attending to the 
duties of their respective sections in the hospital and of inspecting 
periodically similar work carried on in the primary unit hospitals. 

25. In addition to these, the secondary unit provides for two 
senior public health nurses and two senior sanitary inspectors who 
will be responsible for supervising the work of the corresponding 
•officers in primary units. There is also an Assistant Public Health 
Engineer for supervising all activities in connection with environ¬ 
mental hygiene throughout the .area' controlled by the secondary 
mtit. 

The District Headquarters Organisation 

20. The provision for medical relief at the district headquarters 
is on a much larger scale than at a secondary unit. The number of 
beds in the hospital is 2,500 and the numbers of medical officers and 
other personnel employed are considerably greater than in a second¬ 
ary unit. The provision of 2,500 beds need not necessarily be made 
in one large institution. These beds include provision for medical, 
surgical, obstetrical and gynaecological cases as well as for patients 
suffering from infectious diseases, mental diseases, tuberculosis and 
others. A number of institutions can be grouped together conven¬ 
iently in the same area in order to provide the required facilities. 

27. The secondary unit and district headquarters hospitals, with 
their better equipment and superior type of medical personnel, will 
be the institutions to which the more complicated cases admitted in 
the primary unit hospitals will be removed. -The provision of ambu¬ 
lances and telephone connection between all the three types of 
hospitals are essential for ensuring that these institutions are utilised 
to the largest possible extent. 

28. At all the three types of hospitals (primary upit, secondary 
unit and district headquarters hospitals) social workers are be 
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employed. Their functions include, among other things, the visiting 
of the home of the patient in order to ascertain the causes underlying 
the disability for which he or she has sought the aid of the hospital 
and service as a connecting link between the hospital and the public 
in the treatment of the individual patient and the general health 
programme of the area concerned. Under our programme the 
treatment of disease has been approached not merely from the 
standpoint of affording the patient immediate relief but also from 
that of attempting to remove the causes which are responsible for 
his condition. 

29. The health organisation briefly described above is expected 
to produce a reasonably satisfactory service for rural and urban 
communities alike. It is based mainly on a system of hospitals of 
varying size and of differing technical efficiency. These institutions 
will play the dual role of providing medical relief and of taking an 
active part in the preventive campaign. Work in connection with 
maternity and child welfare, tuberculosis, leprosy, etc., will be 
carried into the homes of the people from the hospitals, the outdoor 
organisations in respect of each of them being closely related to these 
institutions. The diagnoBtio facilities that the large hospitals will 
provide will also contribute their share to the preventive campaign. 
The social workers attached to these institutions will help to provide 
that preventive bias to the treatment of individual patients, in . tha- 
absence of which the medical care bestowed on them may fail to 
produce lasting results. 

30. By the time the long-term programme is completed the 
hospital accommodation available in the country will have risen from 
the present figure of about 0-24 bed per 1,000 of the population to 
5-67 beds per 1,000. As regards health personnel, the numbers 
that will be required under certain categories and those now avail¬ 
able are shown below: — 


— 

Numbers required 
for the oomplete 
programme 

Numbers 

now 

available 

Doctors . 

233,630 

47.500 

Nurses (including publio health nurses) . 

670,000 

7,500 

(including existing 
health visitors). 

Midwives ...... 

112,500 

5,000 

Pharmacists .... • 

77,880 

75 

- w~ 


Is such a large increase in the numbers of the health personnel 
possible? An example of an unparalleled expansion of health 
personnel is furnished by Russia. In 1913 there were altogether 
19,785 doctors in that country. By 1941 the number bad risen to 
141,600, an increase of seven times within a period of 28 years. In 
India the increase required under these proposals is only about five 
times the existing number of doctors, to be achieved in a longer 
period. 
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THE SHORT-TERM PROGRAMME 

31. Our short-term proposals, which are intended to supplement 
and not supplant the existing health services, do no more than 
.present a general picture lor the guidance of tha Provinces. They 
constitute, in our view, the irreducible minimum if tangible results 

■ are to be produced. The plan includes proposals for the establish¬ 
ment of personal and impersonal health services. Under the former 
head we propose a jjro vince-wide organisation for combined prevent¬ 
ive and curative health work. This will provide, for each district, 
(1) a number of primary and secondary units, which are included in 
the district health unit and (2) special health services for mothers 
and children, school children and industrial workers as well as for 
dealing with the more important diseases prevalent in India, such as 
malaria, tuberculosis, venereal diseases, leprosy, mental diseases, 
and some others. The three important subjects of nutrition, physical 
education and health education have been dealt with in separate 
chapters in volume II of our report. Our recommendations regard¬ 
ing impersonal health services relate to town and village planning, 
housing, water supply, drainage and other matters regarding general 
sanitation. Specific proposals for the training of doctors, nurses and 
■other categories of health personnel, for medical research and certain 
-other important matters have also been made. 

The Province-wide Health Organisation 

32. While the outlines of the. general plan of the district health 
-organisation will follow those indicated for the long-term programme 
the plan will be less elaborate. We suggest that, in view of the 
insufficiency of funds and of trained personnel, each primary unit 
should cover, during the first ten years, a population of 40,000, that 
the primary health centre Bhouid have a dispensary with two beds 
for maternity and two for emergency cases, instead of a hospital and 
that the secondary health centre should start with a 200-bed hospital 
to be raised, by the tenth year, to 500 beds. We also suggest that 
‘the establishment of the district health centre may be postponed 
till after this period. The staffing and equipment of the health 
centres at the headquarters of the primary and secondary units will 
be on a reduced scale. In order to expand the existing meagre 
hospital facilities in rural areas we also suggest that a 30-bed hospital 
should be established, at the start to serve four primary units, and 
‘that, by the end of the first ten years, their number should be doubled 
>so that one such hospital will serve two primary units. 
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In the short-term programme the establishment of the organisation at the district headquarters is not contemplated. The 
administrative and supervisory functions exercised by the staff at the Secondary Health Centre will be on the lines indicated fqr 
the long-term programme. 


THE SHORT-TERM PROGRAMME 


34. The district health organisation should, from the start, be 
established in every district in a province. . This organisation should 
begin with five primary units and one secondary unit and these should 
be gradually increased to 25 primary and two secondary units at the 
end ^f the first ten years. The following tabular statement indicates 
the expansion we suggest for the health organisation in a typical 
■district:— 


Expansion of the scheme in a typical district 



First year 

Fifth year 

Tenth year 

Number of primary units 

5 

10 

25 

Number of dispensaries . 

5 

10 

25 

Number of 30-bed hospitals 

qlL 

2 

13 

Number of secondary units 

■ > ■. 

i 

1 

2 

Number of 200-bed hospitals 

i 

1 

1 

Number of 500-bed hospitals 



1 


Starting with about a seventh of the average population of a 
district in British India the proposed health organisation will, it is 
expected, serve half the population of individual districts by the end 
of the first ten years. 

The Primary Unit 

35. The primary health centre at the headquarters of the primary 
unit will be the focal point from which will radiate the various health 
activities contemplated hi our programme. For each unit the staff 
required during the short-term programme will consist of 2 medical 
officers, 4 public health nurses for outdoor duty, 1 nurse attached 
to the dispensary, 4 midwives, 4 trained dais (as an interim measure 
till a sufficient number of midwives becomes available), 2 sanitary 
inspectors, 2 health assistants, 2 clerks, 1 mistry, 15 inferior servants 
and 1 pharmacist. This staff, with the exception of the public henlth 
nurses, midwives and trained dais, should be stationed at the head¬ 
quarters of the primary unit, although their duties will extend over 
the whole area covered by the unit. The public health nurses, mid¬ 
wives and trained dais will be located at different places so as to 
make their services promptly available, wherever required. 

3fi. We consider that the health programme in India should be 
developed on a foundation of preventive health work and proceed 
in the closest association with the administration of medical relief. 
\ reduction in the demand for curative treatment can be secured 
only through successful preventive work. Both the doctors in the 
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primary unit should therefore perform curative and preventive health 
-duties. 


37. We have placed maternity and child welfare work in the fore¬ 
front of our programme. Attention has already been drawn the 
large number of preventible deaths, which occurs annually *niong 
■children under 10 years of age and among women in the reproductive 
age period as the result of causes associated with pregnancy and 
childbearing. The supreme importance of dealing immediately with 
this section of the population is therefore obvious. Further, a 
progressive improvement of the public health depends largely on 
promoting the hygienic mode of life among the people by educating 
"them towards this end. This education, should be carried out 
intensely among women and children in order to produce lasting 
results. The woman doctor, the public health nurse and the midwife 
■can carry the message of health to the homes of the people through 
"their numerous contacts with women and children. 

38. In the beginning the country will be faced with the necessity 
of providing, in many directions, services manned by imperfectly 
trained personnel with the ability to perform only limited functions. 
For instance, in order to promote school health work, selected school 
masters with limited training in the carrying out of certain duties 
will have to be utilised in the place of doctors and nurses until the 
latter become available in sufficient numbers. These teachers will 
work under the close supervision of the two doctors in charge of the 
primary unit in order to ensure that they carry out their duties 
■satisfactorily. 

39. No permanent improvement of the public health can be 
achieved unless the active participation of the people in the local 
health programme can be secured. We have therefore suggested the 
establishment, in each village, of a Health Committee consisting of 
five to seven individuals, depending on the size and population of 
the village. The members of the committee, who will of course be 
voluntary workers, can, after suitable training, help to promote 
specific lines of health activity. Their local knowledge and intimate 
contact with the noople should enable the members of the committee 
to influence the former to accept and actively advance the health 
measures which are designed to promote the public welfare. The 
•committee members should also be able to promote local effort, with¬ 
out payment, towards the carrying out of many measures which 
would otherwise prove prohibitive in cost. We consider that the 
development of local effort and the promotion of a spirit of self-help 
in the community are as important to the success of the health pro¬ 
gramme as the specific services which the, health officials will be 
■able to place at the disposal of the people. 

The Secondary Unit 

40. From the very start, a secondary unit should be established 
in each district. The secondary health centre, which will be 
established at its headquarters, will help to provide a higher type of 
medical service than that available in primary units as well as super¬ 
vision and guidance of the health activities in these units. When 
fullv developed, a secondary unit may be expected to cover an area 
with an average population of about 800,000. In order to co-ordinate 
health administration with the activities of other departments of 
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Government, it will be of advantage if the area of a secondary unit 
can be made to correspond to that of a sub-division in the district. 

Hospital Provision 

41. The anticipated numbers of new' institutions in the 11 
Governors’ Provinces at the end of the first six years and of the first 
ten years respectively are shown below:— 



No. of 
dispensaries 
with four 
beds 
in each 

No. of 
30-bed 
hospitals 

No. of 
200-bed 
hospitals 

No. of 
500-bed 
hospitals 

End of the first six years 

2,263 

639 

216 

Nil 

End of the ten year 
period. 

3,905 

1,990 

210 

139 


42. In addition there will be separate hospital provision for tuber¬ 
culosis, mental diseases and leprosy. The existing number of hospital 
beds in British India is about 73,000 and, with the proposed new 
provision, the total accommodation expected at the end of the first- 
five and first ten year periods will be as follows: — 

At the end of the first five years—Approximately 183,000. 

At the end of the first ten yea?s—Approximately 355,000. 

This programme of hospital expansion will raise the existing ratio 
of bed to population in the manner shown below: — 


Beds per 1,000 population 


At present 1 

End of five-year programme 

End of ten-year programme 

0-24 

0-55 

103 


As has already been pointed out, existing provision for 
accommodation in England and Wales is i '14 per 1,000 
population and in the United States 10-48 per 1,000. 


hospital 
of the 


Dental Service 

43 It will not be possible to develop even the beginnings of a 
dental service during the first five years of the programme because 
of the total inadequacy of existing dental personnel If our scheme 
of dental education should proceed satisfactorily it would ^ Possible 
to organise dental service on a modest scale during the next five 
years Our proposals include the establishment of dental sections 
ir the 500 and 200 bed hospitals at the secondary health centres as 
well as the provision of travelling dental units for service in the 
i Tf flip Tvropramtne is completed on the lines envisaged 

fZe "lita. TSTeTd of too 139 bo.pM. 

with 500-bed accommodation and 216 hospitals with 200 be s 1 
each The number of mobile dental units will be iiu. 
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44. Beference should also be made to certain other matters which 
we consider to be of great importance from the point of view of 
ensuring the success of the health programme we have recommended. 
They are briefly dealt with below. 

Housing Accommodation lor the Health Stall 

We consider the provision of housing accommodation for the health 
staff essential in the interests of efficiency. Every health adminis¬ 
trator is today faced with the problem of persuading doctors to settle 
in the villages. The absence in the rural areas of the amenities 
generally available in towns, including housing and water supply, is 
one of the factors retarding the flow of doctors from urban to rural 
areas. The same tendency is noticeable, though to a smaller extent, 
in respect of other types of health personnel. In the circumstances 
we consider the provision of housing is fundamental to the success 
of our scheme. 

Co-operation ol the Health Services with other Departments of 
Government 

The national programme of reconstruction should be developed 
on a broad front and, simultaneously with the inauguration of the 
health scheme, the reconstruction plans of other Departments of 
Government should he brought into operation in the same area. 

Village Communications 

We must emphasise the vital > importance of developing village 
communications in order to enable the health organisation to offer 
efficient service to the people. Without such development our whole 
plan for the rural areas may either be paralysed or lose the greater 
portion of its effectiveness. Further, the economic welfare of the 
village population largely depends on the development, of rural com¬ 
munications and we stress the need for giving high priority to sucli 
development.. 

Ambulance 

The provision of ambulances for the transport of patients is an 
important factor in the improvement of the efficiency of the health 
services. For each 30-bed hospital two motor ambulances and one 
animal-drawn ambulance have been provided in our scheme. 

Travelling Dispensaries 

In the sparsely populated parts of individual provinces it will be 
advantageous to provide travelling dispensaries to supplement the 
health services rendered by the primary health centres. 

Utilisation ol the Buildings, Equipment and Personnel made avail¬ 
able from the Army alter the War 

The needs of a modern Army have brought into existence a 
number of health services and the personnel, equipment and build¬ 
ings connected with these can, in many cases, be utilised in the 
development of our health programme. Anti-malaria units, hygiene 
squads, hospitals constructed for war purposes, military camps, large 
airfields with such amenities as roads, water-supply and lighting, 
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motor vehicles of various types, should all be made available, on 
easy terms, for the purpose of developing the health programme. 

.Delhi Province as a Demonstration Area 

Some of us are of the opinion that Delhi Province is particularly 
suitable for being made a demonstration area by implementing here 
•our proposals as well as those of other Committees which have pul 
•forward schemes for post-war reconstruction. 

•Objectives for the Third Five-year Term 

45. While the proposals outlined above relate to the first ten 
years of the health programme, certain broad suggestions are put 
forward as the objectives to be kept in view for the third five-year 
(term. 

(1) Hospital accommodation to be raised to 2 beds for every one 
thousand of the population. 

At the end of the first ten years our scheme provides for one bed 
(per 1,000 population. 

(2) Expansion of the scheme so as to cover three-quarters of the 
fpopuldtion of individual districts, wherever possible. 

(3) The creation of 12 new colleges in addition to the 43 to be 
•established during the first 10 years. 

(4) The establishment of a fourth set of 100 training centres for 
nurses. 

(5) The training of 500 hospital social workers.* 

ORGANISATION AND ADMINISTRATION 

40. On the administrative side we propose: — 

(1) a Ministry of Health at the Centre; 

(2) Ministries of Health in the Provinces and 

(3) local area health administrations. 

We consider it fundamental that the portfolio of health at the 
‘Centre and in the Provinces should be in charge of a separate Minister, 
so as to ensure his undivided attention being given to the develop¬ 
ment of the future health programme. The need for developing the 
health services in the closest possible eo-operation of the people has 


* Drs. Vishwa Nath and Butt foresee that diarchical conflicts will arise out 
of the application of these proposals for medical relief in the districts. In their 
view the existing machinery of medical relief, howev.er inadequate and unsatis¬ 
factory, is not ill-suited to furnish the foundations for evenly spread improve- 
rnients. They advocate as even a distribution of facilities accruing from increased 
personnel, accommodation and equipment, as the requirements of special institu¬ 
tions, geography and density of population may permit. On the other hand 
the others consider that, if the suggestion of these two colleague* is accepted, 
the result may be a congeries of unplanned accretions to the existing organisa¬ 
tions for medical relief end preventive health work and that one of the funda 
mental purposes underlying the health plan put forward in the report will not 
be fulfilled. The scheme is intended to promote, from the beginning, the 
development of remedial and preventive health work on a unified basis as well as 
to provide an integrated institutional and domiciliary service to the people. The 
■existing curative and preventive health services are, on the other hand, function¬ 
ing independently of each other with unsatisfactory results. In all progressive 
•countries the requirements indicated above are considered as essential features of 
s modern health organisation. For these reasons the majority consider that the 
•suggestion of Drs. Vishwa Nath and Butt would destroy the essential require¬ 
ments of the Committee’s plan. 
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already been stressed. Both in respect of legislation and of adminis¬ 
tration it is likely that some of the measures to be undertaken will 
offend existing social and religious practices. A Minister, who enjoys 
the confidence of the people and can secure their co-operation, can 
alone carry such enactments through the legislature and enforce their 
working in the country. 

47. After giving careful consideration to the question of the exist¬ 
ing distribution of health functions between the Centre and the Pro¬ 
vinces and to the large measure of autonomy that the latter enjoy 
under the Government of India Act of 1935, we have come to the 
conclusion that certain principles should be taken into consideration 
in formulating plans for future development. These principles are : — 

(a) That the wide measure of autonomy that has been granted to 
the Provinces should be respected to the utmost possible extent. Our 
proposals for the future will make for considerable changes in existing 
health administration and professional education and we therefore 
feel that, in carrying out these recommendations, the closest possible 
co-operation between the Centre and the Provinces will be essential. 
In order to minimise friction and to promote mutual consultation, 
between the Centre and the Provinces in the formulation of health 
policy and its implementation, there should be established a Central: 
Statutory Board of Health consisting of the Central and Provincial 
Ministers of Health. The Centre, with its larger resources in money 
and technical personnel, should help the Provinces with grtmts-in- 
aid for the development of tljeir health programmes and with suob< 
technical assistance as may be required. One of the important func¬ 
tions of the Board will be that of making recommendations to the: 
Central Government regarding the distribution of grants-in-aid. 

In our view the oo-operution that may be expected to develop, as 
the result of those proposals, between the Central and Provincial 
Ministers of Health on the one hand and between their administrative 
and technical staff on the. other, should create a firmer foundation for 
,the harmonious development of the health programme over the 
country as a whole than a reversal of the policy of decentralisation 
and a resumption of powers by the Centre to regulate and control 
development in the Provinces. We recognise that there will be cer-. 
tain exceptional circumstances in which the Central Government 
should have power to interfere in Provincial administration. It is, 
however, to be expected that the machinery for consultation and co¬ 
operation, which has been suggested above, should help to reduce 
these occasions to the minimum. Wo believe that a Centre acting 
with sympathy and imagination may well be able to hasten the pace 
of progress in the provinces by promoting a spirit of healthy competi¬ 
tion among them in their task of providing progressively higher 
standards of health administration in their respective areas. 

(b) The Ministry of Health. Central or Provincial, should be the 
ultimate authority responsible for all the health services operating 
within its jurisdiction and should have power to lay down and enforce 
minimum standards of health administration for those services which, 
are within the immediate control of other departments {e.g-, railways, 
prisons, labour, etc.). 

(c) There should be the closest possible co-operation between the 
Ministry of Health and other departments of Government in order- 
to promote the pooling of all the available facilities, curative and pre¬ 
ventive, in the interests of efficiency and of economy.. 
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(d) The Ministries of Health, Central and Provincial, should have 
the advice and guidance of technical experts in the planning and 
maintenance of their health services- As has been pointed out in the 
White Paper recently issued by the Ministry of Health in England 
embodying proposals for a national health service, “the provision of 
a health service involves technical issues of the highest importance 
and in its administration, hoth centrally and locally, there is room for 
special devices to secure that the guidance of the expert is available 
and does not go unheeded.” We recognise the need for such techni¬ 
cal guidance and have therefore incorporated in our proposals a recom¬ 
mendation for the creation of standing councils of experts at the three- 
levels of Central, Provincial and local area administrations. These 
councils will consist of representatives of the medical, dental, nursing 
and other professions. 

functions of the Central and Provincial Governments 

48. The main functions which we have recommended for the Cen- 
tral and Provincial Governments are broadly those for which they are 
responsible at present under the Government of India Act, 1935. In 
addition we have suggested that the Centre should take a definite- 
lead in planning and promoting the development of health services, 
preventive and curative, in the country as a whole. Provincial activi¬ 
ties in the field of health should be assisted and co-ordinated by the 
Centre through a system of grants-in-aid of approved schemes in the 
provinces and of technical assistance, where desired. Control of 
inter-provincial spread of communicable diseases, the sanitary control 
of inter-provincial traffic and the enforcement of standards regarding 
food and drugsj in inter-provincial commerce should also be important 
functions of the Central Government. 

In certain exceptional circumstances, the Centre should have 
power to take direct- action in a province in the interests of the country 
as a whole. Such intervention should, as far as possible, be after 
consultation with the proposed Central Board of Health and, in cases 
requiring urgent action before such consultation could take place, the 
matter should be brought to the notice of the Board with the least- 
possible delay. 

49. We have recommended the establishment, in the provinces, of 
Provincial Health Boards and of Provincial Health Councils with 
composition and functions similar to those of the Central Board and 
Central Council. 

Central and Provincial Health Services 

50. The principal technical adviser to the Minister of Health will 
be the Director General of Health Services at the Centre and the 
Director of Health Services in a Province, who will function in each 
ease as the single administrative officer for the curative and preventive 
departments of health- These officers will be assisted by a suitable 
number of Deputy and Assistant Directors General or Directors as 
the case may be, who will be in charge of different functions. 

Recruitment and Contro' of the Central and Provincial Health Services- 

51. The following principles should, we recommend, guide the- 
authorities concerned with the recruitment and control of the future 
Central and Provincial Health Sen-ices in India: — 

(1) There should be separate and independent Central and Pro¬ 
vincial health services appointed and controlled by the Central and 
Provincial Governments respectively, the venue of recruitment for 
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‘both being India. Becniitment to these services will be restricted 
to persons living in India except in the case of a small number of 
posts in. connection with teaching and research institutions, for which 
it may be necessary to obtain suitable persons from outside the 
country. Such persons should be recruited from abroad on short¬ 
term contracts, every effort being made within the period of the 
contract to train a suitable Indian for the post. 

(2) Appointments to posts in the teaching and research institu¬ 
tions should be made purely on merit. One-third of the general 
health service posts should also be filled on merit. In filling up the 
remaining posts consideration may be given to the need for communal 
representation, every community being given its share of the 66§ 
per cent in accordance with the proportions laid down by the Gov¬ 
ernments concerned. Of the candidates from individual commu¬ 
nities the best available should be chosen. After admission into 
the health services promotion to higher posts should be regulated 
solely by merit. 

(3) To secure opportunities for wider experience there should be 
•exchanges of officers between the Centre and the Provinces to be 
arranged by mutual agreement. 

(4) A proportion of the posts in the Provincial Cadres should have 
the same salary and status as in the Central service, so that the 
exchange suggested above may be facilitated. 

(5) The Central and Provincial Services should be maintained as 
purely civil organisations. 

(6) All members of these services should have opportunities of 
■gaining experience of both urban and rural health work.. 

(71 There should be no reservation of posts under the Central or 
Provincial Governments for the civil branch of the Indian Medical 
Service.* 

Health Administration in Local Areas. 

52 We envisage a comprehensive health service, the success of 
which will mainly depend upon the fulfilment of the following condi¬ 
tions : (a) recruitment of the staff and the conditions of service should 
he on similar lines throughout the province so as to permit of the 
•enforcement of fairly uniform standards of performance over the 
whole area and (b) there should be continuous and effective super¬ 
vision by the higher technical staff over the work of the health per¬ 
sonnel even in remote villages. 

53. District Health Board .—These conditions can be fulfilled only 
bv a health service maintained hv a single authority and not through 
a number of separate services controlled by different local bodies. At 
the same time it is essential to associate the public with the formula¬ 
tion of health policy and with its implementation. We therefore re¬ 
commend that, so far as health is concerned, in the place of the 
existing multiplicity of local health authorities with their separate 
staffs there should be a single health authority over the -whole area 
•operating through a unified executive staff. This authority may be 
designated the District Health Board and its jurisdiction will, in due 
•course, extend over the district as a whole. 

* In the place of a Central Ministry of Health Drs. Vishwa Nath and Butt 
propose a Central Board of Health with a Technical Secretariat discharging 
■specific functions. Their views on the recruitment of the health services are also 
different from those set forth above. Their views and our observations on them 
are given in paras. 27—31 of Chapter XVII of Volume II of the report. 
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54. We consider, however, that the deprivation of the health func¬ 
tions exercised by local bodies should be limited only to such as are 
in our opinion unlikely'to. be able To maintain the standard of service 
"we have recommended. We therefore suggest that certain large 
municipalities such us Calcutta, Bombay, Madras and Karachi, which 
-are governed by their own Acts, as well as other municipalities having 
a population of at least 200,000, which may be considered by the Pro¬ 
vincial Government us being in a position to maintain an independent 
health service of the required technical efficiency, may be excluded 
from the jurisdiction of the District Health Board. AH these large 
municipalities should develop and maintain health organisations on 
the lines suggested by us. 

55. In the early stages of the programme only limited areas in 
each district will be brought within the operation of our seheme. In 
these areas there will be, as shown above, a unified health authority 
with a provincialised health service covering all categories of per¬ 
sonnel. For the areas outside our scheme we recommend that, in 
order to secure an improvement of the health administration of exist¬ 
ing local bodies, certain legal and administrative measures which have 
been taken in the province of Madras should be applied in other 
provinces also. 

56. We have suggested that representation of the people on the 
Board should be partly secured by direct election by the people and 
partly by election, from their own ranks, by the local bodies in the 
areas covered by our seheme. We have also suggested, that, follow¬ 
ing the lines laid down in the Madras Public Health Act, 1939, every 
municipality included in the area under our scheme should bo required 
statutorily to contribute to the District Health Board not less than 
30 per cent, of its income from all sources other than Government 
grants and that every District Board or panchayal should similarly 
contribute not less than 12£ per cent, of its income from such sources. 
Obviously the actual amount of the contribution in each case will 
depend on the proportion of the population under the local body con¬ 
cerned, which is brought within our scheme. Such contributions and 
any grants sanctioned by the Provincial Government will constitute 
the funds to he administered by the Board. 

57. While the Board will enjoy a large measure of autonomy in 
•order to ensure that local opinion in the district is permitted to in¬ 
fluence health policy, it is essential that the Provincial Minister o( 
Health should have the power of ensuring compliance by the Board 
with the general policy laid down by him: We have also recommended 
that certain legal provisions that exist in the Province of Madras en¬ 
abling the Chief Administrative Officer of the Public Health Depart¬ 
ment to recommend specific action by local health authorities in parti¬ 
cular directions for the improvement of the public health and to en¬ 
force the carrying out of such recommendations, subject to the con¬ 
currence of the Provincial Government, should be made applicable 
to all the areas under our scheme. 

Recruitment and Control of the District Health Service 

58. After giving careful consideration to the question as to whether 
the recruitment and control of the district health service should rest 
with the Provincial Government or with the District Health Board 
concerned, we have come to the conclusion that the balance of ad¬ 
vantage is heavily in favour of the provincialisation of this service. 
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Iu our view, such provincialisation should extend over all the posts 
in the district health organisation because,' if a certain number of 
the more responsible posts are provincialised and the others are left 
under the Board, the resulting dual control must, we believe, lead to 
inefficient administration. 

59. The district health organisation will be in charge of an officer 
to be designated the Officer in charge of the District Health Service. 
Under our proposals he will be a Provincial Officer whose services are 
lent to the Board. He should be responsible for carrying out the 
health policy laid down by the Board and we recommend that he 
should be its Secretary. This officer will be removed by the Provin¬ 
cial Government if a recommendation to that effect is passed by the 
Board by a two-thirds majority, taking into consideration its full 
strength. 

District Health Council 

60. We have already recommended the creation of a District 
Health Council consisting of representatives of different professions 
( e.g ., those of doctors, dentists, pharmacists, nurses etc.) from the 
registered members of which the health service will be recruited. The 
functions of the Council will correspond to those of the Provincial and 
Central Health Councils. We recommend that the Officer in charge 
of the District Health Service should be the Chairman of this Council.* 
Salaries. 

61- We have given considerable thought to the question of the 
scales of pay to be proposed for the health staff. Obviously the 
country cannot afford rates of remuneration which arc out of all rela¬ 
tion to its national income and are higher than those which economic 
conditions demand. Further, too generous a provision on salaries 
may well wreck or at least greatly handicap the implementation of 
any large scale health programme. The question of salaries, more¬ 
over, is not one which concerns medical and public health personnel 
alone. The necessity for establishing some measure of parity be¬ 
tween the various .Provinces in the matter of the salaries of their pub¬ 
lic health staff has been strongly impressed on us by a Provincial 
Minister of Public Health. Another important consideration, in de¬ 
termining the scales of pay, is that of the competitive attraction pro¬ 
vided by non-Stute employers. In the circumstances we feel that the 
subject is of such complexity and importance as to require compre¬ 
hensive examination at the hands of an ad hoc all-India Committee 
which should include medical men. The results of such examination 
will be of the utmost value to the Central and Provincial Governments. 
We have, therefore, recommended the establishment of such a Com¬ 
mittee. For the purpose of estimating the cost of our proposals we 
have either adopted existing rates or assumed scales of pay which 
appear to us prima facie to be generally not unreasonable. 

THE NUTRITION OF THE PEOPLE 

62, The national health campaign is concerned not only with the 
prevention of disease but also with the development of a healthy 

* Mr. P. N. Sapru holds views which are different from those of the other 
members regarding the constitutional aspects of certain of the proposals outlined 
above as well as the suggestion for a modification of the existing form of local 
health administration. His views are embodied in two minutes of dissent which 
are appended to Chapter XVII of Volume II of the report. Our reply to his 
remarks regarding local self-government will be found in paras. 58—61 of the 
same chapter 
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-and vigorous population and improved nutrition plays a vital part 
in preventing sickness and in promoting positive health. 

03. Under-nutrition and malnutrition exist widely in .the country. 
According to the Director, iNutrition liesearcii Laboratories, 
Uoonoor, an insufficient and ill-balanced diet giving only about 175C 
calories per day (as against the needed 2400 to 3000 calories) is 
typical ot diets consumed by millions in India. Apart from inade¬ 
quate nutrition being responsible for a lowering of the general standard 
of health of the individual, continued insufficiency of certain food 
factors in the diet will produce specific forms of disease. Such 
diseases are prevalent, to a varying extent, in different parts of the 
country. For instance, beri beri is not uncommon among adults 
and infants in the Northern Circars of the province of Madras, osteo¬ 
malacia and rickets are prevalent in certain parts of Northern India, 
keratomalacia is a common cause of blindness in South India and 
goitre is not infrequent among the communities living in some parts 
of the Himalayan and sub-Himalayan regions. 

64. The main defects of the average Indian diet are an insuffi¬ 
ciency of proteins, mineral salts and vitamins. A general raising of 
•dietary standards throughout the country is basically an economic 
problem, the solution of which depends on the scientific development 
of agriculture, animal husbandry and fisheries and the simultaneous 
development of industrial resources. We consider that food planning 
should have, as its ultimate objective, "the provision of an optimum 
diet for all, irrespective of income, and plans should be laid to reach 
the objective by forced marches, stage by stage, within a specified 
period of time.” 

65. As the average Indian diet is inadequate in respect of the 
quality and quantity of the protein consumed, one of the most urgent 
needs is the raising of protein consumption to the required level. 
Proteins of high biological value are of animal origin. A certain pro¬ 
portion of the protein consumed each day should be proteins of this 
type. We shall deal with three articles of food in this connection, 
namely, milk, fish and food yeast. Urea as a cattle feed deserves 
consideration in connection with increasing the availability of meat 
and its production will also be referred to briefly. 

Milh .—The Director of Nutrition Research Laboratories, Coonoor, 
has suggested the inclusion of 8 ozs. of milk per day in the average 
Indian diet in order to improve its quality. Expectant and nursing 
mothers and children up to 14 years of age will need much more. 
We have suggested that, taking into consideration the existing 
demand for milk products, the target for realisation in the near 
future should be an increase in milk production to the extent of at 
least 110 per cent. 

It has been brought to our notice that, very recently, the pro¬ 
duction of synthetic milk which, it has been claimed, has the same 
nutritive value as natural milk, has been developed on a laboratory 
scale in Grrat. Britain. In view of the importance of the indie 
problem in India we desire to emphasise the need for immediate 
investigation into the claims put forward on behalf of synthetic milk 
and for promoting its production in India on a large scale, if these 
claims are justified. 

Ft ah.—India’s long coast-line, her numerous rivers, lakes and 
tanks afford great opportunities for developing the fish industry. 
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The total production of fish in India, both fresh water and marine 
is estimated at less than two crores of maunds per annum as against 
9£ crores of maunds, the estimated requirement of Bengal alone- 
where 90 per cent, of the people eat fish. These figures should help to 
give some idea of the extent to which the fish industry will have 
to be developed in India. 

Food yeant .—Yeast iB of value as a supplement to poor Tndinn 
diets because of its richness in proteins and vitamins of the ‘B’ group. 
Certain strains of yeast, which can be grown on molasses, produce- 
palatable products of high nutritive valut. We strongly recommend 
the immediate investigation of the possibility of producing food 
yeast on a large scale in India. 

Urea .—It has been brought to our notice that, while the pro¬ 
duction of animal proteins, such as meat and milk, through" a 
process ot feeding natural foods to certain animals is a costly and 
uneconomical process, a simple chemical, urea, which can be pro¬ 
duced in abundant quantities at a low cost, when fed to ruminants 
is converted largely into proteins of the animal body. The production 
of urea may be linked with the process of manufacturing synthetic 
nitrogenous fertilisers and it is thus possible to promote the manu¬ 
facture of both cattle food and plant food at the same time. We 
strongly urge that this suggestion should be carefully investigated 
without delay. 

66. Our further suggestions for improving the nutrition of the 
people include the production, in India, of the different vitamins in 
sufficient quantities to meet the requirements of the country as well' 
as the provision of facilities for the storage, transport and distribution 
of food, particularly of perishable articles such as milk, fish and fruit. 

67. Prevention of food adulteration .—The subject of food adultera¬ 
tion was recently investigated in detail by a Committee of tKe- 
Central Advisory Board of Health. We support all its recommenda¬ 
tions and, in particular, desire to draw the attention of the Gov¬ 
ernments in the country to three of these, namely, the establishment, 
on a permanent basis, of a standing Central Committee for Food 
Standards, which wc understand has now been created by the- 
Government of India on a temporary basis, the formation of 
provincial cadres of public analysts and the establishment of food 
laboratories in association with central and regional bacteriological 
laboratories in the Provinces. 

68. Lastly, in order to secure an improvement in the quality ol 
the food made available to the public, we recommend that the 
principles of the Agricultural Produce Grading and Marking Act, 
which now applies only to agricultural products, should be made- 
applicable to articles of food other than agricultural and that early 
action should he taken to give effect to this suggestion. 

HEALTH EDUCATION 

69. According to modem conceptions, health education includes 
“not only instruction in purely health matters, but also those activi¬ 
ties which are likely to influence favourably an individual’s health 
knowledge, health attitude and health habits. Health education 
must promote health and health consciousness, and these are best 
nehieved when health practices become part of an individual’s dailv 
life ” 
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70. Health education is gradually taking its proper place in the 
life of the people in India, but progress has so far been slow. The 
teaching of hygiene is compulsory in all ordinary schools and it is 
also a subject of study in the curriculum of ail normal schools and 
teachers’ training institutions, but the standards of teaching vary 
from province to province. “The low standards of personal and 

environmental hygiene met with in many schools. lead 

to the conclusion that something is wrong with the content of the 
syllabuses and the methods of teaching hygiene both in training 
institutions for teachers and in schools for children.’ 

71. As regards the general population, health education is 
mainly carried out by the provincial public health departments. In 
most provinces a special health propaganda organisation exists in the 
office of the Director of Public Health, in certain provinces a good 
deal of hygiene publicity work is also being done in the rural areas by 
some other departments of Government. For instance in the Punjab, 
the Rural Reconstruction Department and the Go-operative Depart¬ 
ment have been actively co-operating in the health education of the 
people. In no province, however, has health education come up to 
the standard reached in the more advanced countries. 

Our Recommendations 

72. We support the recommendation of the Central Advisory- 

Boards of Health and of Education thar the instruction of school 
children in hygiene should begin at the earliest possible stage. Such 
instruction in the early stages should be entirely practical and devoted 
to the formation of health habits and the promotion of personal 
hygiene. It is particularly important that the student should see, in 
actual operation, the sort of hygienic and sanitary arrangements he 

is taught nnd encouraged to demand for himself. School clubs, 

societies such as the Indian lied Cross Society and the St. John 
Ambulance Association and organisations like the Boy Scout, Girl 
Guide, Hindustan Scout and Brntachnri movements can actively 

help in the development of the health education programme for 

school children. 

Health Education of the General Population 

73. The main responsibility for assisting and guiding the health 
education of the general population should rest on the health depart¬ 
ments of Governments and the establishment is recommended of 
properly constituted .Health Publicity Bureaux as part of the Central 
and Provincial Health Departments. One of the functions of the 
Central Health Publicity Bureau should be participation in the active 
promotion of health education among all sections of tiie population 
and the giving of suitable advice and help to provincial health 
departments in organising health propaganda in their own territories. 
Another important duty of this Bureau should be the publication of 
an Indian Health Journal. 

74. The organisation of health propaganda is a highly specialised 
task and it. should therefore be entrusted to persons capable of 
producing results. The methods of propaganda which commercial 
organisations, such as the Indian Tea Association, have employed 
with great success should he studied and adapted. ^sHar as practic¬ 
able, in the development of the health aAfemiou campaigS 
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75. The establishment of permanent health museums in the larger 
Towns and cities is also recommended. 

PHYSICAL EDUCATION 

76. Till the beginning of the twentieth century no one looked upon 
physical education as an integral and important part of general 

-education. During the last 20 years revolutionary changes have taken 
place in all civilised countries in the concept and content of physical 
education and training. 

77. Something has been done in India to give physical education 
and training then proper place in the educational structure, but a 
great deal remains to be accomplished. There is a great dearth of 
suitable teachers qualified to impart instruction hi this important 
subject. We require many suitably equipped aud stuffed physical 
education schools and colleges in the country. At. present there are 
-only five physical education colleges in India. At a rough estimate 
the total number of physical framing teachers trained at these 
-institutions during the last 20 years, does not exceed 3,000—far too 
email a number lor the needs of the country. 

Our Proposals 

78. (aj The training of physical education instructors. — ior tiie 
proposed post-war schemes of education thousands of qualified 
physical training teachers will be required. We therefore recommend 
that there should be one or two physical training colleges in each 
province. Each institution should grant a recognised qualification. 
In addition, physical education should be made a compulsory subject 
-in normal schools. A certain number of qualified physical trainiug 
-instructors should be sent abroad at State expense for higher training. 
■On return they should be employed in responsible administrative and 
-teaching posts, where their special training would be of value. 

79. (b) A physical training programme for the community. —In 
•the beginning it may be advantageous to develop a single organisation 
to serve the needs of school and college students as well as of the 
.general public. The school master, because of his general education 
and of the influence he is able to exert on successive groups of 
pupils, is in a position to evoke a favourable response from the 
public in the matter of physical education and culture. He should 
.therefore be utilised for developing a physical education programme 
'for the adult population. It will be necessary to establish a suitable 
•organisation in each province and this may, with advantage, be made 
part of the Provincial Education Department. It is essential that 
this organisation should establish close liaison with the Health 
'Department. 

The national physical education programme should include indige¬ 
nous games, sports and folk dances. A blending of the old and the 
new in an attempt to evolve a sound scheme of physical culture is 
advisable. In this programme separate provision should be made for 
•students, the male adult population and for girls and women. 

HEALTH SERVICES TOR MOTHERS AND CHILDREN 

80. We have drawn attention to the high rates of morbidity and 
mortality prevailing among mothers and children in this country. 
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Measures directed towards a reduction of sickness and mortality 
among these sections of the community must have the highest 
priority iu our programme of health development. 

The Primary Unit .—The staff available for health service for 
mothers and children in a primary unit will consist of a woman doctor, 
four public health nurses, four midwives and four trained dais. The 
provision for institutional service will consist of a dispensary at the 
headquarters of the unit aud a hospital of 30 beds serving four such 
units together. At the dispensary there will be provision for lour 
beds, of which two will be for maternity cases. In the 30-bed 
hospital six beds will be set apart for maternity and gynaecologies 1 
cases and there will be four cots for children. 

81. At the headquarters of each primary unit and in the places 
in which 30-bed hospitals are located, the services of a medical officer 
will be available and there will also be provision for a small number / 
of maternity beds. With these facilities it should be possible to 
organise a maternity and child welfare centre on a reasonably efficient 
basis. Its range of activity can be expanded as and when more trained 
personnel and funds become available and communications improve. 
The functions of the centre will include the following: — 

(a) to get in touch with as many preguant women in the area as 
possible and to persuade them to visit the clinic regularly, so that 
periodical examinations may be carried out and a record of their 
medical history kept; 

(b) to provide for the skilled assistance of a midwife or trained 
dai at the time of delivery and for domiciliary visits by her for two 
weeks thereafter; 

(c) to keep the mother and infant under observation, if possible, 
for a year; 

(d) to teach mothercraft in all its branches and to inculcate sound 
hygienic habit® in the mother and child^ 

(e) to keep children under observation, if possible, till five years 
of age; 

(f) to organise periodical talks, by suitable persons, for husbands 
and fathers in order to secure their co-operation in the development 
of a healthy and happy home and 

(g) to aim, in general, at becoming the focus of social activity in 
the area aB far as mothers and children are concerned. 

Whenever practicable, a playground for children of two to five 
years of age should be provided as close to the centre as possible, 
with toilet accommodation for mothers and children and with bathing 
facilities. 

82. In the other three circles of each primary unit, to which we 
have already referred in describing the short-term health organisation, 
the resident staff will be only a public health nurse, a midwife and a 
trained dai. The woman medical officer of the unit should visit the 
headquarters of each of these units once a fortnight. The public 
health nurse should hold a weekly session while the woman 1 medical 
officer should attend every alternate session. The same lines of 
activity should, a£ far as possible, be followed in the peripheral circle 
as those described for the maternity and child welfare centre at the 
headquarters of the primary unit. 
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ad. i’iie Secondary Unit. —The 200-bed hospital at the head¬ 
quarters of the secondary unit should have about 50 beds reserved 
for maternity and gynaecological cases. In the second five-year 
period of the short-term programme the 200-bed hospitals construct¬ 
ed during the first five years will, it is hoped, be enlarged so as to 
provide 500 beds. In this case the provision for maternity and 
gynaecological cases should be raised to about 125 beds. The better 
facilities thus made available in these institutions will make a higher 
type of service possible, while the telephone and ambulance organiza¬ 
tion, which we have recommended, will help to extend these facilities- 
to the more serious cases occurring in the primary units. 

-84. The Provincial Headquarters. —At the headquarters of each 
province there should be, on the establishment of the Director of 
Health Services, a competent woman doctor with wide experience 
in the organisation of health services for women and children. 

Social and Economic Factors 

85. The two most important among these factors are inadequate 
nutrition, including malnutrition and under-nutrition, and the strain 
resulting from over-work in the home or outside. 

Nutrition. —The pregnant woman, nursing mother and the grow¬ 
ing child require a more generous and nourishing diet than the general 
population and the health services for these two sections of the 
population, howsoever elaborate and efficient, will fail to produce 
satisfactory results unless simultaneous measures are taken to 
improve their nutrition. An annual provision has been suggested in 
the budget of each primary unit in order to enable the woman medical 
officer to make suitable additions to the diet of pregnant women, 
nursing mothers and growing children. 

Overwork. —The strain resulting from overwork affects a woman’s- 
health both during pregnancy and in the postnatal period. In the 
chapter relating to industrial health the grant of maternity benefits 
and compulsory abstention from work for a period of six weeks before 
and six weeks after confinement are recommended for all women 
employed in industry. We have suggested that these concessions 
should, in due course, extend to all women gainfully employed outside 
their homes. 

Nurseries 

86. The provision of uurseries or creches to relieve the mother, 
especially the working woman, from her responsibility for the care 
of the child during her hours of work, has been a noticeable develop¬ 
ment in all highly industrialised countries. In this connection we 
wish to draw' attention particularly to what has been accomplished 
in the Soviet Union for the development of nurseries as an integral 
part of the child welfare organisation ( vide Appendix 18, Volume III). 
The nursery in Soviet Russia serves a three-fold purpose, via., that 
of relieving the mother, of caring for the child and of educating the 
mother and child. The aim is to make children healthy in body and 
mind, to draw out their innate faculties and to make them self-reliant. 

Maternity Homes 

87. The establishment of private maternity homes, in response 
to the growing demand ©f the public for institutional facilities for 
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confine ment, is a noticeable feature in some of the larger urban 
centres. The strictest possible control should be exercised by local 
health authorities over the establishment and maintenance of such 
institutions. The provincial Ministry of Health should prescribe 
suitable standards in respect of these homes and should see that 
they are enforced. 

HEALTH SERVICES FOR SCHOOL CHILDREN 

88. In India, school health services are practically non-existent, 
and where they exist, they are in an undeveloped state. 

The Functions of a School Health Service 

89. The duties to be performed by a school health service fall into 
two main groups: (i) health measures, preventive and curative, 
which include (a) the detection and treatment of defects, physical 
and mental and (b) the creation and maintenance of a hygienic 
environment in and around the school, and (ii) measures for promot¬ 
ing positive health. The last should include (a) improvement of the 
nutritional state of the child, (b) physical culture, and (c) health 
education by formal instruction and the practice of the hygienic mode 
of life. 

The duties enumerated in (i) above should be performed by the 
health organisation while those indicated in (ii) will devolve on the 
teacher. There should, however, be close co-operatiou between the 
health and education staffs. 

Some General Suggestions 

90. (i) In each primary unit the male medical officer should 
normally be put in charge of the school health service, 

(ii) To begin with, this health service should be restricted to 
primary school children, their number being limited to 1,000, which 
is as much as the medical officer can look after efficiently. 

(iii) At least two teachers from each school should receive training 
in certain elementary health duties and should receive an additional 
remuneration for attending to such duties. 

Stages of Development 

91. The proposed school health organisation should first be 
developed in an area close to the headquarters of a province, in asso¬ 
ciation with the Department of Preventive Medicine in the medical 
college located there. The second stage would mark the extension of 
the school health programme to the districts in two steps, namely, 
to the headquarters of the secondary units and subsequently to the 
headquarters of individual primary units. Two more stages are en¬ 
visaged, these being extensions of the scheme so as to include (1) the 
whole area of individual primary units and (2) the students of 
secondary and high schools and of colleges. 

92. The school health work to be carried out in a primary unit 
should include all the main functions of a school health service to 
which wo have already referred. We suggest that a school clinic 
should be established at the headquarters of each primary unit to 
perform duties in connection with the school health programme in 
the same manner in which the maternity and child welfare centre 
we have recommended is intended to help in the promotion of health 
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work among mothers and children. Besides providing treatment for 
minor ailments to the pupils in all the schools included in the 
scheme, the clinic should undertake certain specialised types of 
service such as dental care and the treatment of conditions relating 
to the eye, ear, nose and throat, which are relatively common among 
children. Such provision will be supplemented by a certain amount 
of routine treatment carried out in the school by the two specially 
trained teachers referred to above, under the guidance and supervision 
of the school medical officer. Follow-up work in .the homes of the 
children by the public health nurse in order to discover and rectify, 
as far as possible, such defects in the home environment as are 
responsible for the illhealth of the pupil is also an important part 
of the preventive school health campaign 

93. We desire to see the school clinic developed into an organisa¬ 
tion for bringing together the children, the parents and the teachers. 
For this purpose periodical meetings should be arranged at which 
interesting and educative programmes should be developed. Educa¬ 
tional films can be shown, short talks on health matters arranged 
and people with special talent for music and other forms of enter¬ 
tainment, whether among the pupils, teachers or parents, encouraged 
to play their part towards making such gatherings a success. The 
atmosphere of goodwill that can thus be developed will be of 
advantage to all. 

Co-operation between the Health and Education Authorities 

94. The District.—If our suggestions for the future development 
of local self-governing institutions are carried out, there will be a 
District Health Board and a District Education Board functioning 
over practically the whole area of individual districts. In each 
district, a Joint Committee of the District Health and District 
Education Boards should be established and this body should be 
responsible for ensuring that the necessary co-operation between the 
health and education authorities is secured. 

95. Provincial headquarters .—At the headquarters of the province 
-there should be a Co-ordinating Committee with the Director of 
l’ublic Instruction and the Director of Health Services as members. 
The managements of private schools and of approved associations of 
teachers and of parents should also be represented on this Committee, 
which will advise Government on all matters relating to school health 
■administration, including the distribution of grants-in-aid. 

OCCUPATIONAL HEALTH INCLUDING INDUSTRIAL HEALTH 

96. The conditions affecting the health of the worker may, broadly 
•speaking, be divided into two groups, namely, those which he shares 
with the other members of the general community among whom he 
lives and those which are associated with the occupation he pursues. 
In regard to the latter there may be special hazards to health arising 
out of particular occupations. The development of anthrax by those 
handling wool or skins and hides or poisoning by lead, chrome and 
other substances which are used in a variety of trades or manufactur¬ 
ing processes are examples of such special hazards. There are also 
other factors which have their influence on the health of the worker 
and these include the lighting, ventilation and general sanitation of 
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the workshop or factory, the dust and noise associated with the work¬ 
ing environment and the provision that exists for rest pauses, meals 
and personal cleanliness. Over and above the general provision for 
health protection which the worker can share with the other members 
of the population, he has the right to claim that special measures 
should be taken to counteract the adverse effects of those factors 
which are associated with his occupation. The provision of such 
special health measures is the function of an industrial or occupational 
health service. To a greater or less oxtent, all those who are gain¬ 
fully employed outside their own homes 'will require the services of 
the occupational heulth organisation. While recognising this as the 
ultimate objective we realise that, in the immediate future> Govern¬ 
ments will have to concern themselves with measures mainly for 
industrial workers, including within that term those who are employed 
in factories, docks, mines, plantations, transport services and certain 
other occupations. 

The Functions of an Industrial Health Service 

97. The functions of* an industrial health service have been well 
described in the following words by the Social and Preventive Medi¬ 
cine Committee of the Royal College of Physicians, London, in their 
Second Interim Report which deals with industrial medicine:— 

(a) to promote the general health of the worker by providing 

a good working environment and fitting him to the 

latter; 

(b) to prevent occupational disease; 

(c) to assist in the prevention of injuries at work; 

(d) to organise a service for emergency treatment; 

(e) to help in restoring the injured and disabled to full working 

capacity; 

(f) to educate workers in the preservation of health and promo¬ 

tion of wellbeing and 

(g) to promote research and investigation. 

These may be accepted as the objectives to be aimed at in organising 
an industrial health service in India. 

98. The proposed industrial health service will not minister to 
the general medical needs of the workers. This function will have to 
be performed by the health service for the community as a whole. 
The industrial health organisation is intended to meet the 
needs of the worker in respect of that group of factors affect¬ 
ing his health which are associated with the occupation he pursues. 
The two services are complementary to each other and will together 
provide him with adequate medical care. The industrial health 
organisation should form an integral part of the Provincial Health 
Department and should be developed as such. 

99. We understand that the creation of a Central Health Insur¬ 
ance Fund, which will be raised by contributions from Government, 
employers and workers and will be utilised for the benefit of the 
workers, is under contemplation. If the proposed Central Fund 
comes into existence, it should be possible, by grants from it to pro¬ 
mote the development of an even higher level of general health 
service for industrial workers than that envisaged under our short¬ 
term scheme for the community. Further grants from this fund, if 
available, could be utilised for establishing an industrial health organi¬ 
sation on the lines indicated above. 
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100. While these proposals for an industrial health service will 
obviously take time to materialise, we have put forward certain 
recommendations for early consideration and appropriate action by 
Governments. These recommendations cover a wide field and it is 
only the more important ones among them that are referred to here. 
For more detailed information reference should be made to Chapter 
X of Volume II of our report. 

Maternity Benefit 

101. The maximum period for maternity benefit for women 
workers under the different Provincial Acts is four weeks before and 
four weeks after childbirth. Under the International Labour Con¬ 
vention the period recommended is six weeks in both cases and we 
endorse this recommendation. During these periods a woman worker 
should be paid her full wages, because it is just at this time she 
requires nourishing food and spepial treatment. 

Hours of Work 

102. From the health point of view, we recommend that the maxi¬ 
mum hours of work should be reduced to 45 hours a week, i.e-, 8 

hours a day for five days and 5 hours for another day in the week and 
that the Factories and other Acts should be amended accordingly. 

In the case of seasonal factories, which may be obliged to work 
under considerable pressure during only a part of the year, this maxi¬ 
mum may be increased after taking into account such relevant 
factors as the extent of hazard to health which the occupation in¬ 
volves und the distance that the workers will have to walk back to 
their homes. 

We recommend an interval for the mid-day meal of not less than 
one hour, exclusive of working hours. 

The period during which a worker may be continuously on night 
duty should be limited by statute to a fortnight. 

Housing 

103. In our opinion the housing of the industrial population is 
primarily the responsibility of the Governments concerned. The 
following minimum standards of housing are, we consider, required 
for the health of the industrial worker and his family. 

(i) For a single man: a room 10 ft. x 12 ft. x 10 ft. and a 

verandah 8 ft. x 8 ft- x 10 ft. For a group of such quarters 
there should be provided community kitchens, latrines 
and bathing places in accordance with the standards to 
be prescribed by the Provincial Government. Where 
common kitchens are not provided, provision should be 
made for choolas on the verandahs with suitable 
chimneys for the outlet of smoke. Where latrines and 
bathing places for common use are erected, they should 
be at a reasonable distance from the quarters and, if 
possible, connected by a covered way for protection dur¬ 
ing bad weather. 

(ii) For a family: for a married couple, two rooms 10 ft. x 12ft. 

x 10 ft. with a verandah, kitchen, bath-room and latrine. 
For a family including grown up children the accom¬ 
modation should be increased by at least one extra room 
of similar size. 
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(b) In regard to sanitary conveniences> we suggest that, as far as 
possible, septic tank and soil distribution systems should be introduc¬ 
ed so that the handling of nightsoil may be avoided. 

The Nutrition of the Workers 

104. Our recommendations for improving the nutrition of the 
workers include making it obligatory for industrial establishments em¬ 
ploying a minimum number of workers to maintain canteens providing 
suitably balanced diets at reasonable cost, the encouragement of 
workers by employers to observe regular meal hours; the strengthen¬ 
ing and stricter enforcement of the law relating to the sanitary control 
of the production, distribution and sale of food, including measures 
against adulteration, the active jiromotion of schemes designed to 
improve milk production and its supply as an article of food to workers 
and the establishment of nutrition sections in Provincial Health De¬ 
partments, which should carry out nutritional surveys among indus¬ 
trial workers and assist in improving the nutrition of workers through 
educative work among employers and employees. 

The Zoning and Location of Industry 

105. (a) Town and Rural Planning Acts should be passed by Pro¬ 
vincial Legislatures setting up in each Province a separate Ministry 
for Housing and Town and Rural Planning with wide powers to 
deal with the housing of the industrial population and with the zoning 
and location of industry. 

(b) Before the establishment of any new industry or factory is 
agreed to by the Provincial Government, the Minister should satisfy 
himself that, in the lay-out, adequate provision is made for the hous¬ 
ing of workers, for their transport to and from the factory and for ade¬ 
quate environmental amenities. 

(c) We wish strongly to reiterate the recommendation of the Royal 
Commission on Labour that Provincial Governments should take steps 
to prevent industries being established in places where there will not 
be sufficient room for adequate housing or other necessities such as 
water supply, electric power, etc. This should be the function of the 
Ministry of Housing and Town and Rural Planning if established, and, 
under the appropriate legislation, rules should be framed to regulate 
the growth of industries from this point of view. 

(d) Where possible, having regard of course to the relevant econo¬ 
mic factors, new industries should be dispersed in rural areas so that 
the local inhabitants may derive the fullest benefit from industries 
being brought within their immediate circle. The present system of 
•establishing factories near or in big towns, where the workers are forced 
to live in crowded tenements and under artificial and insafiitary condi¬ 
tions, is harmful alike to the town dwellers and the workers them¬ 
selves. The health problem of workers in such industries would be 
greatly simplified if industrial establishments could be located in 
rural surroundings. 

Employment ol Children 

106. (a) The minimum age for employment in industrial establish¬ 
ments, docks, etc., should be raised to 15 and persons between 15 
and 17 should be eligible for employment as adolescents on the certi¬ 
ficate of the certifying surgeon. 
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(b) the minimum age for the employment of children on planta¬ 
tions and public works should be 13, 

(c) In course of time when the compulsory school leaving aga is 
raised and adequate educational facilities become available, the em¬ 
ployment of children under 15 should be abolished for all types of 
industrial establishments and occupations. 

HEALTH SERVICES FOR THE MORE IMPORTANT DISEASES 

107. We shall deal here with the specific measures necessary for 
controlling the prevalence of thu following diseases. 

1. Malaria. 

2. Tuberculosis. 

3. Smallpox. 

4. Cholera. 

5. Plague. 

6. Leprosy. 

7. Venereal diseases. 

S. Hook-worm disease 

9. Filariasis. 

10. Guinea-worm disease 

11. Cancer. 

12. Mental diseases and mental deficiency. 

MALARIA 

108. We have already pointed out that malaria iB by far the most 
important disease in India from the point of view of morbidity and 
mortality and that the economic loss it entails is immense. A tragic 
feature of the situation is that much of the malaria in the country is 
man-made. In many cases roads, railways and irrigation projects 
have a sinister account to their credit, their embankments having 
caused conditions of water-logging favourable to the breeding of the 
malaria carrying types of mosquitoes. The failure of irrigation engi¬ 
neers to provide for adequate drainage when water is brought into 
previously dry areas has been another fruitful cause of the spread 
of the disease, recent examples being certain areas in Sind, the pro¬ 
vince of Madras and Mysore. 

Our Recommendations 

109. Antimalaria organisations in the Provinces and at the Centre. 
—The Director, Malaria Institute of India, has pointed out that “an 
essential preliminary to the successful control of malaria in India is 
the formation of an adequately staffed permanent malaria organisa¬ 
tion in each province, the activities of which should be linked up with 
those of the central organisation of the Government of India”. We 
fully endorse this view. Our recommendations, therefore, include 
the establishment of antimalaria organisations in the provinces as 
well as the strengthening of the staff of the Malaria Institute of India 
in order to enable it to fulfil its important tasks of advising provin¬ 
cial administrations in the development of antimalaria measures, of 
co-ordinating such work in the provinces and of training the higher 
types of malaria personnel for the country as a whole. 

110. The general provincial plan we have recommended is the 
creation of an organisation at the headquarters of each province and 
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the establishment of a number of malaria control units, each under a 
medical officer specially trained in antimalaria work, for operating in 
the affected areas in different parts of the province. The most essen¬ 
tial requirements are (a) the provision of trained staff in adequate 
numbers and (b) the supply of drugs, appliances and other equipment 
necessary for carrying out effectively the campaign against the 
disease.' We deprecate the idea of spending large sums of money on 
the erection of elaborate buildings in the early stages of our progamme. 

Drugs for Treatment 

111. Quinine and mepaerine are the two drugs which are widely 
used for the treatment of malaria. There is already an indication 
that an even more effective synthetic product, paludrine, is likely--to 
come into the fielfl at an early date. We recommend that the follow¬ 
ing three general principles should guide the production of quinine 
and other antimalaria drugs: — 

1. the prices at which antimalaria drugs are made available to 

the people should be sufficiently low to enable the 
poorest classes to obtain them in adequate amounts for 
the effective treatment of the disease. 

2. these drugs, in whatever provinces they may be produced, 

should be made available, on an equitable basis and 
on reasonable terms, for the needs of all parts of the 
country and 

3. no delay should be allowed to occur in developing their pro¬ 

duction. 

We as a Committee would prefer to leave to the Governments in 
the country the responsibility for deciding whether private enterprise 
should or should not be associated with the production of quinine. 
and other antimalaria drugs.* 

112. Quinine and mepaerine .—If the estimate- of 100 million 
individuals suffering from malaria every year is reasonably correct, it 
seems safe to assume that at least 120 to 150 million cases of the 
disease will have to be treated annually. The Malaria Commission of 
the League of Nations has recommended 75 grains of quinine as the 
minimum quantity required for the treatment of a case. On these 
estimates of malaria incidence in India the amount of the drug neces¬ 
sary for the country as a whole will be in the neighbourhood of about 
l'o million pounds per year, if quinine is alone used for treatment. 
The average annual consumption of the drug in the pre-war period in 
India was 210,000 pounds and, of this amount, only about a third 
was produced in India. The quantity consumed every year in this 
country would provide adequate treatment for about 19'6 million 
patients. As the objective to be kept in view for the immediate 
future, we recommend that sufficient quinine and mepaerine should 
be provided to meet jointly the requirements of at least 50 million 
patients. As regards quinine our immediate objective should be the 
raising of its production to the„pre-war level of consumption in India 
from indigenous bark alone. As regards mepaerine, provision should 
he made for its production in the country in sufficient amount to meet 
the requirements of 30 million patients. 


* Sir Frederick James desires to see that private agencies are given the 
fullest opportunity to take part in quinine production with technical advice and' 
a price guarantee provided by the State. His views are set out in a note which 
is appended to the section on malaria in volume II of our report. 
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Anti-malarial Insecticides 

113. The cultivation of the pyre thrum plant has been successfully 
undertaken in various parts of India including Kashmir, the Punjab 
Hill'States, the United Provinces, the Central Provinces, Madras and 
Orissa. It has been estimated that, in order to make the country 
self-sufficient, pyrethrum cultivation will have to be extended to 
about 120,000 acres so as to produce an annual output of about 15,000 
short tons (2,000 lbs. for a ton) of pyrethrum flowers. In D. D. T. 
an even more powerful insecticide has come into use. 

114. As aw insecticide the relationship of D. D. T. to pyrethrum 
is somewhat similar to that of mepacrine to quinine in the treatment 
•of malaria. There is the possibility in both cases of the synthetic 
substance replacing the use of the other. The cultivation of pyre¬ 
thrum can, in this event, be replaced at short notice by other crops. 

TUBERCULOSIS 

115. Annually about 500,000 deaths take place from tuberculosis 
in India and about 2'5 million open cases of tuberculosis exist in the 
■country. These patients are continually disseminating infection 
among those with whom they come in contact. There is reason to 
believe that the incidence of the disease is higher in urban and indus¬ 
trialised areas than in rural regions. Owing to the migration of the 
labour population between industrial and rural areas and the increased 
facilities for rail and road transport, the tendency has been for tuber¬ 
culosis to spread to the country-side. Certain factors such as malnu¬ 
trition and under-nutrition and insanitary and overcrowded housing 
conditions also contribute their share to the dissemination of infection. 

116. An essential requirement for controlling the spread of tuber¬ 
culosis is provision for the isolation and treatment of infective cases. 
As against an estimate of 2'5 million infective patients in the country 
the total number of beds available for isolation is in the neighbour¬ 
hood of 6,000. The number of doctors with sufficient experience of 
tuberculosis work to qualify them for posts in tuberculosis institutions 
does not probably exceed 70 or 80, while those who have had a short 
course of four weeks in the subject may number about 250 or 300. 
Fully trained tuberculosis health visitors are, in all probability, only 
about 100. 

117. This brief statement of the existing position should help to 
show the magnitude of the health problem which tuberculosis presents 
in this country and the total inadequacy of the existing facilities for 
dealing with it. 

Our Recommendations 

118. In order to provide a comprehensive and integrated service 
■the tuberculosis organisation should include, (1) a domiciliary service, 

(2) clinics, (3) hospitals, (4) after-care colonies, (5) homes for the 
incurable and, in addition (6) certain ancillary services. 

119. A home isolation and treatment service. —A scheme for 
organised home treatment has been working in Delhi during the past 
few years under the guidance of the New Delhi Tuberculosis Clinic 
maintained by the Tuberculosis Association of India. This scheme 
has attained only very limited success, the reasons being (1) certain 

difficulties arising out of the war, (2) the extremely unsatisfactory 
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housing of the poorer sections of the community and (3) the inade¬ 
quacy of the funds m'ade available for its working. 

120. The question of housing seems to present the greatest diffi¬ 
culty, particularly in respect of tuberculosis patients of ■ the poorer 
classes, who live in one-room tenements where isolation is impossible. 
Wo recommend that, as a part of the antituberculosis campaign, local 
authorities should construct and maintain a number of suitable 
■dwellings into which the patient and members of his family can 
be removed. Patients among the poorer sections of the community 
will, 'on such removal, require to be provided with accommodation 
free of charge. 

121. The tuberculosis clinic. —The clinic forms the centre from 
which curative and preventive work in tuberculosis will spread into 
the homes of the people. The treatment facilities it offers will help 
to cure a certain number of patients, while the more advanced cases 
will be sent for treatment in hospital. Those patients whose condi¬ 
tion is too advanced for attendance at the clinic, will receive domici¬ 
liary treatment from the medical and nursing staff of the clinic. 
During visits to the home the patient will be advised, by the doctor 
and the nurse, to carry out effective isolation, contacts will be per¬ 
suaded to attend the clinic for examination and early detection of the 
disease and steps will be taken to promote the welfare of patients 
and their families by establishing contact between them and voluntary 
organisations interested in welfare work. 

122. Tuberculosis hospitals.— The provision of sufficient hospital 
accommodation to meet the requirements of the country is bound to 
take many years and therefore in the early stages, only such patients 
as are likely to benefit should he admitted to hospitals. 

123. Our proposals for the development of hospitals and clinics 
during the short-term programme are given below: — 

Institutional service. 

The first five-year period : 

(1) the establishment of a 200-bed tuberculosis hospital for 

each unit of 10 million population; 

(2) The establishment of a large clinic.(to be designated the 

“Main Clinic”), with facilities for the training of medi¬ 
cal and non-medical tuberculosis personnel, at each of 
the places where the 200-bed hospital will be created and 

(3) The establishment of clinics of a smaller type at the head¬ 

quarters of each district in British India. The total 
number required, after deducting the 33 main clinics, 
will be 183. 

Second five-year period: 

(1) 33 more 200-bed hospitals; 

(2) 33 more main clinics at the same places where the new 

hospitals will be located and 

(3) 183 more district clinics. 

The clinics and hospitals can serve only limited areas around the 
places where they are located. Even so, in these limited areas, a* 
domiciliary tuberculosis service should be organised in association with 
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each clinic- A certain number of suitable cases will be sent by the 
clinic to the nearest tuberculosis hospital for more satisfactory treat¬ 
ment than can be provided locally. 

124. After-care of patients. —In a considerable proportion of cases 
tuberculosis patients do not completely recover their previous health 
and, in order to prevent relapse, it is essential that less strenuous 
working conditions and a more hygienic home environment should he 
provided for them on their return from hospital, To meet these re¬ 
quirements after-care colonies should be established in close asso¬ 
ciation with every tuberculosis hospital. 

125. Homes for incurables .—The need here is for the provision of 
such care as will make the final phase of sickness reasonably com¬ 
fortable for the patient. We recommend that, while Governments 
should undertake the building and equipment of such institutions, 
their maintenance can be suitably entrusted to philanthropic or reli¬ 
gious organisations interested in social welfare, Governments under¬ 
taking to meet a substantial part of the expenditure through generous- 
grants. 

126. Travelling tuberculosis units. —One way of extending the acti¬ 
vities of the tuberculosis organisation outlined above is by providing 
travelling tuberculosis clinics based on the district clinic and working 
as far into the rural areas as possible. These units will” have motor 
vehicles so equipped with all the necessary drugs and appliances, in¬ 
cluding provision for x-ray examination of patients, as to enable them 
to carry diagnostic and treatment facilities of a reasonably high order 
to the areas served by them. These units should have a fixed 
itinerary and should make about 3-4 visits per month to each of the 
30-bed hospitals and dispensaries at the headquarters of individual 
primary units in the areas under the scheme. Apart from the diag¬ 
nostic and treatment facilities which these units can offer, they should 
also help the tuberculosis campaign by carrying out intensive educa¬ 
tion propoganda in those areas. 

SMALLPOX 

127. Smallpox is one of the three major epidemic diseases of India, 
the other two being cholera and plague. During the period of 60 
years, 1880-1940, the average annual rate of smallpox mortality per 
hundred thousand of the population has varied from 10 to 80. Even 
after making allowance for such variability, there is reason to believe 
that the total incidence of the disease has decreased in the country 
ns a whole. For instance if the two ten-year periods, 1902-11 and 
1932-41, are compared and due allowance is made for the increase in 
the population of the country, the rates of mortality from smallpox’ 
per 100,000 of the population are seen to be 40 and 25 respectively. 
Nevertheless, it is a matter for serious concern that the avorage num¬ 
ber of deaths per yenr from smallpox for the period 1932-4T should 
have been as high as 70,000. The annual epidemiological reports 
which are published by the League of Nations show that the rate of 
incidence of smallpox in Tndia is the hiebest among all the countries 
for which statistics are given. 

128. Striking evidence of the fact that the vaccination campaign 
in the country has not so far been carried out effectively is that, of 
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the total number of smallpox deaths at all ages, nigh proportions occur 
among infants under one year of age and among children between 
1 to 10 years. During the tive-year period, 1937-41, deaths due to 
smallpox among infants under one year, when expressed as per¬ 
centages of the total mortality from this cause at all ages, ranged 
from 12-1 to 19-7 and, during the same period, the corresponding per¬ 
centages for children between one and ten years varied from 19 - 2 to 
00\5. If effective primary vaccination is being enforced in the 
country, it is children under ten who should have the highest measure 
of protection. 

129. One of the serious consequences of smallpox is that, not 
infrequently, those who recover from it lose their sight partially or 
wholly. Blindness is a very serious handicap in life to all persons 
and is particularly so in the case of children with the prospect of a 
much longer period of disability than for those who lose their sight 
at a more advanced age. 

Our Becommendations 

130. Primary vaccination and revaccination. —Primary vaccina¬ 
tion was compulsory m 1941 in only about 81 per cent of the towns 
and 62 per cent of the rural circles in British India. In the province 
of Bombay primary vaccination waa compulsory only in 4-9 per cent 
of the rural circles while in the North-West Frontier Province, the 
United Provinces, Sind, Assam, Ooorg and Ajmer-Merwara it was not 
enforcible even in a single rural circle. Bevaccination has been made 
compulsory as a routine measure only in the province of Madras. 

131. We consider it essential that primary vaccination should be 
made compulsory throughout the country without delay. We also 
recommend that other Provincial Governments should, as early as 
possible, follow the example of the Government of Madras in making 
re vaccination compulsory. 

132. The training of vaccinators , their recruitment and conditions 
of service. —There is considerable variation in the provinces as regards 
the training given to vaccinators, the methods of their recruitment 
and their conditions of service., The duration of the training varies 
from 3 to 10 months and the salary paid to them ranges from a mini¬ 
mum of Bs. 10/- per month in Bengal to a maximum of Bs. 50/- to a 
first class vaccinator in Madras. In the provinces of Bihar and Orissa 
the vaccinators employed in rural areas are given no salary at all, 
the fees they may realise from the people for vaccinations carried out 
in their homes being their sole remuneration. Thqy are normally 
engaged for work only during the vaccination season, October to 
March. Such conditions of service cannot attract and keep the right 
type of worker. 

183. The lowest figure for the average number of vaccinations 
performed in a year by a vaccinator was recorded in Bihar in 1939, 
namely 1,520, as against an average of 2,951 for British India ns a 
whole and the highest figure of 7,587 for the Punjab. 

134. In the areas under our scheme vaccination against smallpox 
-should be one of the normal functions of the public health inspectors, 
public health nurses and midwives employed in each primary unit 
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and the employment of“a special class of vaccinators is not neces¬ 
sary. Vaccination is only one o£ the many forms of specific protec¬ 
tion against particular diseases which the health department should 
provide for the people, and the operation itself is so simple that there 
is no justification for the employment of a special staff for this pur¬ 
pose. During the first year of the working of the programme the 
total population of 40,000 in a primary unit should be vaccinated. Dor 
this individual members of the staff mentioned above will be required 
to devote only about 18 to 20 days of work. 

135. In the areas outside our scheme it is equally essential that, 
an intensive vaccination campaign against smallpox should be orga¬ 
nised without delay. An important step in this direction is an im¬ 
provement in the training and conditions of service of vaccinators in 
many provinces. The number of vaccinators employed will have to- 
be increased adequately and, basing our recommendations on data 
available from Madras, wc have indicated how other provinces may 
Institute an effective campaign of primary vaccination and revaccina¬ 
tion. 


CHOLEBA 

13G. Cholera is another preventiblo disease which takes a heavy 
toll of life in the country and shows u wide range of variation in its 
incidence from year to year. Some idea of this range of variation 
may be obtained from the cholera mortality figures for the province 
of Madras in 1939 and 1943. In the former the total deaths from the 
disuse numbered about 2,000, the lowest incidence recorded for 60 
years. In 1943 it spread to every district in the province and the 
registered mortality from this cause was 117,000. The incidence of 
cholera varies from province to province, those in which its pre¬ 
valence is high being Bengal, Madras, Bihar and the Central 
Provinces and, to a smaller extent, Orissa and the United Provinces. 

137. The measures required for the control of the disease fall 
broadly into two groups, (a) those which are permanent and (2) those 
which are of a temporary nature. The former include the follow¬ 
ing:— 

(1) the provision of protected water supplies; 

(2) the satisfactory disposal of nightsoil so as to prevent the 

possibility of contamination, by infective material, of 
food and water supplies and 

(3) sanitary control over the production, distribution and sale- 

of food. 

In regard to each of these the position in Tndia today is far from 
satisfactory. Protected water supplies are available only in the larger 
towns and cities and they serve only small proportions of the popula¬ 
tion in individual provinces. Provision for the proper collection and 
disposal of nightsoil is quite inadequate in rural areas and in the 
majority of urban centres, including many towns and even certain 
cities. The sanitary control exercised over the production, distribu¬ 
tion and sale of food leaves much to he desired in all parts of the- 
country. 
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138. Anticholera measures of a temporary nature are of special 
value when an outbreak of the disease takes place. These include : — 

(1) isolation and treatment of patients; 

(2) disinfection of infective material and 

(3) immunisation of the people by anticholera inoculation. 

As regards (1) and (2) above little or no eSective action is being 
taken in most parts of the country, particularly in the rural areas. 
Isolation hospitals are few in number and even those that exist are 
far from satisfactory as regards their staffing and equipment. As 
regards anticholera inoculation, the popularity of this measure has 
been a process of steady growth. The people have come to recognise 
its value and are, broadly speaking, willing to accept inoculation when 
an outbreak of the disease takes place. 

Our Recommendations 

139. Permanent measures .—We have suggested, in the chapters 
dealing with water supply and general sanitation, comprehensive pro¬ 
grammes of development of urban and rural water supply and night- 
soil disposal systems. In providing these basic facilities for sanitary 
improvement, Provincial Governments should direct that, in fixing 
priority, consideration should be given to the incidence of cholera iu 
individual towns and villages. In this way, the main centres of 
cholera prevalence can be brought under effective control and the 
spread of the disease from such sources of infection prevented. 
Simultaneously with these improvements the gradual extension, over 
the country as a whole, of the health organisation we have recom¬ 
mended should help to introduce a large measure of control over the 
food of the people so a§ to ensure freedom from contamination. There 
will also be a rise in the general level of environmental hygiene. The 
combined effect of all these measures is bound to be a marked reduc¬ 
tion in the incidence of cholera and other bowel diseases. 

140. Temporary measures .—The temporary measures we have in¬ 
dicated above should be carried out by the primary unit stag as effec¬ 
tively as possible. The active assistance of the members of the 
Village Health Committees would prove invaluable in enforcing theBC 
measures. 

Pilgrim Centres 

141. Pilgrim centres have, jn the past, played an important part 
in the spread of cholera. The adoption of special measures for safe¬ 
guarding the health of pilgrim centres has now become an established 
practice in the country. In addition it has been found useful to 
enforce the compulsory inoculation of persons against cholera before 
they are permitted to attend such festivals. At the instance ol the 
Central Advisory Board of Health this measure has been carried out 
by a certain number of Provincial Governments in selected festival 
centres wdth encouraging results. The adoption of this measure on 
a wide scale should prove to bo an additional precaution against the 
possiblity of outbreaks of cholera starting in festival centres. 

PLAGUE 

142. The history of plague in recent times dates from 1896 when 
it was introduced into the seaport of Bombay from China and spread 
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rapidly over very large parts of the country. In 1904 deaths from 
this disease reached the very high figure of nearly 1,150,000. Since 
then there has been a considerable reduction in the incidence of 
plague, the average annual mortality from this cause during 1939-41 
being only about 19,350. 

143. Plague is primarily a disease of certain rodents and human 
infection on an appreciable scale takes place only under conditions 
favouring close association between man and such rodents. In India 
the animal is the rat while, in other countries, the reservoirs of plague 
infection are certain other rodents. Man becomes infected from such 
animals through the bite of the fleas which live and feed on these 
animals. 

144. Plague appears in two forms, bubonic and pneumonic, the 
latter being the more severe of the two. The rate of mortality in 
bubonic plague may he as high as 60 to 70 per cent among those 
who are attacked, while that for pneumonic plague is practically cent 
per cent. 

145. Although the incidence of the disease has become very much 
reduced within recent years, tbs' Director of the Haffkine Institute, 
Bombay, has pointed out that certain endemic areas exist in different 
parts of the country and that they constitute a constant threat in as 
much as, under favourable conditions, plague may spread from these 
■centres to other parts of India. These centres are situated in cool 
and moderately damp areas from the Himalayas in the north through 
Central and Eastern India to the Deccan and the province of Madras. 
Our Recommendations 

146. The measures against the disease should mainly be directed 
against the rot as the primary reservoir of infection from which the 
disease spreads to man. The keeping down of the rat population in 
inhabited areas, particularly in the endemic centres of plague, is 
therefore an important preventive measure. Rats grow in numbers 
in human dwellings only when they can secure food' and adequate 
protection. The elimination of these conditions is therefore the pur¬ 
pose to be kept in view. The systematic destruction of rats by various 
methods is also another important measure which should be generally 
adopted. 

147. The steps to be taken for rendering the conditions in resi¬ 
dential areas unfavourable to the growth of the rat population include 
■(a) the construction of rat proof dwellings and rat proof grain stores 
and railway godowns, (b) control over the location of certain trades 
-and industries which attract rats and (c) an improvement of the 
general"'8anitary condition of the townB and villages, as the throwing 
•of garbage in public places encourages the breeding of rats by pro¬ 
viding them with food. Our recommendations cover all these steps. 

Treatment of Plague 

148. Till recently, there was no specific treatment for plague and 
the efforts of the physician were mainly directed towards giving relief 
tc the patient and to the keeping up of his strength. A few years ago 
the Director, Haffkine Institute, prepared a serum which, on field 
trial, was established to be definitely more effective than the ordinary 
form of treatment. Snlphapyridin and sulphathiazole have also been 
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found to be useful in the treatment of plague. Of the two, sulpha- 
thiazole is considered the better drug -because its effectiveness is pro¬ 
bably a little higher and its toxicity less. 

LEPEOSy 

149. The number of persons suttenng from leprosy in the world 
has been estimated as somewhere about five millions and, of these, 
leprosy patients in India are believed to be at least a million, ‘'There 
is a belt of high incidence including the whole of the east-coast and! 
the south peninsula, including West Bengal, South Bihar, Orisda, 
Madras, Travaneore and Cochin. In the central parts of India the 
incidence tends to be lower but there are some foci of higher inci¬ 
dence. There is a belt of moderate incidence in the Himalayan foot 
hills, running across the north of India, while in most of the north¬ 
west of India there is very little leprosy. ”* 

150. In the highly endemic areas its incidence may range from 
two to five per cent of the population and, in restricted areas, it may 
even be as high as 10 to 15 per cent. In the non-endemic regions of 
North-Western India, on the other hand, large areas may Bhow no 
cases at all while the general level of incidence is stated to be as low 
as 0'01 per cent or one per ten thousand of the population. 

151. Cases of leprosy are broadly divided into two groups, the 
“neural’' and “lepromatous’’ types. The former constitutes the 
"benign” form of leprosy and the other the more severe and infections 
type. While for the country as a whole the proportion of lepromatous 
cases is estimated at about 20 per cent of leprosy patients, there are 
areas where the proportion of this severer type is as low as 4 per cent 
and others in which it rises even to 50 per cent. In estimating the 
importance of leprosy as a public health problem the rate of incidence 
and the relative proportion of the lepromatous type should both be 
taken into consideration. 

Our Recommendations 

152. In order to promote antileprosy work on proper lines we put 
forward the following proposals for the short-term programme: — 

(a) the creation of provincial leprosy organisations; 

(b) an increase of the existing provision for institutional treat¬ 

ment of out-patients and in-patients; 

(c) development of group isolation colonies; 

(d) substantial financial help to voluntary organisations engaged 

in antileprosy work and 

(e) the establishment of a Central Leprosy Institute. 

The Provincial Leprosy Organisation 

153. As a preliminary step towards organising antileprosy work on 
sound lines a 'leprosy organisation should be created at the head¬ 
quarters of each province, in which the disease is a definite public 
health problem, this organisation being made an integral part of the 
provincial health service. At its head will be the Provincial Leprosy 


•Report on Leprosy and its control in India (1941) by the Special 
Committee appointed by the Central Advisory Board of Health. 
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■Officer, who will be responsible for organising antileprosy work in all 
its branches. 

An Increase of the Existing Provision lor Institutional Treatment 

154. The leprosy clinic is an important link in the chain of mea¬ 
sures for the control of the disease and it should perform the dual 
role of providing remedial and preventive care to the people in the 
same manner that the tuberculosis clinic does in the campaign against 
that disease. A start should be made by providing a properly 
equipped and staffed leprosy clinic in association with every secondary 
health centre hospital. Existing leprosy clinics require to be staffed 
and equipped properly in order to improve the quality of the work 
that they are doing 

155. Existing provision for the isolation of leprosy patients is’ 
limited to about 14,000 beds, while infective cases requiring isolation 
may well' be about a quarter of a million. We propose that, in the 
first five years of our programme, an additional 14,000 beds should be 
provided and that, in the next five years, an equal provision of another 
14,000 beds should also he made. 

Development of Group Isolation 

156. An adequate expansion of institutional facilities so as to 
provide for the isolation of all the infective patients in the country 
can hardly be expected to materialise for a very long time to come. 
The possibility of developing group isolation therefore requires serious 
investigation. Certain points to remember in this connection are 
that the period of isolation will be long, perhaps years, that provision 
should be made for medical care although it may not be of a very 
high standard, that the scheme, if it is to be widely adopted, should 
be sufficiently cheap to suit the economic level of the country and 
that provision should be made to promote corporate life in the 
isolated community and to enable the more able-bodied members of 
it to work and contribute towards the maintenance of the colony. 

157. Certain experiments for developing isolation colonies have 
already been carried out in this country and are being projected in 
the near future. Local conditions vary considerably in different parts 
of the country and we consider that group isolation colonies should 
be developed in all the more important areas where leprosy is a health 
problem. We have suggested an annual expenditure of Rs. 3 lakhs 
on the development of such colonies during the first ten years. 

Tinancial Help to Voluntary Organisations 

158. Missionary bodies have so far contributed much more to ohe 
development of antileprosy work in India than public authorities. For 
instance, it is understood that a little over 10,000 beds out of a total 
■of 14,000 in the country are maintained in missionary institutions. 
In addition to a wide expansion of measures against the disease 
under the auspices of the Governments and of local health authorities, 
it will be necessary for voluntary eSort to continue unabated in this 
field and we have therefore recommended provision to the extent of 
Rs. 187-5 lakhs during the first ten years to sibsidise such effort. 

The Central Leprosy Institute 

159. We consider it necessary that a Central Leprosy Institute 
should be established, its main functions being (1) the training of 
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.leprosy workers, (2) the active promotion of research in the subject 
and (0) the development of an iniormation service providing the latest 
information regarding the treatment of the disease and aiitileprosy 
work in general for the benefit of Governments and organisations 
.interested in leprosy in India. 

VENEREAL DISEASES 

160. The incidence ot venereal diseases in India is unknown. A 
survey (the results of which were published in 1933) by Sir John 
Megaw, a former Director General of the Indian Medical Service, 
regarding the incidence of syphilis and gonorrhoea in this country 
showed that the rate of their total incidence was somewhere near, 
37 per 1,000 of the population. This is a sufficiently high figure to 
point to the urgent need for fuller investigation as well as for the 
starting of a campaign against them on as extensive a scale as 
circumstances would permit. Their importance from the point of 
view of producing sickness and incapacitation cannot be over-em¬ 
phasised. Both syphilis and gonorrhoea are responsible for much 
blindness. Of the two, syphilis is the more important. If not treated 
in time and adequately, it produces degenerative changes of a varied 
character in the internal organs of the body and, in a certain number 
of cases, it also causes the condition known as the general paralysis 
of the insane. The disease is transmissible from parent to offspring 
and is responsible for a considerable proportion of the abortions and 
•premature births that take place. Syphilis accounts also for a large 
amount of mental deficiency. Gonorrhoea, in its turn,' contributes, 
to ill-health through joint troubles and various conditions affecting 
the genitourinary organs in both sexes. Tn women it may produce 
sterility. 

Our Recommendations 

161. The measures which are necessary for the control of these 
diseases may be divided into two broad groups, namely, (1) those 
which provide the best available forms of medical care, preventive 
and curative, and (2) those which are designed to discourage pro¬ 
miscuity and to control prostitution. 

162. Our recommendations under (1) include the provision of 
free and confidential treatment to all persons seeking such treatment, 
of facilities without payment of fees for personal prophylaxis and of 
adequate facilities for the diagnosis of these diseases as well as the 
creation and maintenance of a follow-up service and educational work 
among the people in regard to their spread and control. 

163. Measures designed to discourage promiscuity in the com¬ 
munity and to control prostitution are obviously more difficult to 
devise and enforce than the \medical measures recommended above. 
Education in a wide sense of the term, so as to promote the growth 
of the individual’s moral sense and of his responsibility towards him¬ 
self and the community, and sex education intended to create a 
correct appreciation of the problems of sex relationship and to impart 
knowledge regarding the spread of venereal diseases and the dangers 
that arise from them, must together provide the conditions essential 
to secure the success of any attempt to control indiscriminate sexual 
intercourse, whether it be in the restricted field of prostitution or 
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outside it. We have proposed the gradual provision of sex education 
to all sections of the community, such provision starting first with 
teachers in training schools and colleges and, through them, extend¬ 
ing to school children and college students. Steps for controlling 
prostitution are also suggested. These include the enforcement of 
severe penalties on those who keep brothels and on landlords who 
promote the use of their premises for this purpose. As regards the 
prostitute, our recommendations are intended to provide her with 
adequate medical treatment for venereal diseases as well as to help 
her, through educative work, to return to the normal mode of life. 

HOOK-WORM DISEASE 

164. The hook-worm produces its harmful effect on the human 
host by the loss of blood it causes through feeding on him, by 
irritation of the bowels which it produces and the resulting distur¬ 
bance of the digestive function and by the secretion of poisonous 
substance which prevents the clotting of blood and thus promotes 
bleeding. The disease is widely prevalent in India. The labour 
populations in Assam and certain parts of South India and of the 
plantations In Coorg are heavily affected as well as the general popu¬ 
lation of certain parts of Travancore, Malabar and South Kanara. 
Varying intensities of infestation are found in the provinces oT Bengal, 
Bihar, Orissa, the eastern portion of the Central Provinces, some 
parts of the United Provinces and the Punjab and on the oast coast' 
of Madras. The North-West Frontier Province, Rajputana, Sind, 
Kathiawar, Central India States, Hyderabad, Deccan and Mysore 
State are practically free. 

165. Our recommendations regarding the provision of adequate 
arrangements for nightsoil conservancy in rural and urban areas will, 
if implemented, constitute an important step towards the control 
of hook-worm disease. Soil pollution through human excreta and 
the habit of walking barefoot constitute the two main factors respon¬ 
sible for its spread. What is therefore needed is that the people 
should be taught how to render these factors inoperative. The health 
education campaign, which we hope will be conducted in the schools 
and colleges and among the general population as an essential part 
of our programme, should help materially towards this end. In the 
meantime mass treatment, by the administration of the appropriate 
drugs, should be carried out among the heavily infested groups of the 
population. The simultaneous development of a system of nightsoil 
conservancy for suhh communities, on lines suited to local conditions, 
is also necessary 


FILARIASIS 

166. The disease leads to the permanent swelling of the legs and 
certain other parts of the body, besides causing recurring attacks of. 
fever and inflammation of the lymphatic system. It is responsible 
for a considerable amertint of preventible suffering and disability, 
although it does not cause death. 

167. Bengal is the most heavily affected province in India. The 
incidence of filariasis is high in the western districts of this province 
and its intensity gradually decreases eastwards and northwards. The 
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Chittagong Hill Tracts and the northern districts of Jalpaiguri and 
Darjeeling are free. In Assam the disease is present in many 
districts, although* its intensity is lower than in-Bengal. In Bihar its 
incidence is relatively high in the Gangetic plain and in Orissa in the 
■coastal districts. In Madras areas of moderate prevalence exist in 
the districts of Tanjore, Kistna, Godavari and Vizagapatam and in 
Saidapet near Madras City, while the coastal tracts of Malabar and 
South Kanara districts and of the Indian States of Travancore and 
Cochin show areas of high incidence. 

168. Extended research has failed to produce a satisfactory cure 
for this disease. The only effective measures against it known at 
present are those which are concerned with the control of the carrier 
species of mosquito. In the affected areas it is therefore essential 
that adequate control measures should be undertaken in order to 
■secure an effective reduction in the mosquito population. 

GUINEA-WORM DISEASE 

169. Guinea-worm disease is widely prevalent in certain districts 
■of the North-West Frontier Province while its incidence is relatively 
low in the Punjab. The Rajputaha desert is free but many of the 
States in Rajputana and Central India contain heavily infected areas. 
In (he Central Provinces, Bombay Presidency, the Nizam's 
Dominions and Madras Presidency the disease is prevalent over wide 
areas. Well watered tracts, with a fairly heavy rainfall such as 
Bengal, are generally free. 

170. The prevalence of the disease is dependent-on opportunities 
for the infection of water supplies by persons harbouring the worm. 
In the affected areas step wells, tanks and. other sources of water 
liable to contamination are responsible for keeping up the infection 
and the application of lime to such water supplies' has been shown 
to be effective in sterilising them. 

OANOER 

ITU. Such evidence as is available seems to suggest that the rela¬ 
tive incidence of cancer in India is probably as high as in western 
countries. As regards the causative factors “whether it be the 
cervix, the oral cavity, the penis, the skin or the gastrointestinal 
tract, the factor of irritation seems to excel all other possible causes 
and brings the problem of this fell disease within the scope of preven¬ 
tive medicine.’’ 

172. Our proposals for the ihort-term programme are: — 

(1) Provision for radium and for deep x-ray treatments should 

be made, in addition to existing centres for such treat¬ 
ments, at all the hospitals associated with the present 
medical colleges and-with those which will be established 
during the short-term programme. The centres fit 
which such facilities are now available are shown in 
Appendix 20 of Volume III of- the report. 

(2) In addition to the Tata Memorial Cancer Research Hospital 

at Bombay, three more institutions for promoting 
advanced research and teaching in the subject are 
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needed to serve North-Western, Eastern and Southern. 
India respectively. 

(3) A considerable extension of diagnostic facilities will be 
necessary. The laboratories attached to the secondary 
unit hospitals, the provincial public health laboratory 
organisation with its regional branches, which we have 
recommended in the chapter on medical research, and 
the special institutes referred to above should all help- 
to provide this extended service. 

MENTAL DISEASES AND MENTAL DEFICIENCY 

173. Conditions of mental ill-health may be divided into two broad 
groups, (1) mental disorder and (2) mental deficiency. The former 
may be either inherited or acquired and very often it is both. No 
age is exempt from mental disorder, although the types may vary 
at different age periods. A large proportion of these patients is 
amenable to modern methods of treatment. 

174. Mental deficiency is ascribed, on the other hand, to a 
hereditary or congenital taint or to some accident or illness occurring 
just before or soon after birth. Although the condition is generally 
regarded as incurable, by proper care and supervision the majority 
of defectives can be made to lead useful but segregated lives, and', 
they can also be prevented from becoming criminals and, in the 
case of girls, social menaces. 

175. In England and Wales there were, at the beginning of 1937, 
about 129,750 patients under treatment in mental hospital, a 
proportion of 3-2 mental patients per thousand of the population. 
In America, the annual admission rate has varied from 5 to S per 
thousand in different years and in different States. In India there 
is no reason to believe, that the rate of incidence of mental' diseases 
is in any way less than those for England and the United States. 
While certain factors which are operative in those countries may 
not affect India to the same extent, other factors such as chronic 
starvation or under-nutrition, tropical fevers, anaemias and frequent! 
childbirth in women, who are unfit for motherhood, are responsible 
for large numbers of mental breakdown in this country. In view of 
these considerations, even if the proportion of mental patients be 
taken as 2 per thousand of the population in India, hospital accom¬ 
modation should be available for at least 800,000 mental patients as 
against “the existing provision of a little over 10,000 beds for the 
country as a whole. In India the existing number of-mental hospital 
beds is in the ratio of one bed to about 40,000 of the population 
(taking the present population of the country as 400 millions) while, 
in England, the corresponding ratio 4s approximately one bed to 300 
of the population. 

176. As regards the possible numbers of persons suffering from 
varying degrees of mental disorder, who may not require hospitalisa¬ 
tion and yet should receive treatment, and of those suffering from 
mental deficiency, it, seems almost, certain that the numbers are 
likely to run into several millions in this country, if the rate of inci¬ 
dence in England or America can he taken as even an approximate 
guide for making estimates for India. 

Oux Proposals 

177. As against this background of mental ill-health the existing - 
provision for the medical care of such patients is altogether inadequate 
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and unsatisfactory. We- therefore make the following recommenda¬ 
tions for the short term programme:—> 

(a) the creation of mental health organisations as part of the 

establishments under the Director General of Health 
Services at the Centre and of the Provincial Directors 
of Health Servioes; 

(b) the improvement of the existing 17 mentai hospitals in. 

British India and the establishment of two new insti¬ 
tutions during the first five years and of five more 
during the next five years; 

(c) the provision of facilities for training in mental health for 

medical men in India and abroad and for ancillary 
personnel in India and 

(d) the establishment of a Department of Mental Health in the 

proposed All-India Medical Institute. 

178. (a) The creation uj mental health organisations as part of 
the establishments under the Director General of Health Services 
at the Centre and of the Provincial Directors of Health Services .— 
The creation of mental health organisations as part of the establish¬ 
ments of the Director General of Health Services at the Centre and 
of the Provincial Directors of Health Services is, in our view, of 
such great importance that we have placed it first among our recom¬ 
mendations. So little information is available regarding the inci¬ 
dence of mental ill-health in the country and the developments in 
this field of health administration, even in the more progressive 
countries, are so recent that we feel we shall not be justified in 
attempting to make detailed recommendations regarding the mental 
health organisation which the country requires. We must leave 
this task to the health departments with the guidance of the special¬ 
ists, whose appointment we have suggested. 

179. (b) The improvement of the existing 17 mental hospitals 
and the establishment of two new institutions during the first five- 
years and of five more during the next five years .—Radical improve¬ 
ments should be made in the existing mental hospitals in order to 
make them conform to modern standards. Provision should also 
be made for all the newer methods of diagnosis and treatment. Apart 
from such remodelling of existing mental hospitals we recommend 
the creation of 7 new institutions during the short-term programme, 
of which at least two should be established as early os possible 
during the first five-year period. 

180. (c) The provision of facilities for trailing in mental health 
work for medical men in India and abroad and for ancillary personnel 
in India .—Nowhere in this country are available all the facilities 
necessary for the starting of a course for the Diploma in Psychological 
Medicine. We recommend that, as early as possible, courses of 
training for this Diploma should be developed in Bombay and Calcutta 
in association with the universities concerned. We also suggest 
that, as soon as possible, similar diploma courses should be develop¬ 
ed in the universities of other provincial capitals. In the meantime 
a certain number of carefully selected medical men. with some 
experience of work in mental hospitals in India, should be sent 
abroad for training. Provision should be made for sending at least 
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20 doctors during the first five years and, another 20 during the 
second five years of our programme. 

We'have also made proposals for developing training facilities for 
non-medical mental personnel, including such workers as occupa¬ 
tional therapists, psychiatric social workers, psychologists, nursing 
-Staff and male and female ward attendants. 

181. (d) The establishment of a Department of Mental Health 
'.in the proposed All—India Medical Institute .—This Department is 
“calculated to promote (1) the development of facilities for the under¬ 
graduate and postgraduate training of doctors in all branches of 
psychological medicine and the demonstration to the provincial autho¬ 
rities of the standards to be aimed at when similar facilities are 
•created by these authorities in their own territories, (2) the promotion 
of research in the field of mental health and (3) participation in the 
■organisation of a mental health programme for the area in which the 
Institute is located. 

ENVIRONMENTAL HYGIENE 

182. Under this head we deal with the subjects of (a) town and 
■village planning, (b) housing, rural and urban, (c) water supply, (d), 
general sanitation, including conservancy and drainage, (e) river and 
■beach pollution, (f) control of insects, rodents and other vectors of 
disease and (g) control of trades dangerous and offensive to the com¬ 
munity. 

TOWN AND VILLAGE PLANNING 

183. Most of the populated rural and urban centres in the country 
have grown up in the past without due regard to the principles of 
planning. In the postwar period new large scale industrial develop¬ 
ments, the execution of large public works and other activities will, 
in all probability, help to croate new townships and settlements and 
thus further the process of urbanisation. It is, therefore, essential 
to regulate the growth of towns in accordance with the principles of 
sound town planning, to make a determined effort to eradicate exist¬ 
ing Blums and to prevent conditions in which they can again grow 
and thrive. 

Our Recommendations 

184. (1) A Ministry of Housing and Town and Village Planning 
should be established in each province as only in this way can the 
subject receive the attention which it demands. At the-centre we 
are not suggesting the creation of such a Ministry because the direct 
responsibility for planning and execution will rest with Provincial 
Governments. Rut there should be at the Centre an expert in town 
planning who, for the purpose of administration, may be attached 
to the establishment of the Director General of Health Services 
under the Ministry of Health. This officer should be the consultant 
to other departments of Government such as the Railways and Posts 
and Telegraphs. All requests from the provinces for financial support 
from the Centre in respect of their town and country planning 
schemes should be scrutinised by him from the technical point of 
view. The Central Directorate of Town and Village Planning should 
also function as an information bureau for town planners throughout 
the country. 
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185. The Provincial Ministry of Housing and Town and Village 
Planning should have a technical expert as its adviser, who may be 
called the Director of Town and Village Planning, with suitable 
subordinate staff under him. All local authorities, improvement 
trusts, building societies, industrial organisations, private estate 
development concerns and government departments should submit 
their schemes for such development or slum clearance, if they come 
within certain prescribed standards, to the Provincial Ministry of 
Housing and Town and Village Planning for previous sanction. The 
Director of Town and Village Planning will be responsible for the 
technical scrutiny of all these schemes. 

Town and Village Planning Legislation 

186. Legislation to regulate planning in respect of towns exists 
in the provinces of Madras, Bombay, the Punjab and the United 
Provinces. But, as far as we are aware, no such provision exists in 
respect of rural areas.- - We consider that legislation should be enact¬ 
ed in all the provinces oft a fairly uniform basis and that it should 
include, within its scope, both urban and rural areas. We therefore 
suggest that the Central Government should, in consultation with 
town planning experts, draw up model legislation and recommend 
its adoption by the provinces or, with their approval, secure the 
enactment of an all-India measure. In either case, the proposed 
legislation should include all the requirements that modem concep¬ 
tions regarding town and village planning would suggest for 
incorporation. 

Planning in Urban and Rural Areas 

187. Large cities .—In some of the larger and more congested' 
cities in India improvement trusts have been engaged, for some time, 
in slum clearance and the improvement of housing. The results 
have not, however, been satisfactory in a number of cases, because 
cleared areas resulting from costly demolition operations have been 
allowed to be built over without adequate control. The existing legal 
and administrative procedure' should, where necessary, be so modi¬ 
fied as to ensure that such undesirable developments are not 
permitted to continue. We recommend that improvement trusts 
should be established in all the larger cities of the country for dealing 
with slum clearance and rehousing problems. One of the handicaps 
from which existing improvement trusts suffer is lack of technical 
-assistance. Every trust should be required to employ a town planner 
-on its staff as soon as trained personnel of this class becomes avail¬ 
able in sufficient numbers. 

188. Other urban areas .—The urban areas for which the estab¬ 
lishment of improvement trusts is likely to be considered not feasible 
will, from the point of view of size and importance, be such as to 
make them suitable for inclusion in the district health organisation 
we have proposed earlier. The local authority that should be made 
responsible for the planning of such urban areas should be the District 
Health Board.. This authority should, as in the case of an improve¬ 
ment trust, be required to maintain on its establishment a trained 
-town planner. 

189. Eural areas .—In the early stages of onr programme it will 
be difficult to extend planning operations into the rural areas as 9 
-whole. During this period, attention may be confined to the lay-out 
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of new villages which may be established as the result of develop¬ 
ments in industry, mining, agriculture or the settlement of demobi¬ 
lised personnel. In the case of all new villages, the Provincial 
Director of Town and 'Village Planning should be consulted before¬ 
hand by the department concerned and he should design the lay-out. 

Location of Industry 

190. The haphazard location of industries in inhabited areas inust 
be controlled by proper legislation. Legal provision exists in certain 
provincial Local Self-government Acts for enabling the local authority 
to regulate their location within their areas. We desire to see ade¬ 
quate provision for controlling the location of industry included in 
the proposed model legislation for town and village planning. Our 
suggestion that the lay-out of any new industry should be submitted 

■to the Ministry of Housing and Town and Village Planning for 
previous approval should also apply to residential accommodation 
provided for industrial workers. A colony for such workers should 
not be permitted gn a temporary basis for a longer period than three 
years and, even during this period, adequate provision should be 
made for such amenities as roads, water, drainage, sanitation and 
lighting. 

Training Facilities for Town Planners 

191. We make two recommendations. One is that a certain 
number of selected individuals should be sent to Europe and America 
for training in the subject. The other is that town planning experts 
from abroad should, if necessary, be recruited on short-term con¬ 
tracts and that training centres should be set up at least in a few 
universities in the country. 

HOUSING, BUBAL AND UEBAN 

192. Housing conditions in India present a deplorable picture. 
The impressions tnat we gained during our tours indicate extremely 
unsatistactory conditions of housing in some rural and urban areas 
and, in particular, appalling conditions of overcrowding in industrial 
centres. The single room tenement is a common feature of even 
many of the more recently constructed housing accommodation in 
industrial areas. Such tenements often house more than one family 
and, in any case, have to serve as living room, kitchen and bed 
room. The sanitation of these dwellings is usually inadequate and 
of- a very rudimentary nature. Thousands of workers have been 
drawn to these industrial centres by new war industries or by the 
expansion of old ones, but little attempt has been made to provide 
the additional accommodation required. The result is that conditions 
in Calcutta, Bombay, Madras and Cawnpore, to mention only a few 
cases, are indescribable and intolerable. Thousands are without any 
borne or shelter and have to live and sleep on pavements, verandahs, 
open spaces, under trees, in cow sheds or in any temporary shelter. 

Recent Housing Developments in Western Countries 

193. Between the two world wars the provision of adequate housing 
for the people was recognised in most European countries as an • 
urgent and important social problem and Governments accepted the 
view that “housing has become a public utility” and that “the' 
right to live in a decent dwelling has taken its place in the “national 5 , 
minima”—the right to good and abundant water, to sanitation, to- 
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adequate fire and police protection, to the use of paved and lighted 
roads, to education, to a certain amount of medical care, and, in most 
European countries, to various forms of social insurance”. These 
national housing schemes have certain features which include control 
by the public authority over housing standards and financial aid 
directed towards promoting the building of houses of the required 
quality and in sufficient numbers, and the maintenance of the scales 
of rent at reasonable levels. 

Our Recommendations 

194. In India a 15iig-term policy, comprehensive in scope and 
modern in outlook, is essential for a satisfactory solution of the 
housing problem. The objective to be attained is the creation of 
hygienic houses in adequate numbers and • of adequate size, in 
“sanitated”- areas equipped with all the facilities necessary for com¬ 
munity life. In the execution of the housing programme Govern- 
ments and public authorities should perform the following 
functions:— 

(ij the planning, execution and regulation of housing pro¬ 
grammes, including participation by local authorities 
and improvement trusts in house construction and 
maintenance; 

(ii) the grant of financial assistance by long-term loans at low 

rates of interest, or grants-in-aid; 

(iii) tile prescription and enforcement of standards and 

(iv) the promotion of housing research. 

195. Functions of the Provincial Governments .—Upon 1’rovincial- 
Govemments must rest the primary responsibility for dealing with 
housing and town and village plau'mng. The housing of the people ie 
essentially a State responsibility. It may, of course, be delegated 
under suitable conditions and in defined areas, to local bodies or 
public authorities such as improvement trusts. Elsewhere it will be 
necessary to utilise every available agency if a comprehensive pro¬ 
gramme is to be plauntd and executed within a reasonable time. 
Provincial Governments should consider the establishment of a statu¬ 
tory body, under the direction and control of the Ministry of Housing 
and Town and Village Planning, with financial resources and power 
to plan and execute a province-wide house construction and town and 
village development programme on a 20—£0 year plan, in five yearly 
stages. The Provincial Ministry of Health is deeply concerned in 
the proper execution of any housing schemes and should be respons¬ 
ible for the control and enforcement of minimum standards in the 
design and construction, not only of houses but also of environmental 
amenities, such as water supply, sanitation and recreation. The 
two Ministries must work in close co-operation with one another and 
the staff of the Ministry of Health must, at all stages, be in contact 
with those who are. responsible for the execution of housing schemes 
and town and village planning. 

196 Functions of the Local Authority .—Our recommendations 
for provincial and district health administration will, if implemented, 
establish certain new local authorities in the place' of existing ones. 
We visualise the creation of separate district organisations to deal 
with health, education, public works and communications, in order 
to provide more favourable conditions for efficient administration. In 
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•carrying out a province-wide housing and planning policy in urban and 
rural areas, the work of enforcement of standards, from the health 
point of view, will fall upon the district health organisation and its 
officers. On the other hand, the actual construction and maintenance 
•of housing colonies will be carried out by the district agency which 
deals with public works and which, in this connection, will he under 
the control of the Ministry of Housing and Town and Village 
Planning or the authority to which the Ministry has delegated its 
.powers. 

107 . Housing standards .—We have set out certain general recom¬ 
mendations regarding tho minimum standards to be prescribed for all 
houses built under public or private auspices. For details regarding 
these standards reference may be made to paragraphs 25 to 33 of 
■chapter XIII of Volume II of our report. 

198. Type plans .—The legal enforcement of housing standards is 
“only one method of approach towards raising the quality of con¬ 
struction. Type plans and estimates covering a considerable range 
•of cost, material and sizes should be prepared. These plans and 
■estimates should be based on local rates of cost, as far as jossiblo, 
and should incorporate locally procurable material and they should 
be made readily available to the general public. 

Housing for the Lower Income Groups 

■ 199. We believe that an India-wide housing programme should 
give first priority to the needs of the lower income groups of the 
population. It is not easy to fix an upper limit of income suitable 
for all provinces. In the South it might be Ks. 100 to 150 a month 
and in the North Bs. 150 to 250- The limit would have to be fixed 
By each Provincial Government. 

200. Urban areas .—In many towns and cities industrial workers 
live interspersed with the general population and the housing prob¬ 
lem must therefore be considered for the community as a whole and 
not for industrial workers only, bearing in mind the income levels 
we have suggested for defining the working class population. We 
believe that future developments in the housing Bpbere will be regu- 

' lated on proper lines if such developments are undertaken under 
public auspices, particularly in the larger urban centres. We have 
already said that the responsibility for providing houses for the 
people rests on the Governments of the country. Local authorities 
and industries should, no doubt, bear their share of the cost, but the 
State cannot escape the fundamental responsibility. 

201. Itural areas .—The housing problem in rural areas presents 
special difficulty. The Governments concerned, through such local 
authorities as may be suitable, should be responsible for enforcing 
minimum standards in any new village construction. They should 
also assist, with finance, advice and example, in the improvement 
of existing houses in rural areas- Type designs for new houses and 
suggestions for the improvement of existing ones should be made 
availahle to the villagers through the Health and other appropriate 
Departments. As in the case of housing in urban areas, Govern¬ 
ments should be prepared to finance or assist in financing any 
approved schemes for new housing or housing improvement, whether 
sponsored by the Governments themselves, by local authorities, by 
eo-onerative banks or societies or by private interest. Governments 
must, however, exercise control over the planning and execution of 
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such schemes and, in particular, over the rents to be charged for 
new houses and any increase in the existing rents in the case of 
housing improvement. 

WATEB SUPPLY 

202. According to the 1939 report of the Public Health Commis¬ 
sioner with the Government of India only 253 towns out of a total 
of 1,471 towns of all sizes in British India possessed protected water 
supplies. The population served by these was about 12.7 millions 
or 48.7 per cent, of the aggregate population of' all the towns, bufr 
only 4'5 per cent, of the total estimated population of British India 
in that year. 

Ttural water supplies are drawn mostly from wells, tanks, rivere- 
and streams and they are almost completely unprotected- 

Our Proposals 

203. A vigorous policy should be adopted immediately by Govern¬ 
ments for the development of a water supply programme, which 5 
should aim at providing the entire population under their charge with 
safe water for drinking and domestic purposes within a period of 
about 35 years. The initiation of the scheme should not be left to- 
local authorities and sufficient funds should be made available to 
complete the programme within this period. Technical bodieB, which 
may be designated Central and Provincial Water and Drainage 
Boards, should be established in order to assist Governments in the 
planning and execution of water and drainage schemes on a compre¬ 
hensive scale. 

204. Functions of Water and Drainage Boards, Central and Pro¬ 
vincial ,—The Central Bourd will perform the dual task of carrying 
out, in the Central Administered Areas, the same duties which the 
Provincial Board will perform in its own territory as well as of deal¬ 
ing with various matters of interest and importance to more than- 
one province, such as the conservation of water on an all-India 
basis and inter-provincial problems of drainage and river pollution. 
In addition, the Central Board will assist the Central Government in 
carrying out its general policy of promoting co-ordinated effort in the 
provinces and of giving financial aid and technical advice in the fur¬ 
therance of their water and drainage schemes. 

205- The more important among the functions to be performed 
by the Central and Provincial Boards in their respective areas include- 
(1) the conservation of the available sources of water in their respec¬ 
tive territories and its allocation to the different needs of the com¬ 
munity, (2) the general planning of water supply and drainage 
schemes and the preparation of a priority list in respect of such 
schemes, (3) various technical matters such as the standards to be 
prescribed for the purification of water and sewage, the training and 
registration of water operators and the investigation of special local 
problems such as the purification of trade wastes, removal of fluorides, 
etc., and (4) the recommending of grants to the Governments concern¬ 
ed for water and drainage schemes. 

Water Conservation on an Inter-provtncial Basis 

206. The importance of this question was forcibly brought to our 
notice by the Superintending Engineer, Public Health Engineering 
Department, the United Provinces. He said “the depletion of the 
main rivers in this province, particularly the Jumna- and the Ganges, 

65 



SUMMAJtY 


by the wholesale extraction o£ large quantities of water by the Irri¬ 
gation Departments of the Punjab and the United Provinces, has 
had very serious repercussions on the water supply of several iarge 
towns in this province, particularly Agra and Cawnpore.” He also 
pointed out that it has aggravated another problem, namely, large 
scale river pollution from trade wastes. 

207. The question of conserving all the available sources of water 
"throughout the country and of so allocating the supply, from a com¬ 
mon source, to meet the reasonable demands of individual provinces 
concerned, is of paramount importance from the standpoint of the 
health and general welfare of the people and we have come to the 
conclusion that this matter calls for special consideration. Where 
an urgent decision on such a matter is required, the Central Govern¬ 
ment should be empowered to give a temporary decision which should 
be binding on the provinces concerned, until a final settlement is 
reached through the award of an Arbitration Board or any other 
suitable body to which reference should be made with the least prac¬ 
ticable delay. We consider that the same procedure should apply to 
inter-provincial problems of river pollution by trade wastes and sewage. 
Even when an urgent decision has to be taken by the Central Govern¬ 
ment we consider it necessary that such decision should be taken 
only after consulting the Central Water and Drainage Board and the 
Central Board of Health in regard to the technical and administra¬ 
tive aspects of the question-* 

208- As regards the other subjects included under the heading 
“Environmental hygiene’’ such as general sanitation, river and beach 
pollution, control of insects, rodents and other vectors of disease etc., 
■we have set out detailed proposals in the relevant portions of chap¬ 
ter XTV of Volume II. These, if implemented, will, it is anticipated, 
make for a considerable improvement of the existing unsatisfactory 
state of affairs. 

QUARANTINE 

International Quarantine 

209. As regards international quarant : ne two aspects require con¬ 
sideration. One is prevention of the export of infection in respect 
of the diseases recognised under the International Sanitary Conven¬ 
tions and the other is that of protecting India from the possible in¬ 
troduction of diseases such ns yellow {ever, sleeping sickness and 
others from which the country is at present free. In regard to both 
the measures now enforced in India are considered reasonably com¬ 
plete and satisfactory. 

210. The ratification of international treaties should be one among 
a small group of subjects in respect of which the Centre should be 
given the power to compel a province to fall in line with the other 
provinces. The fact that international air lines pass through different 
provinces in the country necessitates action on common lines in 
respect of the health requirements of airports and their surrounding 

*Mr- P, N, Sapru does not agroa with the above recommandations for deal 
ing with these difficult problems. He has dealt with his view in a note wh : oh 
is appended to chapter XIV of Volums II of our report. The views of the rest 
of the Committee on Mr. Sapru's note will be found in paragraph 22 of the same 
chapter. 
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-areas and it is therefore essential that the Central Government should 
be able to carry out a common policy throughout India. 

Internal Quarantine 

211. Internal quarantine is concerned with the enforcement of 
measures designed to control the spread of infectious diseases be¬ 
tween neighbouring units of administration, namely, the provinces 
and Indian States. We make the following recommendations: — 

212. (1) The Central Government should be responsible for the 
enforcement of all measures necessary to prevent the inter-provincial 
spread of infectious disease. In this connection India may well 
follow the practice which is in existence in the United States of 
America. In that country “the Federal Health Service has control 
of sanitation in interstate traffic" including supervision of the sani¬ 
tary facilities on all interstate vehicles. The Federal Government 
also assists the States in the control of communicable diseases within 
their own territories, if desired to do so. The Central Government 
in this country should be similarly empowered to control the inter¬ 
provincial spread of epidemic diseases. 

213. (2) The Central Board of Health should draw up, in consul¬ 
tation with the health advisers at the Centre and in the Provinces, 
a memorandum of instructions to be followed by the Central and 
Provincial health departments in order to promote -the effective con¬ 
trol of the spread of infectious diseases. The whole field of possible 
•CO-operation should be examined on a wide basis and a common 
programme of action drawn up under the auspices of the Board. 

.214. (3) The desirablity of creating an inter-provincial fund for 
carrying out the measures outlined above should be considered, the 
Central and Provincial Governments making their contributions to 
this fund on some agreed basis. Such a fund will also constitute an 
insurance for all Governments against possible disasters such as 
famines, floods and earthquakes. 

215. (4) The measures described ubove for the enforcement of 
internal quarantine can hardly be effective without the active parti¬ 
cipation of Indian States. Such participation can bo of value only 
if those States possess a reasonably good health organisation. The 
more important of the States probably satisfy this condition. If, in 
the beginning, even these can be brought into the scheme by mutual 
arrangements between British India and the States, the range of 
activity of the internal quarantine organisation and its effectiveness 
will have been greatly increased. 

VITAL STATISTICS 

216. Errors in existing vital statistics in India fall under three 
heads, (1) incompleteness in the recording of the events, (2) inaccu¬ 
racy of the registered cause of death and (3) faulty compilation. 
Registration of vital statistics in all municipalities is, generally 
speaking, a function of the municipal public health department. In 
the rural areas, in most provinces the Registrar is the police officer 
in charge of the thana (police station) and the person responsible for 
reporting births, deaths and cases of notifiable diseases from indivi¬ 
dual Villages is the chowkidar, who is perhaps the lowest grade of 
public servant and is generally illiterate. In the province of Madras 
the Registrar is the headman of each village. 
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217- The recorded vital statistics are passed on, through a series 
of officers, to the Director of Public Health in each province. Com¬ 
pilation of the data is carried out at the different stages of transmis¬ 
sion. Madras forms an exception to this general statement. Here 
the number of intermediary stages has been reduced, the village head¬ 
man passing on his report to the Tahsildar of the taluk in which the 
village is situated and the latter sending it directly to the Director 
of Public Health. Compilation of the data for the whole province 
has been centralised in the office of the latter officer. This system 
has been found to be satisfactory and has been recommended to other 
provinces by the Central Advisory Board of Health. 

RECOMMENDATIONS 

The Areas served by our shortterm Programme 

218. The creation of four registration offices in each primary 
unit. —The placing of the registering authority us close as possible to 
the people is desirable in order to improve vital statistics. We there¬ 
fore recommend the establishment of four registration offices in each 
primary unit, one of these being at the headquarters of the unit. 
The public health nurses and midwives should be made Registrars 
of Births and Deaths and should be responsible for ensuring thatt 
these offices are kept open on the required dates and during the 
stated hours- 

219. All the members of the public health staff employed in the 
primary unit should systematically check the birth and death regis¬ 
ters by house to house enquiry, when they visit villages on their 
routine duties. In addition, we anticipate that the village commit- 

* tees we have suggested will help to bring on record events which 
might escape the notice of the ahowkidar as well as to awaken, in 
the villagers, a sense of personal responsibility in regard to regis¬ 
tration. 

The Areas outside our Short-term Programme 

220 We recommend the employment of non-medical personnel, 
with some elementary type of training, as Registrars in the areas to 
which our health programme is not extended. Each man’s range of 
jurisdiction should be limited to such a number of villages as would 
enable him to visit all of them within a period of about 6 days. 
During three days in the week he should attend the registration office 
and the remaining days should be devoted to an inspection of the 
work of the chowkidars in the villages within his area. 

Certain Other Proposals 

221. (a) House lists in villages and sample surveys. —We recom¬ 
mend the preparation and maintenance of house lists for individual 
villages. The list should contain information regarding the name, 
date of birth and sex of the head of the family and of every normal 
resident of the house. It should be made obligatory on the house¬ 
holder to give the information required for the filling of the house 
list, should he be asked by the appropriate authority to do so- 

In a subcontinent like India .the use of the sampling method is 
eminently suitable for the collection of demographic information of 
various types and the provision of an accurate house list for each 
village will prove invaluable for sample surveys. 

222. (b) The provision of adequate incentive to the people for the 
registration of births and deaths. —An effective method of stimulating 
interest in the people for the registration of vital statistics will be 
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by creating conditions requiring, in an increasing degree, the pro¬ 
duction of proof of age, community, parentage etc. If courts, schools 
etc. could be induced to insist on the production of birth and death 
certificates the public will begin to feel the necessity for registering 
births and deaths in their own interest. 

223. (c) Compulsory registration of vital statistics .—In the areas 
in which our scheme will be introduced registration of vital statis¬ 
tics should be made compulsory along with the introduction of the 
scheme, wherever such provision does not already exist. In other 
areas compulsion should he introduced gradually. The enforcement 
of the law through the prosecution of offenders is essential if definite 
improvement is to be secured. 

Administrative Organisation 

224. The central organisation. —We recommend the appointment 
of an officer with the title of Registrar General of Vital and Popula¬ 
tion Statistics. He will be attached to the Central Ministry of Health 
and will be responsible for the collection, compilation, study and 
publication of vital statistics from all parts of the country, for the 
carrying out of the census at periodical intervals and for continuous 
population studies. He will work independently of the Central Health 
Department but in close co-operation with it. He should publish an 
annual report on the population of India incorporating such informa¬ 
tion as is available regarding existing conditions and possible tenden¬ 
cies for the future. 

A “medical section!.’ should be created in the Registrar General’s 
office for the purpose of providing statistical help to the Central 
Health Department in its day to day administration and in the 
carrying out of special investigations. 

225. The provincial organisation .—The provincial statistical orga¬ 
nisation should correspond to that proposed for the Centre and the 
functions of the provincial officer in charge should be similar to those 
of the Registrar General. The designation of the provincial officer 
may be the Provincial Registrar of Vital and Population Statistics. 
He should be attached to the Provincial Ministry of Health for 
administrative control and should work independently of, but in close 
co-operation with, the Director of Health Services. 

' The provision of “a medical section” in the office of the.Provincial 
Registrar for the same functions as those suggested in connection 
with the Central Health Department is also necessary- 

We have also made suitable recommendations for a district vital 
statistics organisation, which will work under the control of the Pro¬ 
vincial Registrar. 

226. The employment of statisticians in increasing numbers will 
become necessary in the vital statistics, health and other depart¬ 
ments of Government. Industry is also likely to employ a growing 
number of persons trained in modem statistical methods. In the 
circumstances we recommend the development of facilities for statis¬ 
tical training of a high order in the universities and in certain other 
-centres. 

' PROFESSIONAL EDUCATION 

227. Our main object during the short-term programme should 
be the provision, of adequate numbers of trained staff in all categories, 
in order to facilitate the development of our health programme with 
the least possible delay. Before indicating briefly our proposals for 
dhe expansion of existing provision for professional education in the 
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field, of health, we may consider certain general questions which ara 
relevant to the subject. 

The Target in regard to the Production of Doctors 

228. We have placed the target, a.t the end of the first ten years- 
of the programme, in regard to the production "of doctors at an annuaL 
output of 4,000 to 4,500 as compared with less than half that number, 
of graduates and licentiates combined now being produced each year. 
To man the new medical colleges with suitable teaching personnel 
we anticipate that the All-India Medical Institute, the establish¬ 
ment of which we are recommending, will provide 8 steady, i£ 
limited, stream of teachers of the highest quality. In addition we 
have suggested that at least 200 carefully selected persons should 
be sent for overseas training in order to equip themselves for filling, 
teaching posts in the country. 


The Type of Doctor for the Future 

229. Having given serious consideration .to the suggestion that,, 
in the conditions now prevailing in the country, it might be desirable 
to provide'both fully trained doctors and a less elaborate type of 
medical man, the conclusion which the majority of us arrived at is- 
that, having regard to the limited resources available for the training 
of doctors, it would be to the greater ultimate benefit of the country 
if these resources were concentrated on the production of only one 
and that the highly trained type of physician whom we have termed, 
the “basic” doctor.* 

Admission to Medical Colleges 

280. We feel that, as far as possible, the applicants best qualified 
to make use of the opportunities provided should be admitted into 

*Six of our colleagues (Sir Frederick James, Dr. Vishwa Nath, Messrs. 
Sapru and-Joshi, Pandit Maitra and Dr. Butt) agreed to the advantage of 
having one’single type of medical practitioner, but in view of the overall ahoi- 
age o! doctors, felt that the e'arly realisation of this ideal must bo sacrificed to- 
the immediate needs of the country.’ I? their view the imperative and funda¬ 
mental need in India was the large scale production of trained medical 
of all kinds and to that end were prepared to use every possible means, mclurtl g. 
the adoption of a shorter licentiate course to increase, both rapidly and substan¬ 
tially, such personnel. . . . , _•_ » 

The majority view, while recognising the need for as rapid an expansion ot 
medical personnel as possible, has taken note of the fact that the basic doctor 
will receive adequate training in the community and preventive aspects of 
medicine -and that he will, therefore, be much better equipped for fulfilling, 
the functions which have been proposed for a mediail officer 
in our programme than a licentiate with his more limited background of general 
education and of professional training. Moreover, the “basic’ doctor, supported- 
by adequate and efficient technicians and other ancillary personnel, is capable ot 
extending his sphere of public utility to- an extent which would be beyond 
the capacity of a loss efficiently trained person. It seems therefore likely that 
the anticipated advantage from a larger out-turn of doctors by the continuance- 
of the licentiate course will be largely counterbalanced by the more efficient and 
extended service which tTie ‘basic’ doctor will be able to provide. It is also- 
considered that the production of two types of doctors m to be deprecated on 
general grounds, because the person with a lower Status naturally tends to 
develop an inferiority complex and a chronic discontent which cannot hut be- 

innimical to good work. , T , 

A seoarate note favouring the continuance of teaching by Drs. 

Vishwa Nath and A. H. Butt is given in Chapter XVIII of Volume II of the 
report On the other hand, three other members (Drs Amesur, Narayanrao and 
Wadhwani) consider that admissions to medical schools must be stopped forth¬ 
with and that snch medical school as can be up-graded should be converted 
into colleges even before -Improvements to existing colle ges ar e carried out. Their 
note will also be found at the Bame place in chapter XVIII, 
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the medical colleges. We realise that there are factors which militate 
against the application of this principle in its entirety and that com¬ 
munal considerations cannot perhaps be ignored in the present state 
of the country. We suggest that one-third of the admissions to every 
medical training institution should be by pure merit and that the 
remaining seats may be divided among all the communities, provided 
the best candidates from each community are selected. 

231. In view of the importance of increasing to a large extent the 
number of women doctors in the country we recommend that about 
a quarter to a third of the admissions in the medical colleges should 
be reserved for suitable women candidates, if they are available. 

Stipends to Medical and Nursing Studdhts 

232. In Russia medical education is free and in the United 
Kingdom, the Goodenough Committee has recommended that one- 
third of the admissions to medical schools should be free. In-order 
to prevent economic barriers standing in the way of suitable persons 
entering the medical.profession we would Jike to see that all those, 
who are willing to enter the public service after successfully com¬ 
pleting their course, should be given an annual stipend of Rs. 1,000, 
a part of its being recovered from them later in easy instalments. 
In view, however, of the large financial outlay that this proposal 
involves we have included, in our estimates, provision only for SO- 
per cent, of the entrants. 

The need for nurses is even greater than that for doctors, there- 
being probably no more than 7,000 registered nurses at present in the 
country as a whole. On the other hand the implementation of our 
short-term programme wilFrequjre approximately 80,000 nurses. We 
have suggested the provision of a stipend of Rs. 60 per month for 
pupil nurses, a part of the amount thus advanced being eventually- 
recovered from them in ea$y instalments. 

MEDICAL EDITCATION 
Undergraduate Education 

233. Considerable thought has been given by us to the type of 
training necessary for the evolution of the “basic” doctor and advice 
was sought from a strong and representative panel of experts in the 
field of medical education from different parts of the Country.* The 
main ideas underlying the changes recommended in the undergraduate 
curriculum include a reorganisation of the teaching both in the pre- 
olinical and clinical fields; a reduction in the hours of didactic 
instruction in certain subjects and an emphasis on the inclusion of 
principles and methods which will enable the student to learn for 
himself, think, observe and draw conclusions; the establishment, in 
every medical college, of a Department of Preventive and Social 
Medicine so as to give the student an insight into social health 
problems by contacts with home and community life and the inclusion 
of a year of “internship” after^the qualifying examination, of which 
three months will be devoted to work in a public health unit and the 
remaining period in a hospital of approved standard. Throughout the 
whole course, the importance of research should be stressed and 
whole-time teachers should themselveB engage in research and 

•For detailed information regarding our proposal* reference should be made- 
to the relevant sections in Chapter XV III of Volume II of the report 
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encourage any student showing an aptitude or leaning towards this 
important aspect of his work to participate in research. 

234. Our programme of expansion of educational facilities includes 
the improvement of existing colleges, the conversion of suitable 
medical schools into colleges and the establishment of new colleges 
in different parts of the country. 

Postgraduate Education 

235. Postgraduate education should be devised to meet two 
different needs. They are, (a) the training of consultants and special¬ 
ists and (b) the training of practitioners desirous of practising a 
speciality without the delinite status of a specialist. In the case of 

(a) such training will naturally involve several years of work in 
special departments and hospitals and lead to a higher qualification 
such as the M.D. or M.S. In the case of (b), the training in the 
speciality concerned may range from 12 to 18 months under suitable 
guidance. We recommend that courses should be available in (i) 
Oto-llhino-Laryngology, (ii) Dermatology, (iii) Badiology, diagnostic 
and therapeutic, (iv) Ophthalmology, (v) Obstetrics and Gynaecology, 
(vi) Venereology, (vii) Anaesthesia, (viii) Psychiatry, (ix) Pediatrics, 
(x) Tuberculosis, (xi) Malariology, (xii) Blood transfusion and resusci¬ 
tation and (xiii) Orthopaedics. 

236. We have suggested the establishment of a special organisa¬ 
tion, the Central Committee for Postgraduate Medical Education, to 
be responsible for laying down standards in respect of postgraduate 
training in particular subjects and for promoting the development of 
facilities for such education in different parts of the country on a 
co-ordinated basis. We have also made suggestions for the appor¬ 
tionment of cost of such institutions between the Central and Provin¬ 
cial Governments. 

Refresher Ooursea for General Practitioners 

237. One of the most serious handicaps in raising the general 
standard of medical practice in India is the absence of any provision 
for refresher courses. There are several lines along which refresher 
courses may be arranged. 

(i) Whole-time refresher courses which may extend from two 
weeks to two months. It is desirable to encourage short-term courses 
of two to four weeks, as many medical men may not find it practi¬ 
cable to be away from their duties for longer periods. 

(ii) Part-time courses which may be— 

(a) week-end courses Y spread over weeks or 

(b) whole-day courses S- months organised on a 

(c) half-day courses J systematic basis. 

(iii) One educational session once a week or fortnight oonducted 
throughout the year. 

(iv) Short-term posts in a recognised hospital for periods ranging 
from one month to three months. 

We recommend that facilities for refresher courses should be 
developed in all hospitals attached to the secondary health centres, 
district health centres, medical colleges and the headquarters of each 
province. 
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238. We have also made recommendations regarding the provision 
of training facilities in tuberculosis, mental hygiene and dietetics. 

Special Provision for Licentiates 

239. There are two types of training that may be given, (1) train¬ 
ing which will enable licentiates to obtain a university degree and (2) 
advanced training in the specialities. 

240. (1) Courses leading to degree qualification .—The All-India 
Medical Council has suggested certain changes which some univer¬ 
sities have accepted, the result of which will be that the licentiate 
can witfiin 18 to 24 months obtain the degree of M.B.B.S. Special 
concessions to those who were serving in the armed forces so that 
they may, after demobilisation, proceed to a degree have also been 
recommended. We suggest that it should be the endeavour of every 
university and every medical college to reserve a sufficient number 
of places for licentiates so as to enlarge substantially their opportu¬ 
nities to obtain a qiedical degree. 

241. (2) Advanced training jor licentiates .—There are at present 
only a few eSntres where such training can be obtained by licentiates, 
the School of Tropical Medicine, Calcutta, and the All-India Institute 
of Hygiene and Public Health being two institutions which afford 
opportunities for them to acquire their diplomas. It is also under¬ 
stood that the Government of Madras have introduced special courses 
in Ophthalmology, Obstetrics and Gynaecology, Tuberculosis and 
Clinical Laboratory Sciences for licentiates. Such diplomas should 
be made more freely available to them by other authorities in different 
parts of the country. 

DENTAL EDUCATION 

242. We suggest that provision should be made for the training 
of three types of dental personnel, (1) the dental surgeon, (2) the 
dental hygienist and (3) the dental mechanic. The responsibility 
for the training of the dental surgeon will have to be shared between 
medical and dental colleges, while the training of the other two classes 
can be undertaken entirely by the dental colleges. In view of the 
difficulty in obtaining well trained dental teachers during our short¬ 
term programme, the number of dental colleges that we propose 
should be opened in the country is limited. We recommend that 
.dental colleges should be established at Calcutta, Bombay, Madras, 
Lucknow and Patna and that the dental college at Lahore should be 
expanded. Each dental college for postgraduate students should be 
associated with a medical college so that the teachers of the latter 
can assume responsibility for the instruction of dental students in 
those subjects which form part of the normal studies of the under¬ 
graduate in medicine. 

Postgraduate Dental Education 

243. Appointments as “house surgeons” should be instituted in 
all dental hospitals run in conjunction with the medical colleges so 
that dental training on a salaried basis may be available for graduates. 
In view of the present shortage of teachers, graduates in dentistry 
should be encouraged to proceed to a higher degree and provision for 
this should be made in all universities by the establishment of the 
degree of Master of Dental Surgery. As a temporary measure dental 
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graduates should be encouraged to proceed overseas to obtain higher 
qualifications as well as pursue training in special subjects. 

Dental Legislation 

244. Dentistry as a science can make little progress in the country 
until it is upheld by suitable legislation directed to compulsory regis¬ 
tration and prohibition of practice by unregistered persons. Instead 
•of each province having its own Dental Act, it is suggested that com¬ 
prehensive all-India dental legislation should be enacted.* 

PHARMACEUTICAL EDUCATION 

245. We consider it necessary .to provide educational facilities for 
three classes of personnel, (1) licentiate pharmacists, (2) graduate 
pharmacists and (3) pharmaceutical technologists. The first clasB is 
intended to provide for the large number engaged in dispensing work 
in chemists' shops, dispensaries and hospitals. The course for the 
graduate pharmacist will be designed 1 ' to train the smaller number 
who will be engaged in manufacturing concerns, analytical laboratories 
and educational medical institutions. The third type ot course is for 
those desiring to- talje up the manufacture* of pharmaceuticals and 
drugs on a commercial scale. For tS#m there should be, in addition 
to the graduate course in pharmacy, a ii additional course of one year 
in chemical technology, design, equipment, etc. 

As soon as pharmaceutical licentiates become available in suffi- 
•cient. numbers the training of compounders should be dispensed with. 

EDUCATION OF PUBLIC HEALTH PERSONNEL 
Medical Men 

246. We have already referred to the setting up in medical colleges 
•of adequately staffed and equipped Departments of Preventive and 
Social Medicine and the inclusion of a reasonably high standard of 
training in this important branch of medicine in the curriculum of 
the undergraduate medical student. The postgraduate training now 
provided through the Diploma in Public Health will, we believe, 
largely be incorporated in the future in the course of training for the 
undergraduate. Postgraduate training in preventive and social 
medicine will then have, as its objective, the provision of facilities 
for advanced training in such branches of the subject as mal^riology, 
maternity and child welfare, industrial hygiene, public health admi¬ 
nistration, epidemiology, public health laboratory practice and 
statistics. Such specialised training may be of two. types. The 
first will be of a limited character and will have as its purpose the 
equipment of health workers with a reasonable measure of proficiency 
in the subject concerned, the course of instruction ranging ordinarily 
from 3 months to one year. The second will ho for those who demre- 
to attain the status of specialists in preventive health work. For 
them the period of training will be from 3 to 5 years, the candidates 
being attached to the Preventive and Social Medicine Department of 
a medical ‘college and being associated more and more with the 


*Mt\ N. M. Joshi is, however, of the view that such legislation is premature 
anti that, if it be passed, it should not he made applicable to those areas where 
the services of a registered dentist are not available within a reasonable distance. 
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•teaching, research and administrative activities of that department, 
including participation in the field training given to students. 

Public Health Engineers and others 

247. Our proposals for postwar health development require a 
large number of qualified public health engineers for the tackling of 
the problems of environmental hygiene. A beginning in training can 
be made at the All-India Institute of Hygiene and Public Health, 
Calcutta, in collaboration with the Bengal Engineering College and 
the Calcutta University. At a later stage it is proposed that this 
subject should occupy a definite place in tne course of studies provided 
at the different engineering colleges so that instruction in pliblie 
health engineering should form a part of the qualification of all 
engineers. We have also set out proposals for the training of public 
health inspectors and public health laboratory workers. 

THE TRAINING OF NURSES, MIDWIVES AND DAIS 

248. The conditions under which nurses have .been required to 
.carry on their profession in the' country are deplorable. These include 
lack of professional status, insufficient pay for senior positions, gross 
under-staffing in hospitals and consequent overwork, deplorable 
living conditions accompanied by overcrowding and lack of recrea¬ 
tional and cultural facilities as well as absence of provision for general 
superannuation or pension schemes. 

249. The number of nurses available in the country is probably 
about 7,000, while our short-term programme will itself require about 
•80,000 nurses. Without a considerable increase in their number it is 
impossible to proceed with the development of hospital and other 
institutional facilities and with the organisation of the public health 
nursing service for curative and preventive work in the homes of the 
people. In Chapter I of Volume I of our report we have suggested 
that, by 1971, the number of trained nurses available in the country 
should be raised to 740,000. An essential step towards the achieve¬ 
ment of this objective is the removal of the existing unsatisfactory 
conditions of training and service and we have made proposals 
designed to remove these conditions. 

250. The very large majority of nurses who pass out of nursing 
schools will be absorbed in the public health services. Even so, there 
would remain a certain number outside this service. We have in 
mind such nursing services • as are maintained by private bodies 
including Missions. For those who are in public service, provision 
for old age and insurance against illness, illhealth and disability will 
form part of the conditions of their service. We would suggest that, 
for those who are employed by private bodies, provision should be 
made through a scheme corresponding to the “Contributory Federat¬ 
ed Superannuation Scheme for nurses and Hospital Officers^’ which 
was introduced in Great Britain in 1928 and has been, it is under¬ 
stood, functioning satisfactorily. 

251. As regards training facilities our proposals include the estab¬ 
lishment of preliminary training schools which will give elementary 
instruction to students who wish to become nurses, midwives, public 
health nurses and hospital social workers as well as the establishment 
•of successive groups of training centres for nurses. In view of the 
■extreme shortage of nursing personnel we have recommended that 
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the first group of 100 training centres, each taking 50 pupils, should- 
be started two years before the health organisation begins to be 
established, that another set of 100 centres should be created during, 
the first two years of the scheme and that a third group of the same 
number of centres should be established before the third year of the 
second quinquennium. 

251. (a) We have suggested that there should be two grades in the 
nursing profession with corresponding types of training, a junior grade 
and a senior grade. The entrance qualification for the former should 
he, we have suggested, a completed course for the middle school 
standard and for the latter a completed course for the matriculation. 

252. We have also recommended the establishment of nursing 
colleges in order to provide a five-year degree course in nursing as 
well as advanced courses in hospital nursing administration, in the 
leaching of nurses and the training of public health supervisors. 

Male Nurses 

2513. Owing to the existing social conditions and customs in certain 
parts of India, male nurses will have to play an important part in 
the health programme. Male nurses and male staff nurses should be 
trained and employed in large numbers in the male wards and male 
outpatient departments of public hospitals, thus releasing women 
workers for other work. 

Public Health Nurses 

254. We have also made specific proposals in regard to the train¬ 
ing of public health nurses. They are fully qualified nurses with 
training in midwifery also. In addition their educational programme 
should stress, throughout, the preventive point of view. The. curri¬ 
culum should integrate class room instruction in the science and 
art of nursing and in social studies with well-planned experience in 
hospitals, community health services and in the home. 

Midwives 

255. The number of midwives actually available for midwifery 
duties in the country is probably 5,000. In order to provide one 
midwife for every 100 births, approximately 20 times that number or 
100,000 midwives will be required for British India. 

256. Existing training schools for midwives require considerable 
improvement. The most serious drawbacks are (1) lack of properly 
trained and well equipped supervisory staff, [2) lack of facilities for 
antenatal and postnatal work, (3) lack of domiciliary practice and 
(4) lack of opportunities for witnessing complicated cases of labour. 
We have laid down certain fundamental requirements which should 
be met before an institution is recognised as a training centre for 
mid wives and have also made detailed recommendations for their 
training courses. 

Daia 

257. The continued employment of these women will, for a period, 
be inevitable. While recognising that attempts to train the dai and 
make her reasonably satisfactory in the practice of midwifery have 
in many cases failed, the discrepancy between the existing number 
of midwives and that required to meet the needs of the country 
is so great that, as an interim measure, the possibility of elaborating. 
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a system of training whereby-the most effective use might be secured 
out of this type of personnel cannot be ignored. We have described 
in some detail the experience that one of us (General Hunce) has had 
in developing a midwifery service through trained dais in the North- 
West Frontier Province,, where the. scheme achieved a reasonable 
measure of success. We also understand from another member of 
our Committee (Or. Butt) that attempts to improve the normal 
practice of midwifery by dais through suitable training have been 
equally successful -in the Punjab. We have, in the circumstances, 
advocated the training of dais as an interim measure, until an adequate 
number of midwives will become available and have made certain 
suggestions for their training for urban and rural practice. 

MEDICAL RESEARCH 

Existing Medical Research Activities 

258. Organised medical research at the present time depends 
mainly on two organisations (1)» the Central and. Provincial Govern¬ 
ment Laboratories and the Medical Research Department and (2) the 
Indian Beseareh Fund Association. The morn important institutes 
and laboratories existing in the country for the promotion of medical 
research are shown below: — 

(1) The Central Research Institute, Kasauli, (2) The Hafi'kine 
Institute, Bombay, (3) The King Institute, Guindy, Madras, (4) The 
Pasteur Institute of South India, Coonoor, (5j The Pasteur and 
Medical Research Institute, Shillong, (6) The School of Tropical 
Medicine, Calcutta, (7) The All-lndiu Institute of Hygiene and 
Public Health, Calcutta, (8) The Malaria Institute of India, Delhi, 
and (9) The Nutrition Research Laboratories, Coonoor. 

259. Of these, the Central Research Institute, the All-India Insti¬ 
tute of Hygiene and Public Health and the Malaria Institute of 
India are maintained by the Ceuiral Government, the Nutrition 
Research Laboratories by the Indian Research Fund Association and 
the other institutions, with the exception of the Pasteur Institute of 
South India, by the Provincial Governments concerned. The last is 
the property of the Pasteur Institute Association, a body registered 
under the Societies Registration Act of 1860, and its management is 
vested in a Central Committee of which the Surgeon General with 
the Government of Madras is the Chairman and the Director oi the 
Institute is the Secretary. For information regarding the develop¬ 
ment of these research laboratories and the work that has been accom¬ 
plished by them, reference should be made to Chapter XIV of Volume 
I of our report. 

The Medical Research Department 

260. The medical research department was established by the 
Government of India for the provision of- a permanent cadre of 
specially selected and trained officers for the furtherence of research. 
With the creation of Central and Provincial Government laboratories 
the officers of this department were appointed as Directors and Assist¬ 
ant Directors of the various Government laboratories. More recently, 
however, the extended activities of the provincial laboratories have 
necessitated the employment of w'orkers for special duties and they 
have been appointed, as required, without drawing upon the medical 
research department. Officers of the latter department have been 
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placed on foreign service, from time to time, with other organisations 
such as the Indian Research Fund Association and the Pasteur Insti¬ 
tute Association. 

The Indian Research Fund Association 

261. The Indian Research Fund Association is a registered asso¬ 
ciation in close touch with the Government of India, hum which its 
funds have been mainly derived. The chief objects of the Association 
are (1) to initiate, aid, develop and co-ordinate medical scientific 
research in India, to promote special enquiries and to assist institutions 
for the study of diseases, their prevention, causation'and remedy; 
(2) to publish papers or periodicals in furtherence of the objects of 
the Association and (3) to propagate knowledge regarding the causa¬ 
tion, mode of spread and prevention of diseases. The entire control 
and management of the affairs of the Association are vested in a 
Governing Body, its President being the Hon’ble Member in charge 
-of Health in the Governor General’s Executive Council and its Secre¬ 
tary the Public Health Commissioner with the Government of India. 
The Governing Body appoints^ Scientific Advisory Board to advise 
■on technical matters and on allocation of funds, the Chairman of 
which is the Director General, Indian Medical Service, and the 
Secretary the Public Health Commissioner. The Association 
approves an annual programme of research, sanctions grants-in-aid 
of research and, in certain cases, may constitute special enquiries. 
An annual conference of medical research workers is normally held, 
at which the work of the past year is reviewed and proposals for 
the coming year are put forward. 

RE COMMENDATIONS 

262. We recommend the constitution oh a statutory organisation 
■consisting of: — 

(1) a Scientific Board, whieh will bo the executive machinery of 
the organisation and 

(2) an Administrative Body which would form the link between 
the Board and the Government of India and exercise general super¬ 
vision over the working of the organisation. 

The Scientific Board 

263. The composition of the Board should include medical 
research workers of standing and experience, representatives of 
universities and medical colleges, representatives of the principal 
scientific bodies in India, prominent workers in the field of public 
health and clinical medicine, non-medical representatives of allied 
and fundamental sciences and persons with experience of health 
administration. The work of the Board should be aided by the 
formation of an adequate number of expert advisory bodies for special 
subjects. 

Administrative Body 

264. Ihe Administrative Body should have the following tvpe of 
membership: —- 

(a) the Minister of Health in the Central Government; (b) repre¬ 
sentatives of the Government Departments of Agriculture, Industry, 
Labour and Finance; (c) one representative of the Council of State 
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.and (d) two representatives of the Legislative Assembly. The 
Director General of Health Services with the Government of Lidia 
should be in attendance at all meetings of this body. 

The Board would make recommendations regarding the allocation 
of funds for the furtherance of research to the Administrative Body, 
in which would be vested the power of giving sanction to such 
.allocations. 

265. The main functions of the central medical research organi¬ 
sation proposed above should be (1) the formulation of policy in 
regard to the future development of medical research in India, 
(2) stimulation of research activities in the provinces, universities 
and medical colleges and (3) co-ordination of such research activities 
throughout the country. 

266. Our recommendations deal also with future developments in 
■respect of Government research institutes and teaching institutions. 
In addition we have suggested the provision of improved laboratory 
services in the different provinces through the. creation of regional 
laboratories, to be linked locally with other organisations in connec¬ 
tion with the health programme and, for technical direction, with 
the central laboratory at the headquarters of the province. We have 
also made suggestions regarding the development of research in 
special subjects such as malaria and nutrition. Investigation into 
the social and environmental factors affecting health and disease has 
also been suggested. For information regarding these matters 
reference should be made to Chapter XIX of Volume II of our report. 

The Recruitment and Training of Medical Research Workers 

267. The number of suitable medical research workers and facilities 
for training them are inadequate at present in India and, before any 
expansion of medical research on a reasonable scale can be under¬ 
taken, the primary requirement will be a great increase in the number 

•of properly trained, workers. Besponsibility for recruiting medical 
research workers and for the creation of training centres for them 
must be the primary function of the central organisation for medical 
research referred to above and we have made certain specific recom¬ 
mendations in this behalf also 

The Manufacture of Biological Products 

268. One of the activities of Government laboratories is the 
manufacture of biological products such as vaccines and sera, mainly 
for the use of Public Health Departments. While recognising that 
the preparation of these products by commercial firms in India is an 
industry which is now well established and has been making rapid 
progress, the majority of us consider that the large scale production 
of basic prophylactics such as cholera, plague, TAB vaccines, vaccine 
lymph and anti-rabic vaccine is of paramount importance to the 
public health authorities in India in protecting the people against 
epidemics and that their production should therefore remain a Govern¬ 
ment responsibility.* 


*Drs. Vishwa Nath and Butt are of the opinion that the time has now 
arrived when the manufacture of such products should be a responsibility of 
commercial firms under sufficiently strict Government inspection to ensure public 
safety. Their views are expressed in a note on medical research, which has been 
■appended to Chapter XIX of Volume II of the report. 
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ALL-INDIA MEDICAL INSTITUTE 

269. Our recommendations in .the section dealing with professional 
education are intended to promote the production of health personnel 
under the different categories, in as large numbers and as rapidly as 
possible. Side by side with these developments, however, we 
consider it of the first importance that at least a few institutions, 
which-will concentrate on quality, should also be established in suit¬ 
able centres in different parts of the country. In the first place we 
recommend the establishment of one such training centre for which 
we would suggest the designation, All-India Medical Institute. *The 
objects of the Institute should be (1) to bring together in one place 
educational facilities of the very highest order for the training of all 
the more important types of health personnel and to emphasise the 
close interrelation which exists between the different branches of 
professional education in the field of health; (2) to promote research 
of the highest type in all the branches of study for which the 
Institute will be responsible; (3) to co-ordinate training and research; 
(4) to provide postgraduate training of an advanced character in an 
atmosphere which will foster the true scientific outlook and a spirit 
of initiative; (5) to inspire all persons who undergo training, under¬ 
graduate or postgraduate, with the high ideals of the profession to 
which they belong and (6) to promote in them a community outlook 
and a high degree of culture, in order that they may become active 
apostles of the progressive spirit in whatever field they may be called 
upon to serve, whether it be teaching, research, genoral*health work 
or administration. Though the alumni of such an Institute may not 
be numerous, we feel confident that the influence which they will 
exert in their respective spheres will be out of all proportion to their 
numbers. 

We recommend that the Central Government should be responsi¬ 
ble for its establishment and maintenance. 

The Range of the Institute’s Activity 

270. We suggest that, in the beginning, the Institute should aim 
at providing only medical training in all its branches and also the 
training of nurses. The Institute must therefore have, as an integral 
part of it, a medical college with its teaching hospitals and laboratories 
as well as a college to provide the highest type of nursing education. 
Later on provision should be made for the training of all the higher 
types of health workers. 

The Selection o! Students 

271. The students to be admitted to the medical and nursing 
colleges attached to the Institute should be selected very carefully, 
merit being the sole criterion for admission. As the needs of the 
country as a whole are to be served, applicants from all parts of India 
should be eligible for admission. 

Organisation and Control 

272. The organisation and control of the Institute should cover (1) 
the administrative field and (2) the technical and scientific field. 

The administrative field .—An institution of the type we envisage 
should have freedom to develop its own activities independently and 
without the delaying and hampering effect that strict governmental 
control may entail. We therefore propose that its administration- 
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should be fested, from the time of its inauguration, in a Governing 
Body of suitable composition. 

The technical and scientific field .—Although it may appear some¬ 
what novel in this country, we suggest that the technical work of 
the Institute. should be developed and directed not by an outside 
body, however eminent its members may be, which will impose its 
ideas on the Director and Professors of the Institute but the latter 
themselves acting as a medical faculty. In making this recommend¬ 
ation we are not putting forward a procedure without precedent. 
We understand that, in the Johns Hopkins Medical School, a similar 
arrangement has worked successfully for many years and that it has 
contributed materially to the attainment, by that institution, of 
the pre-eminent position it holds in 'Ehe world of medical education. 
We also understand that this system generally prevails in the United 
States. 

Recruitment of the Stall 

273. Our recommendations in connection with the recruitment 
of the health services, which have been set out earlier, apply generally 
to the recruitment of the staff of the Institute also. As regards 
procedure, however, a departure seems desirable from our suggestion 
that recruitment to the different health services should bo made 
through the various Public Service Commissions. We feel that* the 
adoption of the procedure, which has been practised in the Johns 
Hopkins University and wjiieh we understand is generally followed 
in other universities in the United States, may with advantage be 
tried here. In the Johns Hopkins Medical School recommendations 
for the appointment of professors are made by the medical faculty 
of that institution, which consists of its own professors. While the 
authority for making the appointment is vested in the university, it 
is understood that the recommendation of the medical faculty is 
invariably accepted. We desire to see this principle adopted for the 
recruitment of the staff of the Institute, the Governing Body being 
the appointing authority and the Medical Faculty the recommending 
body. 

Finance 

274. We consider that the Central Government should fulfil 
adequately the responsibility of financing the Institute on a sufficiently 
generous scale to promote its development into, and maintenance as, 
an all-India training centre on the lines indicated by us. 
An appeal should, however, be made to the public for con¬ 
tributions. The Institute is of such paramount importance for 
the full development of the proposed, national health programme that 
its financial stability should be ensured by the Government of India 
endowing it with an amount sufficient to secure, through the accruing 
interest, at least half the estimated annual expenditure of the insli- 
tution in its fully developed form and by a statutory provision for 
any balance that private benefactions may fail to provide .* 

HEALTH ORGANISATION FOR DELHI PROVINCE 

275. The Central Government should attempt to demonstrate in 
Delhi Province the effects of implementing not only our proposals 

*Mr. P, N. Sapru and Dr. Hameed do not agree with the rest of the 
Committee on a few point*. Their note is appended to chapter XX of volume 
II of the report. 
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but also those put forward by other committees, which have made 
recommendations for postwar development in ,different fields of 
community life. The purpose in view is to demonstrate to the 
country as a whole what can be achieved, through co-ordinated eSort r 
to improve the health and general prosperity of the community. 

Our Proposals 

276. While our proposals for the health organisation in Delhi 
Province follow the main outlines of the general plan suggested for 
the country as a whole, there are modifications in certain directions. 
These are designed to secure a higher level of efficiency in the pro¬ 
posed health service, in view of Delhi being a demonstration centre 
for the country as a whole. For instance, a rural primary unit in 
this province will have only a population of 20,000 as against double- 
that number which has been suggested for the rest of the country. 
The proposed provision for medical relief will be higher in Delhi, 
Province than that suggested by ub in other' provinces. The dispen¬ 
sary at the headquarters of the primary unit will have five emergency 
beds as against two elsewhere, while the 30-bed hospital will serve 
in Delhi a population of 60,000 as against 160,000 in the rest of the 
country. In view of the limited number of women doctors available 
in India, our proposals for the appointment of a woman doctor to 
each primary unit may not be possible of being carried out in the- 
country as a whole in the early stages of the programme. It should, 
however, be possible for Delhi Province to secure women doctors for 
the relatively smaller number of such units which will be developed 
here. In proportion to the population Delhi will have double the 
number of midwives and trained dais in each primary unit as com¬ 
pared with the rest of the country. Thus health work among 
women and children should be capable of development here on a more- 
effective basis than in the other provinces. 

DRUGS AND MEDICAL REQUISITES 

Supplies 

277. Second in importance only to the provision, of trained health- 
personnel must come the supply of the therapeutic substances and 
medical appliances without which doctors and public health workers- 
generally may be reduced to- a stage of virtual impotency .in the- 
practical exercise of their profession. We have ha‘d evidence to show 
how grave has been the lack in this country of these essentials. Even 
when they are available, the cost in respect of some is so high as to 
prohibit or at'least gravely restrict their use. Quinine may be cited 
as an example. We are told that, in the year 1935-30, the actual 
cost of producing quinine in Bengal from home grown bark was about 
Hr. 6/8/- a pound, while the Government selling price of this article- 
was Its. 18 and the market rate Its. 22 a pound. This market rate- 
was largely decided by an international organisation, Kina Bureau, 
which controlled about 95 per cent, of world’s supply of quinine. Nor 
can the indigenous profiteer be absolved from the charge of criminal 
exploitation. We feel that such a state of affairs, should not be 
permitted to continue and that it calls for immediate attention and 
remedy. 

278. We recommend that a small committee, mainly but not 
entirely technical in composition, should be appointed to examine the 
question of the requirements of the country in respect of drugs and 
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other medical requisites. The following are some of the more 
important matters which it should investigate:—■ 

(a) What are the drugs and other medical requisites essential for 
general use in the country? 

(b) What practical steps should be taken to ensure their manu¬ 
facture in the country in sufficient quantities and their sale at a price 
which will make them available to all who need them? 

(c) What are the circumstances which would justify the conclu¬ 
sion that the manufacture of any of these in the country is- 
inadvisable? 

(d) What should be the respective fields of Government and of 
private enterprise in the manufacture of these requirements? 

(e) What aid anil assistance should be given to private agencies, 
in such cases and under what conditions? 

(f) What machinery should' be established to develop research 
regarding drugs and other medical requisites and their production 
in India and to ensure the continuity and co-ordination of such 
research? 

(g) What machinery should be set up to ensure a steudy flow of 
trained technical personnel? 

279. We believe that it should be possible adequately to provide 
for these essential needs through a combination of private enterprise 
suitably assisted, where necessary, and production by the State where 
this is found to be in the public interest. The final responsibility 
should rest with the Government for seeing that the essential needs 
of the country in respect of all important medical requisites are met 
and this responsibility should be interpreted as covering the necessity 
for ensuring that these requirements are met satisfactorily in regard 
to quantity, quality and price. 

Control 

280. The Drugs Act of 1940, which was passed by the* Central 
Legislature, now provides for the regulation of the import into and 
the manufacture, distribution and sale in British India of drugs. We 
understand that certain statutory rules under the Ac^ will be brought 
into force at an early date by the Government of India. The provi¬ 
sions of this Act and the rules made under it should be brought into 
operation throughout the country and rigidly enforced with the least 
practicable delay. 

INDIGENOUS SYSTEMS OX* MEDICINE 

281. We are unfortunately not in a position to assess the real 
value of these systems of medical treatment as practised today as 
we have been unable, with the time and opportunities at our disposal, 
to conduct such an investigation into this problem as would justify 
clear-cut recommendations. We do, however, say quite definitely 
that there are certain aspects of health protection which, in our 
opinion, can be secured wholly or at any rate largely, only through 
the scientific system of medicine. Thus public health or preventive 
medicine, which must play an essential part in the future of medical 
organisation, is not within the purview of the indigenous systems of 
medical treatment as they obtain at present. The indigenous systems 
of medical treatment do not also at present deal with such vital 
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aspects of medicine as obstetrics, gynaecology, advanced surgery and 
some of the specialities. Further, no system of medical treatment, 
which is static in conception and practice and does not keep pace with 
the discoveries and researches of scientific workers the world over, 
can hope to give the best available ministration to those who seek its 
aid. 

282. We feel that, we need no justification in confining our pro¬ 
posals to the country-wide extension of a system of medicine which, 
in our view, must"be regarded neither as Eastern nor Western but 
as a corpus of scientific knowledge and practice belonging to tbe 
whole world and to'which every country has made its contribution 

283. We have been informed that, in China and Japan, a morato¬ 
rium extending to a definite period of years was declared after which 
the practice of the indigenous systems in those countries would not 
be recognised. We were further told by Dr. Ognev, the Soviet 
Representative, that indigenous systems of medical treatment were 
nowhere recognised in the Soviet Union. 

284. We consider that it should be left to the Provincial Govern¬ 
ments to decide what part, if any, should be played by the indigenous 
systems in the organisation of Public Health and Medical Relief. It 
is for them to consider, after such investigation as may be found 
necessary, under what conditions the practice of these systems should 
be permitted and whether it is necessary, either during some interim 
period or as a permanent measure, to utilise thfein in their schemes 
of medical relief. 

What we have said in regard to the indigenous systems upplies 
generally to Homeopathy also.* 

REGULATION OF THE MEDICAL, DENTAL, NURSINO AND 
PHARMACEUTICAL xPROFE SSIONS 

Regulation of the Medical Profession 

285. Practitioners of the scientific system of medicine are, the 
world over, subject to more or less rigid regulation, the degree of 
such regulation and the authority from which it is derived varying 
with different countries. In the United Kingdom this function is 
vested in the General Medical Council of Medical Education and 
Registration of the United Kingdom,.which was established by tbe 
Medical Act of 1858 and which has been vested with the duty of 
securing the maintenance of the requisite standards of proficiency 
from candidates at the qualifying examinations..for entry into the 
Medical Register. In India the Indian Medical Council, which was 
established by the Medical Council Act of 1933, has not been autho¬ 
rised to maintain an all-India Medical Register. The basic qualifi¬ 
cations for medical registration are those of medical licentiates, a 
body of practitioners who are the concern of the Provincial Medical 
Councils. The maintenance of Medical Registers and the supervision 
of the basic qualifications required for entry into them are, at present, 
responsibilities entrusted to Provincial Medical Councils and 
Faculties. The supervision of the Indian Medical Council is, as yet, 
restricted to certain medical qualifications which are granted by 

*Drs. Butt, Vishwa Nath and Naravanrad do not accept this view. They desire 
to see that the services of persons trained in the indigenous systems of medicine 
are freely utilised for developing medical relief and public health work in the 
country. 
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•Indian universities and which are incorporated in the First Schedule 
•of the Indian Medical Council Act. 

286. We consider this position unsatisfactory. We are recom¬ 
mending that, for the future, there should be only one basic medical 
qualification for entry into the profession throughout India and that 
the portal of entry should be a university degree. The production of 
the licentiate type of doctor will cease after some time if these recom¬ 
mendations of ours are accepted. In the circumstances we recom¬ 
mend that the Medical Council of India should be empowered to 
maintain an All-India Register when the training of licentiates 
•ceases throughout the country.* 

287. The need for restricting the right to. prescribe drugs in the 
British Pharmacopoea and to practise scientific medicine by un- 
-qualified and unregistered personnel was emphasised in our dis¬ 
cussions. In this connection we considered the desirability of 

enacting legislation providing (1) that no medical practitioner should 
'be entitled to affix the designation “doctor” before his name unless 
he is a registered medical practitioner in modem scientific medicine, 
(2.) that no person should be entitled to prescribe drugs in the 
British Pharmacopoea, especially injections and poisonous prepara¬ 
tions, unless he is a registered practitioner and (3) that those who 
practise Unani or Ayurvedic systems of medicine should style them- 
-selves as “Hakims” or “Vaids” as the case may be. 

288. We consider that the public is entitled to kuow the exact 
credentials of persons on whom they call for advice and treatment 
and to protection against fraudulent imposition. We suggest that 
legislation should be made so as to provide that no person shall be 
•entitled to use the style or appellation of “doctor” other than those 
who (a) hold the Doctor’s degree of a Faculty of a University recog¬ 
nised by the State or (b) are practitioners qualified to practise modem 
scientific medicine. 

289. Rule 65 (9) of the Drugs Rules, 1945, under the Drugs Act, 
1940, provides” that a number of poisons, whichf'dre included in 
Schedule H of these Rules, shall not be sold in retail except on and in 
accordance with a prescription of a registered medical practitioner. 
But Schedule H does not contaiq all the poisons enumerated in 
Schedule E of the same rules. We consider that, if Schedule E can 
also be included within the operation of Rule 65 (9), our colleague's 
recommendation would be met adequately and that any further 
■restrictive legislation is of doubtful advisability and practicability. 

290. The terms “Hakim” and “Vaid” are honourable titles of 
■considerable antiquity and it is by no means clear to us why persons 
entitled to use these honourable appellations should desire to assume 
any other. We do not feel competent to make any recommendations 
regarding the organisation and regulation of indigenous systems of 
medicine. We therefore confine ourselves to the recommendation 
•that Provincial Governments, if they desire to recognise these sys¬ 
tems, might with profit follow the example of the Government of 
Bombay and enact legislation by which all persons practising any 
“form of the healing art are compelled to secure registration in a 

*Drs. Vishwa Nath and Butt are not in agreement with this recommendation 
and their note will be found appended to Chapter XXIV of Volume II of the 
•report. They suggest the maintenance of the existing position in respect of all 
’these Councils. 
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schedule or schedules appropriate to the system in vogue and their 
qualifications in such system. 

The Dental Profession 

291. The profession of dentistry is, as yet, totally unorganised in 
India and no legal provision exists for its regulation. We recommend 
that legislation should be undertaken in order to create Central and 
Provincial Dental Councils. The latter should be charged with the 
duty of recognising training institutions and of creating and maintain¬ 
ing Dental Registers as well as with the disciplinary regulation of the 
profession, subject to appeal. The Central Dental Council should be 
concerned with the direction and co-ordination of the activities of the 
Provincial Councils, the definition and maintenance pf minimum 
educational standards, which implies the right of inspection and 
recognition of training institutions, the maintenance of an All-India 
Dental Register, the disposal of appeals against disciplinary decisions 
by the Provincial Councils subject, as may be necessary, to the- 
directions of the Federal Court and the regulation of reciprocity 
within and without India. 

Regulation of the Nursing Profession, including those ol Midwives and' 

Health Visitors 

292. At present the regulation of the nursing profession, which 
includes those of midwives and health visitors, is vested iti Provincial' 
Nursing Councils which maintain registers of persons who have com¬ 
pleted approved courses of training in institutions recognised by them 
for the purpose and have passed the prescribed examinations. 
Persons so registered are entitled to practise the profession in their 
own province. Arrangements for reciprocity with other provinces 
exist to a degree which varies with the Nursing Council concerned. 

293. We recommend the creation of an All-India Nursing Council' 
to co-ordinate the activities of the Provincial Councils, to lay down 
minimum educational standards and to safeguard their maintenance. 
Questions of reciprocity within and outside Tndia should be the 
concern of this Central Nursing Council. We recommend the mainte¬ 
nance of an All-India Register by this Council- with senarate 
schedules for the. entry of approved qualifications in general nursing, 
higher nursing, public health nursing, midwifery and” health visiting.* 

294. The power to take disciplinary action should continue, in the 
first instance, to be vested, as at present, in the Provincial Councils, 
but there should be a right of appeal to the All-India Nursing Council 
over their decisions, with additional provision for further appeal to> 
the Federal Court in circumstances similar to those in which in the 
United Kingdom, an appeal lies to the High Court against the decision’ 
of the General Nursing Council. 

Regulation of the Pharmaceutical Profession 

295. For the regulation of the pharmaceutical profession we- 
recommend the creation, as in the case of the nursing and other pro¬ 
fessions referred to above, of Central and Provincial Pharmaceutical 
Councils with functions which are similar to those indicated in 
respect of the corresponding Councils for those professions. 


*Our suggestions for the comoosition of the Central Nursing Council are- 
given in Appendix 60 of Volume TIT of the report. 
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EMPLOYMENT OP DEMOBILISED PERSONNEL OP THE 
MILITARY HEALTH SERVICES 

296. During the present war the-Indian Army has expanded more 
than ten times its peace strength and, as a corollary, the military 
health and nursing services have undergone a considerable expan¬ 
sion. In addition to this phenomenal enlargement, the military 
medical services have undergone a radical reorganization and deve¬ 
lopment dictated by the intensive application of modern science to 
military medical problems, which have greatly increased the profes¬ 
sional and technical value of the personnel concerned. As a result, 
there exists in the medical and ancillary services of the Indian Armv 
a great reservoir of personnel, whose training and experience render 
them particularly suited to employment in the civil health services. 
This personnel comprises Medical Officers (male and female), Dental 
Officers, Nurses and Technicians. We have given in Chapter XXV 
of Volume II a short description of each category and the civil 
employment for which individuals in that category would appear to 
be suitable.* 

297. We would emphasise the supreme importance of tbiB reser¬ 
voir of trained talent being made available to the fullest possible 
extent to the health services of the country- If this opportunity of 
providing trained personnel for the carrying out of our proposals is 
allowed to pass without full advantage being taken of it, it may 
materially delay the initiation of the nation-wide health programme 
for the country which we contemplate. We therefore consider ft 
essential that the services of all such personnel should be utilised, 
except in cases of proved unsuitability.! 

THE ESTABLISHMENT 07 A COMMITTEE 07 STANDARDS 
FOR MEDICAL INSTITirTIONS AND EQUIPMENT 

298. In view* of the heavy constructional programme which will 
have to be formulated to supply the new accommodation required 
under our proposals, to carry out the structural alterations neces¬ 
sary in respect of existing buildings and to provide the vast number 
of fittings of all kinds required by laboratories, health centres, hospi¬ 
tals etc., it seems desirable that some system of standardization 
should be evolved which will introduce order into what may other¬ 
wise well tend to become chaos. With the achievement of order, 
there will be obtained the further advantage of reduced cost that 
automatically accompanies effective standardization. We urge the' 
setting up of a Committee of standards for Medical Institutions and 
Equipment and suggest that it should be closely linked with the 
appropriate section in the Central Ministry of Health. Its composi¬ 
tion should include: — 

(1) architects with experience of designing and construction of 
medical institutions under tropical conditions; 

(2) engineers with similar experience; 


*We have also given in a tabular statement (Appendix 53 of Volume III of 
our report) for -which wo are indebted to the Resettlement Section of the Office of 
the Director General, Indian Medical Service, detailed information regarding 
demobilised personnel. 

tDrs. Vishwa Nath and Butt, Sir Frederick James and Lieut.-General 
J. B. Hance desire to lay further emphasU on the remobilisation, for civil pur¬ 
poses, of demobilised medical and ancillary personnel and their separate note 
will be found at the end of Chapter XXV of Volume IT of the report. 
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(3) medical practitioners, not merely as doctors, but as having an 
interest in, and experience of, design, construction and administra¬ 
tion of medical institutions; 

(4) laboratory scientists with an interest in the elaboration of 
.laboratory fittings on a transferable unit system and 

(5) members of the nursing profession with a special knowledge 
■of the problems of internal hospital design. 

, 299. We recommend that the ^Committee should, among other 
tilings, give serious consideration to the feasibility of adapting .some 
■of the many existing buildings of a temporary nature, which have 
been set up for war purposes by the military and civil departments 
of the Central and Provincial Governments, to purposes in connec¬ 
tion with our health development programme. 

RE-EMPLOYMENT OP PERSONS WHO HAVE REACHED THE 
AGE OP SUPERANNUATION 

300. Among the major difficulties which have to be overcome in 
the successful implementation of our recommendations probably the 
[greatest is the general inadequacy of existing health personnel and, 
in some cases, the entire absence of certain classes of professional 
•and technical workers- The need for trained personnel is bo clamant 
•as to make the rigid maintenance of the normal rule that Govern¬ 
ment servants should be superannuated at the age of 55 inconsis¬ 
tent with the requirements of the situation, at any rate throughout 
the short-term period and probably in the earlier years of the suc¬ 
ceeding period. Subject to physical and mental fitness persons who 
"have reached the age of superannuation should be permitted to con¬ 
tinue to work on a year to year basis, on the condition that they are 
found fit by the medical board on each occasion. In order to ensure 
that the continuation in service of such persons does not stand in 
the way of normal promotions in the health services, they should 
he made to retire before they are re-employed. 

These, recommendations of ours should apply to all members of 
the health services. 

THE POPULATION PROBLEM 

301. The steady growth of population, which has taken place 
during the past few decades, has had its repercussion on all such 
matters as the housing, clothing and-feeding of the additional num¬ 
bers brought into existence from year to year, their education and 
the provision of adequate measures for the protection of their health. 
!No programme of social reconstruction can, therefore, afford to 
ignore the implications of the population problem. 

302. The three main factors which influence the growth of popu¬ 
lation are (1) migration, (2) mortality and (S) fertility. 

Migration 

303. Owing to the restrictions which the Governments of other 
■countries have placed on the entry of Indians into their territories, 
the effect of migration on India’s population has been negligible tor 
some time past and is likely to be so, at least for some- time longer. 

Mortality 

304. During the past two decades there has been a steady fall 
in the mortality rate of the country. A further fall is bound to 
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occur if the large scale programmes for improving the health of the 
community advocated by the different postwar planning committees 
are effectively put into operation. There is every reason to believe 
that there will be a saving of at least three million lives every year 
in British India, which will bring its rate of mortality down to the 
level of what has already been accomplished in a number of other 
countries. In the decennium between 1931 and 1941 the average 
yearly addition to the population of India as a whole was 5 millions. 
An annual saving of 3 millions in British India-as the result of im¬ 
proved health conditions will raise India’s rate of growth to 8 millions 
a ye«r, without taking into consideration any fall in mortality that 
may be brought about in the Indian States through similar health 
measures. Under such conditions the very large increase of 83 mil¬ 
lions, which took place in the 20-year period between 1921 and 1941, 
is likely to be reached within half that time. A purposeful control 
of mortality, without a corresponding fall in the fertility rate of th& 
community, can thus have far-reaching consequences. 

Fertility 

305. All available information seems to suggest that the fall in 
the fertility rate in India during the past 60 years has been negligible 
compared with the fall in mortality. In this connection certain esti¬ 
mates of the rates of fertility and mortality for the country are quoted 
from an interesting study of India’s population problem by Kingsley 
Davis, under the title of ‘‘Demographic Fact and Policy in India,” 
published in the Milbank Memorial Quarterly (July 1944). 
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306- It seems fairly clear that, at least in the immediate future, 
there is little reason to believe that there would be a marked fall in 
the fertility rate of the country. 

Our Recommendations 

307. In the absence of certain natural checks such as famine and 
disease whose operation will, speaking generally, become more and 
more limited as. our various programmes of social security and im¬ 
provement in living conditions develop, the growth of population in 
India will become an increasingly serious problem. Growth of popu¬ 
lation may be prevented from becoming a menace to the standard 
of life of the community (a) by migration, (b) by increasing the pro¬ 
duction of natural resources and (c) by a reduction in the rate of 
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additions to the population. Wo have already pointed out that the 
prospects of emigration helping to lessen the pressure of population 
on the means of subsistence in the country appear to be remote. 


Increased Production 

808. The advance of science, careful planning and concentrated 
effort on the part of the community to develop the country's resour¬ 
ces may make possible the support of a largely increased population 
oil even a better standard of living than that which exists at present. 
Such measures, however, can constitute only a temporary expedient, 
because a limit to economic productivity will be reached, sooner or 
later, and uncontrolled growth of population must, as far as we can 
■see, outstrip the productive capacity of the'country. 

Reduction In the rate of Additions to Population 

309. Our social instincts militate against a reduction in the rate 
of growth of population being brought about by permitting the death 
rate in the community to rise. We have therefore to turn to three 
other means for decreasing the rate of growth, namely, (1) a raising 
of the age of marriage for girls, (2) an improvement in the standard 
of life and (3) intentional limitation of families. 

810. Raising of the age of marriage for girls. —-Carefully collec¬ 
ted statistics from several countries support the view that the ferti¬ 
lity of women is at its highest during the age period 15 to 19. The 
raising of the age of marriage for girls by a few years from the pre¬ 
sent minimum of 14 would probably effect a reduction in the birth 
rate. There are also strong physiological reasons for raising the 
minimum age for the marriage of girls to 16, 17 or even 18. We 
refrain, however, from making a specific recommendation, partly be¬ 
cause we are not unanimous on the point and partly because the ques¬ 
tion is so intimately bound up with social custom and tradition, that 
the Governments concerned should consider the state of publio 
opinion before taking any decision. 

311. Improvement in the standard of living. —An improvement 
in the standard of living generally tends to promote a lowering of 
the birth rate by helping to create an incentive in individuals to 
limit the size of their families in the interests of maintaining for 
themselves and their children a reasonable level of comfort and of 
enabling the latter, through proper education and through the oppor¬ 
tunities for earning their living which such education offers, to keep 
up the standard of life to which they had been accustomed. Such 
rise must however be a slow process and, while this development 
goes on, it seems likely that the active measures introduced by the 
proposed health services will result in an appreciable reduction of 
the death rate and thus produce a temporary acceleration of the 
rate of growth of population. 

312. Intentional limitation of families. —If we bfelieve that limi¬ 
tation of families is advisable, we should first ask ourselves the ques¬ 
tion whether it is possible that this could be secured through self- 
control. Our answer must be, we fear, not to any material extent. 
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While a limited number on individuals may be under-sexed or may, 
by nature, be so constituted that they can sublimate most of their 
sexual urge into intellectual, artistic or other creative channels, the 
large majority of mankind although able to convert a part of their 
sexual impulse into activities useful to the community, may siill 
have to find satisfaction in the sexual act itself. In the circums¬ 
tances we seem to be left with birlh control through positive means 
as the only method which is likely to be effective. 

The Extent to which the State should help to promote the Birth 
Control Movement 

313. All of us arc agreed that, when childbearing is likely to re¬ 
sult in injury to mother or infant, there is every' justification for the 
practice of contraception. In such cases it should be the responsi¬ 
bility of Governments to provide instruction regarding contraception 
in maternity and child-welfare centres, dispensaries, hospitals and 
any other public institutions which administer medical aid to women- 
We also consider'that the supply of contraceptive requisites should 
be made, free of cost, hv the State to necessitous women when the 
practice is advocated for reasons of health. There is also unanimity 
among us in respect, of State action in two other directions, namely. 
(1) control over the manufacture and sale of contraceptives as in the 
case of food and drugs apd (2) assistance from public funds towards 
research for the production of a safe and effective contraceptive. 

314. Some of us are of the opinion that, on economic grounds 
also, contraception is justified in the interests of the individual and 
of the community and that the State should provide facilities for 
imparting knowledge regarding birth control when desired for such 
reasons. The others, while they fully appreciate the importance of 
relating population to the economic resources of the country, feel 
that the active promotion by the State of contraceptive practices for 
economic reasons will be justified, in view of objections to it on reli¬ 
gious grounds in certain quarters, only if there is substantial support 
from public opinion. 

The Extent to which the proposed Measures are likely to Bestrict the 
Growth of Population 

315. For various reasons, which include the inadequacy of medi¬ 
cal women and of health visitors to impart birth control knowledge 
to the women of the country, the enormous cost of making a safe 
and effective contraceptive available to the people, the inability of 
the majority of women k> learn and practice contraception satisfac¬ 
torily and the disfavour with which certain communities look on 
birth control for religious reasons, we believe that a rapid extension 
of the practice of contraception among the people is unlikely in the 
immediate future. It also appears to us that there is little imme¬ 
diate prospect of raising the age of marriage for girls by legal enforce¬ 
ment. On the other hand, ns has already been pointed out, the 
immediate prospect is that, with the introduction of the proposed 
health services and of the measures designed to advance the welfare 
■of the community, the rate of growth of population may show an 
acceleration as compared with the past. While recognising fully the 
implications of this increase in population, we feel that the only 
■practical steps that can be taken are (1) a relentless pursuit of the 
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measures that are now being proposed for the reconstruction of na¬ 
tional life in order to raise the standard of living and (2) the spread¬ 
ing of the knowledge of birth control as far as the limitations imposed) 
by the peculiar circumstances of the country will permit. 

Genetics and Population Policy 

816. The application of knowledge regarding heredity for the deve¬ 
lopment of a healthy and vigorous stock of different species of ani¬ 
mals and plants has been made by man with remarkable success in 
respect of many forms of life- As regards man, however, the extent 
of our knowledge regarding the hereditary transmission of disease 
and defect is at present very limited and, with the existing know¬ 
ledge, it would be difficult to formulate and execute an effective 
population policy directed to promote the creation of a healthy and' 
well-endowed community. We therefore consider it desirable that, 
as a part of the study of the population problem in India, the part 
which heredity and environment play in the transmission of valuable- 
human traits and of defects should be investigated. 

Study of the Population Problem 

317. It is highly desirable that the population problem should be- 
the subject of continuous study. Apart from the probable trend of 
population growth, such matters as differential fertility and morta¬ 
lity rates and surveys of morbidity among the various sections of the- 
community are of interest and importance from the point of view of 
sound administration. The problems of heredity and environment in 
relation to population policy should also receive consideration. We 
desire to see such studies organised and conducted on as broad ar 
basis of collaboration as possible and suggest that the Registrar Gene¬ 
ral and the Provincial Registrars, with their respective staffs of 
trained statisticians, the Health Departments, Central and Provin¬ 
cial, and the Departments of Economics, Sociology, Statistics and 
Genetics in the Universities, wherever they exist, should partici¬ 
pate in such studies. 

ALCOHOL IN’ RELATION TO HEALTH 

818. Drinking has, as pointed out by Professor Sigerist in hia. 
book “Civilisation and Disease”, two main causes. “One is social 
and eoonomic. Misery, poor living conditions, lack of education and 
of recreational facilities drive a man into drinking. In Russia in 
1913, the annual consumption of vodka amounted to 8'1 litres or 
more than 2 gallons per person, and the average worker spent over 
a quarter of his wages on liquor- When conditions of the working, 
population changed after the Revolution the par capita consumtion 

of liquor dropped steadily. It was 4-5 litressin 1931, 3-7 in 1935. 

.Another cause of harmful drinking is to be sought in folk cus¬ 
toms and group habits. Since alcohol removes inhibitions and 
makes people talk more freely, it becamo the custom to drink alco¬ 
holic liquors whenever people gathered for social intercourse. This 
alcoholisme mondam, as the French call it, affects the most highly 
educated classes. It is not so spectacular, but has nevertheless- 
very deleterious results.” A campaign for reducing alcoholism in 
the community must therefore take into account both these factors. 
A rise in the standard of living accompanied by the provision of edu¬ 
cational and-recreational facilities on as wide a scale as possible 
seems to be essential to ensure the success of the campaign. The- 
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harmful effects of convivial drinking can be brought home to the- 
people and their co-operation secured for its effective control only 
through education. 

Education regarding the Fundamental Facts in relation to Alcohol 

319. In the United States, all but two States (Arizona and' 
Wyoming) have laws requiring that all schools supported partly or 
wholly from public funds should include, in their curricula for children,, 
courses of instruction dealing with the effects of alcohol and other 
narcotics on the human system. We desire to see such provision 
made in this country also- Proper text-books on the subject should- 
be prepared by some central agency and they should be trans¬ 
lated into all the languages of individual provinces by the respective 
Provincial Governments. In doing so it should be possible to include- 
material, diagrammatic and narrative, which will give a local colour 
to the different subjects that are discussed. 

Certain Other Suggestions for Combating Alcoholism and lor ReBtrict- 
ing Alcohol Consumption to the Minimum 

820. We recommend the strict control of existing liquor shops, 
and the severe restriction or even prohibition of opening new shops, 
particularly in the areas occupied by the poorer sections of the com¬ 
munity, including industrial workers. There should be a reduction 
in the hours of sale of alcohol. The alcoholic content of the beverage 
sold in such places for public consumption should be within certain 
limits to be prescribed by the Provincial Government. The aim. 
should be to make the places, where alcoholic beverages are permit¬ 
ted to be sold, decent establishments where a high standard of cleanli¬ 
ness is maintained and suitable alternative refreshments are provided, 
so that a man can take his family and order food along with drinks. 
The experience in the West is that, under such conditions, the exces¬ 
sive consumption of alcohol is generally checked. There should also> 
be provision for the supply of non-alcoholic beverages. Milk bars, tea 
and coffee shops, if run on cheap lines, can help to divert the crav¬ 
ing for intoxicating drinks into less harmful channels. The desire 
for alcohol at the close of the day is perhaps partly stimulated by the- 
lack of opportunities for other forms of useful activity, including re¬ 
creation and social intercourse. 

821. Provincial Governments obtain today a substantial part; 
of their revenues from alcohol- “Little economic merit can be- 
claimed for a system of taxation which raises any considerable part 
of the public revenue from the sale of alcohol, unless, as a part of 
the plan of government, this tax money is used to reduce the extent 
of facilities for the sale of alcoholic beverages; to promote observance 
of restrictive laws; to meet the cost of prevention, cate and treat¬ 
ment of alcoholism among the considerable number of persons whose 
health will be injured and whose earning capacity will be reduced 
by the use of alcohol’’. It seems important to us that a substantial 
part of the money so derived should be devoted by Governments in 
this country to measures designed to prevent the spread of alcoholism' 
and to rehabilitate those whose health and working capacity have 
been injured by the excessive use of alcohol. 

Treatment and Rehabilitation of Alcoholics 

322. The treatment of acute and chronic alcoholism is essentially 
a medical problem and adequate provision should be made for it a® 
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a part of the general health programme. The rehabilitation of : the 
chronic alcoholic is, however, a much wider problem. Here, af)^it 
from any medical measures that may he adopted, there is the ques¬ 
tion of re-educating him to a saner outlook on life and his responsi¬ 
bility towards those who are dependent on him. The rescuing of 
the growing children in the home of such an individual from the deg¬ 
rading effects of brutish behaviour resulting from drunkenness is an 
equally important matter. The establishment of houses of deten¬ 
tion for those alcoholics who require segregation and treatment, 
medical and social, should receive serious consideration. Legal 
sanction for such detention will, no doubt, be required and the ques¬ 
tion of acquiring the necessary powers should also be considered. In 
this sphere of activity voluntary effort can render valuable help. The 
rescuing of the individual back to normality can be helped enor¬ 
mously by properly directed efforts'll! which social workers and reli¬ 
gious leaders should take an active part. 

323; The consumption of alcohol, during working hours, by per¬ 
sons engaged in certain occupations is dangerous to themselves and 
to others. For instance, pilots in charge of aeroplanes and motor- 

■ drivers should be forbidden alcohol during working hours. It should 
be an offence punishable under the law for such persons to be found 
in a drunken state when engaged in their respective occupations^ 
We have given these only as typical instances and there are many 
•others in which the use of alcohol should be equally forbidden in 
the interests of the community. There is abundant evidence to show 
that the efficiency und output of the industrial worker are lowered 
by alcohol and that the accident rate is raised. The enforcement 
of total abstinence during working hours appears therefore to be 

■ of advantage from the point of industry and of workers alike. 

THE INSTITUTION OF A MEDIOAL LIBRARY SERVICE 

324. One of the prime needs of an intellectual community is an 

■ effective library service and this is more especially the case where a 
highly technical subject such as medicine is concerned. India fe at 
a great distance from other centres of scientific thought and she must 
inevitably draw her knowledge of advances and discoveries from 
books and journals published in other countries. She must be largely 
self-contained and the need for a full and well-selected Central 
Library is even greater than that of Europe and America, where 
facilities for the dissemination of knowledge are more highly 

.developed. 

325. India has not the funds to enable her at present: to institute 

a library comparable with the more important libraries of the world, 
such as Washington with its 420,000 volumes, Leningrad with 
•600,000, Paris with 500,000 or even with that of the Royal Society 

of Medicine in London with 160,000 volumes. It seems to us, how¬ 

ever, to be not unreasonable that we should recommend the estab¬ 
lishment in India of a Central Library, providing, in the first 
instance, for the housing of 60,000 to 100,000 volumes. 

326. In order to put the proposed library service on a sure founda¬ 

tion, an exploratory survey of the facilities existing in the United 
.Kingdom, the United States and elsewhere should be undertaken 

by one or two officers (of whom at least one should be an Indian) 

-deputed for the purpose. 
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327. There should be r in London, a correspondent to the library 
who will watch its interests in the West and act as the channel both 
of information and of supply in matters concerned with the library 
service. 

328. The Central Library we envisage is one chiefly devoted to 
research and should be established in association with the All-India 
Medical Institute. When similar medical institutes are established 
elsewhere they will have to be provided with their own libraries. A 
case can be made out for an entirely separate library in the director¬ 
ate of the future civil health service. We prefer, however, to leave 
tlfht question, together with the proposals for the establishment of 
regional libraries, to the consideration of the Governments concerned 
after the survey, which we have suggested has been completed, when 
fuller and more exact information will be available. 

LEGISLATION 

329. Our proposals for legislation fall mainly under four heads: — 

(1) those which are intended to assist in the formulation and exe¬ 
cution of a. national health policy based on the largest possible agree¬ 
ment between the Central and Provincial Governments and to 
promote the co-ordination of central and provincial health activities; 

(2) those which are designed tt> improve health administration in 
the provinces, particularly the standard of such administration in 
local areas; 

(3) those which are required for conferring special powers on 
health authorities to enable them to carry out their duties more 
effectively than they are able to do at present and 

(4) those which are intended to give statutory sanction to certain 
proposals of ours, e.g. the establishment of the All-India Medical 
Institute, the Central Committee for Postgraduate Medical Education 
and Central and Provincial Water and Drainage Boards. 

Consolidated Public Health Acts, Central and Provincial 

330. In addition we recommend the enactment oi consolidated 
public health Acts by the Central and Provincial Legislatures. Such 
Acts can serve at least three purposes, runnely, (1) to bring together 
existing legal provisions relating to health, which are scattered over 
various enactments, (2) to modify those sections of the law which 
require change in the interests of promoting elticient, administration 
and (3) to incorporate the new provisions which will be necessary for 
the development of the health programme we have recommended. 
At the Centre provisions relating to health are found in about 4U 
different Acts while, in the. provinces also, a varying number of 
legal enactments contain such provisions. 

331. Such legislation at the Centre and in the Provinces may 
take some time to materialise. In the meantime it is recommended 
that the Central Government should undertake to bring together, in a 
single publication, all the existing laws relating to health, both Central 
and Provincial. 

THE FINANCIAL IMPLICATIONS OF THE PROGRAMME 

332. In drawing up our proposals for the short-term programme 
we have given careful consideration to the instructions of the Govern¬ 
ment of India on the financial aspect of planning, which were 
unbodied in the terms of reference defining the scope and nature of 

enquiry entrusted to us. The Government of India said that it 
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was desirable “to plan boldly, avoiding on the one hand extravagant 
programmes which are obviously incapable of fulfilment and on the 
other halting and inadequate schemes which could have no effect on 
general health standards and which would bring little return «or the. 
expenditure involved”. We decided that our guiding principle should 
be that the short-term plan must produce an appreciable improve¬ 
ment in the health of the people within the period of completion of 
the plan. This is a matter of even greater importance than questions, 
of cost. We were strengthened in .this view by two considerations. 
One is that planning would defeat its purpose if no satisfactory results 
could be demonstrated. The consequences of such failure mi'jht 
even be a set-back, for many years to come, in the development of 
health administration in the country. 

338. The other consideration is that, if the rates of expenditure- 
incurred by Provincial Governments on their medical und public^ 
health departments were to be taken even as an approximate guide 
to determine the financial limits of our proposals, any attempt to 
build a satisfactory scheme of health services for the people would be 
foredoomed. In 1939-40 the per capita expenditure on these two- 
departments together was Ee. 0-1-7 in Bihar, Re. 0-1-9 in the United 
Provinces, Re. 0-2-7 in Bengal. The highest figure for such expen¬ 
diture was Ee. 0-5-9 in the province of Bombay. In order to ascertain 
what an improved health service is likely to cost it may not be out 
of place to examine the corresponding expenditure for certain other 
countries, where the provision for affording health protection to the 
people exists on a much larger scale than in India. In Great Britain, 
the per capita expenditure on medical and public health activities 
was, in 1934-35, about Es. 54-8-11 and in the United States the- 
corresponding figure for 1938 was Es. 51-6-0. The expenditure 
incurred by a country on its health services must necessarily depend 
on its national income and India compares, in this respect, very 
unfavourably with the two countries mentioned above. Certain esti¬ 
mates of national income for these, three countries from sources to- 
which we may reasonably attach value are quoted below: — 


Country 

t 

Income per 
capita 

Souroe of information 

British India 

Rs. A. P. 
02 3 3 

The National income of British India. 

Great Britain 

1,049 6 5 

1931-32, by Dr. V. K. R. V. Rao. 
Journal of the Royal Statistical 

United States 

1,371 7 3 

Society, Vol. 103, 1940, page 617. 
Monthly Labour Review, Vol. 63, 



1941, page 114. 


334. The per capita income of the United States is about 22 times 
that of India and that of Great Britain about 17 times. Even ufter 
making due allowance for the much higher national incomes in those 
countries, India should spend annually about Es. 3-3-0 per head of 
the population if her expenditure on health services were to bear the 
same relation to national income as the amount spent in Great 
Britain in 1934-35 on health measures bore to her own national in¬ 
come. On the basis of a similar comparison with the United States 
India's per capita expenditure on health should be Rs. 2-5-0. From 
our survey of modern trends in the organisation of health services j: 
Chapter II of Volume II of our report it will be seen that the autb 
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ties in those countries are dissatisfied with the provision for the 
health protection of their people and that expenditure on a generous 
scale to augment the existing services is under active consideration. 
In- these', circumstances, if India desired to develop a modem health 
•organisation, a scale of expenditure much in advance of what the 
provinces have been incurring, was inevitable. We therefore decided 
to plan our short-term programme undeterred by the cramping limi¬ 
tations of existing provincial expenditure and with our main con¬ 
sideration directed to the development of a plan which would ensure, 
thftmgh its execution, a demonstrable improvement of the public 
health. 

The Estimates ol Dost 

835. We give below, in tabular form, the main items of our 
•estimates of cost separately for the first five years and the second 
five years of the short-term programme. 

Approximate estimates of cost in respect of the proposals of the 
Health Survey and Development Committee for British India. 
NON-RECURRING EXPENDITURE 


— 

First five years 

Second five 
years 

First ten years 


Rs. 

Rs. 

Rs. 

1. Personal health services in- 

80,88,00,000 

118,64,00,000 

199,52,00,000 

eluding the directional 
organisations associated with 
the Ministries of Health at 
the Centre and in the 
Provinces. 



2. Professional eduoation 

22,45,00,000 

19,86,00,000 

42,31,00,000 

3. Expenditure on other items . 

50,42,00,000 

50,20,00,000 

100/2,00,000 


153,75,00,000 

188,70,00,000 

342,45,00,000 

4. Centre .... 

9,22,00,000 

11,32,00,000 

20,54,00,000 

5. British India as a whole . | 

162,97,00,000 

200,02.00,000 

362,99,00,000 

recurr: 

ING EXPEN1 

3ITURE 


I. Personal health services in- 

116,10,00,000 

250,02,00,000 

366,12,00,000 

eluding the directional 
organisations associated with 
the Ministries of Health at 
the Centre and in the 
Provinces- 



2. Professional eduoation 

32,00,00,000 

35,24,00,000 

67,24,00,000 

3. Expenditure on other items . 

4,64,00,000 

12,:<2,00,000 

16,86,00,000 

4. Leave reserve . 

7,83,00,000 

15,08,00,000 

22,91,00,000 


160,47,00,000 

312,66,00,000 

473,13,00,000 

5. Centre .... 

9,63,00,000 

18,76,00,000 

28,39,00,000 

fi. British India as a whole 

170,10,00,000 

331,42,00,000 

501,52,00,000 

Payment towards amortisation 
of non-reourring expenditure. 

25,78,00,000 

74,54,00,000 

100,30,00,000 

Total recurring expenditure 

195,86,00,000 

405,96,00,000 

601,82,00,000 

Average annual expenditure 

39,17,00,000 

81,19,00,000 

60,18,00,000 

Average estimated population of 
British India. 

315 millions 

337'5 millions 

326 • 25 millions 


Rs. a. p. 

Rs. A. P. 

Rs. A. F. 

Annual per capita expenditure . 

1 4 0 

2 7 0 

1 14 0 
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336. After making allowance for the low national income of our 
country as compared with those of Great Britain and the United 
States, the rate of expenditure on medical and public services in 
India should be about Rs. 3-3-0 per head of the population in order 
to reach the level of similar expenditure in Great Britain in 1934-85, 
and about Rs. 2-5-0 to reach that of the United States in 1938. 
Our proposals involve, during the first ten years of their execution, 
an anticipated expenditure of Rs. 1-14-0 per head of the population. 
We therefore claim that the programme of health development wo 
have put forward cannot be considered extravagant from the financial 
point of view. When it is remembered that, in Great Britain and 
the United States, a further rise in public expenditure on health 
services has been considered essential in the interests of the people, 
we hold that there is still greater justification for considering that 
the demands which our scheme will make on the public purse are in 
no way unreasonable. 

The Financing of the Health Programme 

337. We realise, at the same timer that ' ©verr the proposed per 
capita annual expenditure of about Rs. 1-4-0 during the first five years 
of the programme will require that Provincial Governments should 
make provision, for spending on health measures, amounts itf&ny 
times in excess of what they are budgeting now. The latest available 
figures for the combined expenditure on provincial medical and public 
health departments relate to 1944-45 and they are given below. 


Combined expenditure on medical relief and public health activities 


in the provinces 

during 1944-45. 

Province 

Expenditure 
per capita 
in anuaa 

Expenditure on medioal relief and 
publio health expressed as a 
percentage of total provincial 
expenditure 




Madras . 

6'2 

4-7 

Bombay 

10'9 

4-5 

Bengal . 

71 

6-7 

TT. P. 

3'9 

4-9 

Punjab 

6 1 

61 

Bihar 

32 

7'3 

C. P. and Berar 

2-8 

3-1 

Assam 

6-4 

8-2 

N.-W. P. P. . 

7-7 

SO 

Orissa 

3'4 

5-9 

Sind 

8-2 

2-6 


338. While a small number of items of existing expenditure in 
the provinces on health administration will fall within the cost-of 
the scheme, the vast majority of tjhem will rot and, broadly spcgddng, 
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the expend:lure involved in the execution of our proposals will be m. 
addition to what the Governments, Central and Provincial, are now 
incurring on their medical and public health departments, which as 
shown above is generally on a meagre scale. 

iloU. A reference to the last column of the above table will show 
that the expenditure incurred by Provincial Government., on health 
measures, curative and preventive, constitute but a- very small 
fraction of their tola) annual expenditure, the percentage ranging 
froii^ 2-5 to 7-3. On the other hand, the corresponding percentage 
m Great Britain during 1934-35 was 20-4 and in the United States 
18-8 during 1988. It is obvious that Governments in India have, in 
the past, devoted an unduly small proportion of their incomes to 
health administration and there is therefore every justification for 
demanding that the ratio of expenditure under this head must be 
raised considerably. Governments should he prepared to increase the 
money spent on health to at least 15 per cent, of the total expenditure. 
If this is done a considerable advance will have been made in pro 
viding the required funds for the proposed health programme. At 
least in one province (Madras) the local legislature has laid down. 
(Section 127 of the Public Health Act) that every municipality "shall 
earmark not loss than 80 per cent, of its income from all sources 
other than Government grants, for expenditure on the advancement 
of public health in its local area, including expenditure on medical 
relief, and every district board or panchayat shall similarly earmark: 
not less than 12-£ per cent, of its income from such sources”. We 
recommend that it should be a statutory obligation on Governments- 
to spend a minimum of 15 per cent, of their revenues on health- 
activities. 

340. We consider it highly desirable that a searching enquiry- 
should be instituted into building costs and the data on which Public 
Works Departments base their estimates. Instances have been 
brought to our notice in which private agencies have been able to. 
carry out now building work at less than 50 per cent, of the estimates 
prepared by the Public Works Departments. We do not venture to 
base any criticism on such information, but there is undoubtedly a< 
widespread and persistent belief that the Public Works Departments 
are unduly expensive agencies for the construction of public build¬ 
ings. This calls for careful investigation, as considerations having 
far-reaching consequences for development- in many spheres are 
involved. In this connection we wish to draw attention to the report 
of a Mission which was sent to the United States of America by the 
Ministry of Works in the United Kingdom in 1944. The object 
of the Mission, which was an expert hodv, was to study American 
practice with a view to securing in Great Britain in the postwar period 
(a) increased speed and output, (b) reduced building costs, (c)' 
improved standard of equipment and finish and (d) improved eon-]i- 
tions for operatives. 

341. An enquiry into building methods and costs, with special 
Terence to the Central and Provincial Public Works Departments 
i India would now' be helpful, particularly if, with the enquiry, one 

two of the representatives of His Majesty’s Government s Mission^ 

the United States were associated as well as some non-tcchnical- 
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842. We desire to stress the organic unity of the component parts 
■of the programme we have put forward. Large scale provision for 
the training of health personnel forms an essential part of the scheme 
because the organisation of a trained army of fighters is the first 
requisite for the successful prosecution of the campaign against 
•disease. Side by side with such training of personnel, we have 
provided for the establishment of a health organisation which will 
bring remedial and preventive services within the reach of the people, 
particularly of that vast section of the community which lies scattered 
over the rural areas and which has, in .the past, been largely neajeet- 
•od from the point of view of health protection on modern lines. We 
have drawn attention to these aspects of the health, programme 
because we feel that it is highly desirable that the plan should be 
-accepted and executed in its entirety. We would strongly deprecate 
■any attempt, on the plea of lack of funds, to isolate specific parts 
■of the scheme and to give effect to them without taking into consi¬ 
deration the -inter-relationships of the component parts of. the pro¬ 
gramme. Our conception of the process of development of the 
^national health services is that it will be a co-operative effort in which 
"the Centre, acting with imagination and sympathy, will assist and 
guide a co-ordinated advance in the Provinces. We therefore look 
■forward to a pooling of resources and of personnel, as far as ciieum 
stances permit, in the joint task that lies before the Governments. 

J. W. BHORE, Chairman, 

F. E. JAMES, 

VISHWA NATH, 

B. SHIVA RAO, 

Members of the Sub-Committee appointed 
by the Health Survey and Development 
Committee to prepare the siimmary. 

K- C. K. E. RAJA, Secretary. 

New Delphi. 
d'he 13 th January 1946. 
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